HEALTH POLICY AND PLANNING; 17(1): 49-60

© Oxford University Press 2002

Primary health care vs. emergency medical assistance: a

conceptual framework

WIM VAN DAMME, 2 WIM VAN LERBERGHE!? AND MARLEEN BOELAERT!

'Department of Public Health, Institute of Tropical Medicine, Antwerp, Belgium, 2Médecins Sans Frontiéres,
Phnom Penh, Cambodia and 3Health Care Reform Office, Ministry of Public Health, Bangkok, Thailand

Primary health care (PHC) and emergency medical assistance (EMA) are discussed as two fundamentally
different strategies of delivering health care. PHC is conceptualized as part of overall development, while
EMA is delivered in disaster or emergency situations. The article contrasts the underlying paradigms, and
the characteristics of care in PHC and EMA. It then analyzes the characteristics of PHC and EMA health ser-
vices, their structure, management and support systems. In strategic aspects, it contrasts how managerial
and financial sustainability are fundamentally different, and how the term accountability is used differently

in development and disaster situations.

However, while PHC and EMA, development and disaster, are clear opposite poles, many field situations in
the developing world are today somewhere in-between. In such non-development, non-emergency situ-
ations, the objectives and approach will have to vary and an adapted strategy combining characteristics from

PHC and EMA will have to be developed.
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Introduction: primary health care and emergency
medical assistance

The organization of health care today invariably refers to the
concept of primary health care (PHC).!1-5 Most authors have
described the principles of PHC in generic terms,58 while
others have focused on practical organizational issues,’ and
particularly district health care.l%14 All implicitly refer to
stable situations where there is a perspective for development
—not to societies struck by disaster.

Whereas PHC has a well-developed conceptual substructure,
the literature on emergency medical assistance (EMA) has
concentrated on technical and logistic considerations.!>10 The
few authors who have addressed the issue highlighted the
fundamental differences between PHC and EMA:!7 ‘the
emergency approach tends to be the antithesis of the primary
health care approach’.!

The present article spells out the conceptual, practical and
strategic differences between PHC and EMA. PHC aims at
promoting health in a society in development, while EMA
concentrates on safeguarding survival in an emergency situ-
ation. This fundamental difference in objectives and time-
frame results in different characteristics of health care and of
health services, with important strategic implications.

Health services organization in development and
emergency

Much has been written on development, disaster and emer-
gency,1%21 and on the ‘continuum’ in-between. Some authors
define rehabilitation and reconstruction as distinct stages in a
disaster-development continuum. Others have challenged

this.2226 This debate is rich in ambiguous terms, such as
chronic emergencies, protracted emergencies, developmental
relief, welfare relief and humanitarian aid. One could also
argue for a classification of situations in a stable—unstable
continuum. However, this article uses only development,
disaster and emergency, as they are most widely used,
although not always unambiguously defined. The contexts are
different, and, not surprisingly, the ‘paradigm’ underlying
PHC is distinct from the one that underlies EMA. These
paradigms determine the characteristics of health care and of
health services. They also determine strategic aspects, such as
sustainability, the role of different actors and accountability.

Paradigms of PHC and EMA

PHC

PHC aims at responding to people’s health needs and
demands, to safeguard, promote and restore health.
However, health is not an aim per se, but a condition for
human development and wellbeing (Table 1).27 Health ser-
vices should thus be developed in harmony with other aspects
of society — education, social and economic infrastructure —
and use only a ‘reasonable’ share of the total financial and
human resources available.?830 Indeed, ‘... the possibility
[exists] that the direct positive effects of health care on health
may be outweighed by its negative effects through its
competition for resources with other health-enhancing activi-
ties. A society which spends so much on health that it cannot
or will not spend adequately on other health-enhancing
activities may actually be reducing the health of its population
through increased health spending.” To produce a maximum
of health with these limited resources, health services must be
rationalized to function in an effective and efficient way.?’
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Table 1. Paradigms of primary health care (PHC) and emergency medical assistance (EMA)

PHC

EMA

Aim

Relation to context
society.
Resource-use
overall resources.
Technical dimension
(rationalization)
Social dimension

efficiency).

(responsiveness).

Time perspective Long term.

Health, as a condition for human
development and well-being.

In harmony with other sectors of
Use a ‘reasonable’ share of the

Optimization (effectiveness and

Autonomy and participation

Physical survival, as a pre-condition for
human development.

Part of a package of ‘emergency relief
measures’.

Use ‘all resources that can be mobilized’.

Maximization (effectiveness).
Dignity and compliance.

Short term.

PHC, however, also has important social dimensions:
autonomy and participation, also referred to as responsive-
ness.!33233 Where possible, health professionals should
avoid making the users dependent on the health services.
Instead, they have to promote autonomy, and deliver ser-
vices that are complementary to self-care and family care.’*
This requires a partnership between health professionals and
the population, based on a continuous dialogue.3235-36 The
need for participation has several foundations: ‘Increasingly,
the demand is being made that both consumers and pro-
viders participate . . . this stems, in part, from general social
values that indicate a preference for egalitarian and partici-
patory forms of governance. Partly, it stems from more prag-
matic arguments. One of these is that consumers and
providers have somewhat different perspectives on “health”
and on its management, and that both viewpoints need to be
taken into account and synthesized or reconciled if the
agency is to be maximally effective. Another argument is
that participation in decision making creates a sense of
belonging and commitment and encourages behavior that is
in line with agency objectives.”

The technical content of health care in a PHC perspective
can be defined in fairly straightforward and objective terms.
Rationalizing its implementation and balancing technical
content with autonomy and participation are essentially local
issues. Developing autonomy and participation are more
difficult and take more time than rationalizing the technical
aspects. Fast success in developing participation is less
frequent than in rationalization. A ‘technocratic imbalance’
is often unavoidable, at least in the short term. Develop-
ing PHC is necessarily slow and requires a long-term
perspective.

EMA

EMA, or medical relief, on the other hand, concentrates on
protecting physical survival (Table 1).3” WHO defines relief
as ‘assistance and/or intervention during or after a disaster to
meet the life preservation and basic subsistence need’.’8
Physically surviving the emergency is an aim per se; it is the
pre-condition for human development, once the emergency is
over. EMA should be part of a package of emergency relief
measures, including provision of water, shelter and
food.16:39-41 These emergency relief measures may use ‘all
resources that can be mobilised’. In EMA, rationalization
aims at producing a maximum output in terms of lives saved
with the resources available. Effectiveness is thus the main
consideration, even if this means jeopardizing autonomy and
creating dependence. Participation is often reduced to
compliance. Health professionals work with ‘beneficiaries’,
often in a paternalistic way. Safeguarding human dignity is an
ethical imperative, even in EMA. As the technical dimension
is dominant, and short-term effectiveness paramount, there is
a tendency to rely on standard strategies.

Characteristics of care

From the differing paradigms of PHC and EMA result dif-
fering characteristics of care (Table 2). The objectives of PHC
include the maintenance and restoration of health (providing
‘cures’); preventing further deterioration; relieving symp-
toms, particularly pain; offering assistance in coping with the
inevitable; and providing reassurance through authoritative
interpretation, while still exercising control over one’s own
health.3! To reach the triple objective of cure, care and auton-
omy, health care should find an optimal balance between

Table 2. Characteristics of care in primary health care (PHC) and emergency medical assistance (EMA)

PHC

EMA

Triple objective: cure, care and autonomy.

Search for optimal balance between being effective, integrated,
continuous and holistic.

Care provided is a compromise between need and demand.

Cure is dominant over care and autonomy.

Effectiveness takes precedence over other characteristics.

Need gets precedence over demand.
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Table 3. Characteristics of health services in primary health care (PHC) and emergency medical assistance (EMA)

PHC

EMA

Temporal accessibility

Permanent facilities are mandatory for curative activities and for emergencies;

preventive activities can be intermittent.

Geographical accessibility
quality of care.

Financial accessibility and

financial participation

Polyvalent or specialized?

Decentralization, balanced with

A balance should be struck
between financial participation
and financial accessibility.
Polyvalence is necessary for

Decentralized services are paramount,
including home visitors.
Services should be free of charge.

Specialized services are often needed.

integrated and holistic care.

Relationship between client

and health care provider should be aimed at.

Whole range of valued aspects

The quality of the relationship is
subordinate to other characteristics.

being effective, integrated, continuous and holistic.2742-44
Effectiveness of care should be balanced with its cost and with
the importance of holistic care. Integration of curative and
preventive care with health promotion is desirable, as it yields
the best results in the long term. Continuous health care
means care till the end of the episode of disease or risk.
Holistic health care takes into account the physical, psycho-
logical and social dimensions of health and wellbeing. Each of
these four characteristics is thus important, but none is
absolute or takes precedence over the others. In PHC, the
health care offered is variable according to circumstances and
resources. It has to balance, both collectively and individu-
ally, the professionally defined need with the demand as
expressed by the patient. As an interim strategy, responding
to ‘irrational demand’ may be considered, or the relative
importance of ‘non-felt need’ decreased.

In EMA ‘cure’ is dominant over care and autonomy, which
are of secondary importance. The effectiveness of care takes
absolute precedence over the other characteristics. Inte-
gration is less important; it may even hamper immediate
effectiveness (e.g. when it is imperative to reach a high
measles vaccination coverage in the very short term). Conti-
nuity of care and holistic care are less important.!7* There

are no top-priority activities that require continuous care. In
EMA, the focus is on life-saving interventions. The pro-
fessionally defined needs take precedence over demand.

From these differing objectives and characteristics of health
care in PHC and EMA result differing characteristics of the
health services.

Characteristics of PHC and EMA health services

In PHC, temporal, geographical and financial accessibility are
all important features of a health service that facilitate the
delivery of effective, integrated, continuous and holistic
care.!246 Permanent facilities, with opening hours in accord-
ance with people’s activities, are mandatory for curative care
(Table 3). There is also a need for immediate access in case of
emergency, even outside opening hours. Indeed, ‘... access
when need arises may be the most salient feature of care for
consumers . . . the stand-by function must be an integral part
of the responsibility and of the work...to do otherwise
would be, paradoxically, to be least effective when the client
is most vulnerable’.® Preventive activities, however, can be
intermittent. Health services should be decentralized, to the
extent that this is compatible with human and material

Table 4. The decentralized health system in primary health care (PHC) and emergency medical assistance (EMA)

PHC EMA

First line Polyvalent health centres responsible Curative health posts (one for 3000
for a defined population to 5000 people).
(one for 5000 to 15 000 people).

Second line District hospital. Referral hospital.

Home visitors and intermediate
structures are often needed.

Exceptions to two-tier system Peripheral extensions and
intermediate facilities are

sometimes justified. Community
health workers are seldom adequate.
Vertical services Mobile team sometimes justified. Mobile team and feeding centres
often needed.

Often a parallel health system;
marginally linked to pre-existing
health system. A strict referral
system has often to be imposed.

Articulation of services A two-tier integrated district health
system, avoiding gaps and overlap.
A rational referral system should

be encouraged.
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resources needed for quality care.*”*8 Financial accessibility
is important, but should be balanced with the need for finan-
cial participation of the clients. Financial participation can be
a lever for community participation in decision-making and
for accountability, especially at first line health services.*-53
Polyvalence is necessary to enable integrated and holistic
care. Acceptability, conditioned by cultural and financial
accessibility, requires that all valued aspects of the relation-
ship between client and health care provider should be aimed
at: such as stability, maintenance of client autonomy and
family ties, active client participation — sharing knowledge,
shared decision making, and participation in carrying out
therapy — empathy, supportive relationship, maintenance of
dignity, privacy and confidentiality.? A health information
system with patient records, family files and operational cards
facilitates integrated and continuous care.

EMA entails mainly the ad hoc delivery of life-saving inter-
ventions.®>7 Temporal, geographical and financial accessi-
bility are paramount and take precedence over other
characteristics.!” Maximizing access requires permanent
facilities for curative activities (Table 3). Preventive activities
can be intermittent. Decentralized services are paramount,
especially when there is social breakdown.”® Home visitors
are often necessary as outreach contacts, and to guide
patients to the health services.” Services should be free of
charge. Specialized services are often needed to reach high
coverage in the short term, and to reach immediately high
technical quality.®%! The quality of the relationship between
the patient and the health care provider is subordinate to
other characteristics.

These characteristics of the health services and the scope of
activities offered determine the structure of the health system
(Table 4). Together with the time perspective, they also
determine how the health system is managed (Table 5) and
supported.

Structure

In PHC, the health district catering for 100 000 to 300 000
people is the basic organizational unit of the decentralized

health system.!%1262 In a health district, a network of
polyvalent health centres and a district hospital are linked in
a two-tier system (Figure 1). A small team, headed by a nurse
practitioner or medical doctor, staffs each health centre.5
The team delivers all curative and preventive first line activi-
ties, and is responsible for a population of 5000 to 15 000
people (Table 4).%* This population is defined, geographically
or by registration. Health centres can refer patients to the
district hospital, which delivers both outpatient and inpatient
care and has surgical, laboratory and imaging facilities.65-68
There may be exceptions to this two-tier system. Peripheral
extensions (e.g. curative outposts with one staff) or inter-
mediate facilities (e.g. health centres with beds for non-
surgical hospitalization) may sometimes be justified,
depending on local circumstances and constraints. But com-
munity health workers can at most be a complement to a
health system run by professionals, and not its corner-
stone.30:09-71 In a health district, a mobile team may be useful;
not to deliver routine services, but to reinforce services in
case of epidemics, or to reduce a temporary gap in health
services coverage.’%73

A district health system should avoid gaps and overlap in
functions; all resources, including public and private, should
have a well-defined and rational role.” This implies that a
rational referral system between first and second level should
be encouraged (e.g. by granting preferential tariffs to those
respecting it), but stringent measures to enforce the referral
system are rarely justified. When peripheral extensions or
intermediate structures are part of the system, they should
not constitute a systematic stage in the referral process.

For EMA it is often necessary to set up a separate health
system. This rarely results in a district health system, but a
basic two- or three-tier system is invariably present. A typical
refugee camp health system can illustrate this (Figure 1).% A
network of curative health posts constitutes the first line. A
small team, often headed by an auxiliary nurse, staffs such
health posts. There is usually one health post per 3000 to
5000 population (Table 4), located in a makeshift building
close to the affected population. Peripheral extensions with
ancillary services such as home visitors are often necessary to

Table 5. Management of the decentralized health system in primary health care (PHC) and emergency medical assistance (EMA)

PHC

EMA

Management structure

health district.
Types of logic in management

Team of professionals with authority
over the different health facilities in a

Balancing the medico-technical,

Team of professional people with full
operational and administrative
authority, high degree of autonomy.
Medico-technical logic is paramount.

administrative and sociological types

of logic.
Responsiveness to epidemic alerts Important.
Pre-established objectives
Methods to improve utilization,

coverage and adherence

May be counterproductive.
Good quality of care, empathic
relationship, dialogue during care,

Paramount.

May be necessary.

Relatively coercive methods may
be justified.

structured dialogue with the
community, education, etc.
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Figure 1. District health system in PHC vs. refugee camp health system in EMA

establish a link between the beneficiaries and the health
services. Also intermediate structures (e.g. health centres
with referral level outpatient consultation and observation
beds) are often established close to the beneficiaries. Verti-
cal and specialized services (e.g. mobile teams or feeding
centres) are often needed. All these services usually result in
a parallel health system that is only marginally linked to pre-
existing health systems, for instance, only to refer patients
needing surgery or blood transfusion.’® In EMA, a strict
referral system has often to be imposed (e.g. the health post
as mandatory entry point in the health system, except for
emergencies, to avoid overburdening of referral outpatient
consultation).

Management and support

In PHC, a district health management team, composed of
professionals with operational and administrative authority
over the different health facilities, manages a health dis-
trict.127475 The district health management team should have
a certain degree of autonomy to manage human and financial
resources, and to establish priorities (Table 5). Coordination
with private not-for-profit facilities, and regulation of private
for-profit practices are needed.’08! District management
requires balancing medico-technical logic (such as quality of
care, rationalization of health services, etc.); sociological logic
(such as participation of the population, motivation of staff,
etc.); and administrative logic (health services as part of
Ministry of Health and wider society, civil servants, law,
etc.).82 Health services should be responsive to epidemic
alerts, and tackle them adequately. Control measures for
most epidemic diseases are very effective, and adequate
interventions may considerably improve the credibility of
routine services. Trying to reach pre-established objectives of

coverage or utilization may be counterproductive.** They
may jeopardize the development of participation, and lead to
‘technocratic imbalance’. The short-term results obtained
may then not be sustainable. Good quality of care, empathic
relationships, dialogue during care, structured dialogue with
the community, education, etc. are the methods most indi-
cated to improve utilization, coverage and adherence to
therapy.

In EMA, the health system has to be managed by a team of
professional people with full operational and administrative
authority, and a high degree of autonomy to manage human
and financial resources, and to establish priorities (Table 5).
In EMA, the medico-technical logic is paramount, even if
the importance of a sociological logic is not to be under-
estimated.83%7 The administrative logic is often replaced by
adherence to the institutional policy of relief agencies.!%-88
As epidemics are frequent and severe, responsiveness to
epidemic alerts is foremost in the managers’ minds.!>6! Very
high coverage of preventive activities may be necessary (e.g.
achieving a near-total measles vaccination coverage is often
an imperative). Relatively coercive methods may then some-
times be justified (e.g. restriction of movement during
vaccination campaign).

In both PHC and EMA the management needs two major
supports: supplies and information. In PHC it is the sustain-
ability of the supply system that is crucial;3*! in EMA it is
speed and reliability of the supplies. Supply of standard kits,
such as the standard drug kit for 10000 people for 3
months, is often preferable.”> In PHC the design of the
information system should support district organization and
self-regulation. Its focus is on supporting quality of care,
monitoring achievements and managing resources. In EMA
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Table 6. Sustainability in primary health care (PHC) and emergency medical assistance (EMA)

PHC

EMA

Project vs. programme approach
preferable.
Institutional strengthening
sustainability.
Importance of cost constraints

at ‘affordable’ cost.
Sources of funding

Programme format is usually
Important to obtain managerial

Often paramount; to be sustainable
health services should be organized

Cost-sharing between government,
international donors and users.

The project format is usually preferable.
Of low priority.

Limited, funding from international
donors. Sustainability is not an aim.

Often exclusively funded by international
donors.

the key issue is early detection of epidemics, using a disease
surveillance system.?3-9 Relief officials often rely on surveys
to assess measles vaccination coverage and prevalence of
malnutrition.%

Strategic aspects

All these differences between PHC and EMA have import-
ant strategic implications for sustainability (Table 6), the role
of different actors (Table 7) and accountability.

Managerial and financial sustainability

In PHC sustainability is paramount.””-% Different com-
ponents of PHC should be developed harmoniously, and the
health sector should be in harmony with other sectors of
society. A programme format, becoming an integral part
of health and social policy, is thus preferable over a
project format (Table 6).97:100-102 The ‘programme — project’
typology is a simplification similar to the ‘development —
disaster/emergency’ typology. Both typologies can be largely
superimposed, and thus also many of their characteristics
(such as time perspective, role of different actors, funding,
etc.). The project format can, however, be justified to
innovate, or to facilitate management of a particular part of
a programme. Most often, however, foreign donors impose
a project format to facilitate financial accountability.
Institution building and institutional strengthening are

important to obtain managerial sustainability (see also man-
power policy, Table 7). In PHC, there is often cost sharing
between government, international donors and users.30:103-105
Cost constraints are often overriding,'7 and even if this is not
the case in the short term (e.g. when a foreign donor funds a
PHC programme), efficiency and sustainability are important
considerations. To be sustainable, health services should be
organized at ‘affordable’ cost.

In EMA, the project format is often preferable. Developing
EMA as a programme, with its corollary of institution build-
ing, may hinder timely abolition or integration in the PHC
programme. Institutional strengthening is thus of low pri-
ority. In EMA, efficiency is less important than in PHC.!7 To
be effective in the very short term, important resources are
needed, and these originate often exclusively from inter-
national donors. Funding is thus usually not the main con-
straint. Sustainability is not a major concern.

Actors

PHC is a local and public responsibility.1% A collaboration
with the local administrative and political authorities is neces-
sary to imbed health services in overall society (Table 7). The
central Ministry of Health (MOH) has an important role in
resource allocation among areas and programmes; it must set
norms and regulate (stewardship).33107.10%8 The MOH should
develop policies on manpower and training, on health care

Table 7. Actors in primary health care (PHC) and emergency medical assistance (EMA)

PHC

EMA

Identity of decision-makers Local.
Relation with local authorities

Role of central MOH

Collaboration is necessary.
To allocate resources, to set norms,

Often outsiders.
Links are necessary.
Often very limited.

and to regulate (stewardship).

Role of foreign assistance
Manpower policy

Public/private

Mainly as technical assistance.
Staff is mainly constituted of
health professionals on long-term
contracts. Training is important.
Increasingly, PHC managers will

Substitution is often needed.

Staff often recruited among beneficiaries,
with short-term contracts. Training
geared to execution of standardized tasks.
Dominated by private non-profit actors.

have to come to terms with private
health care, both non-profit and

for-profit.
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financing, on pharmaceutical supply and quality control, etc.
Outside assistance may be necessary, but there is then also a
higher risk of non-appropriate solutions, with a dominance of
the technical dimension over the social one. The role of
foreign support should be mainly a technical assistance;
otherwise, the feeling of ‘ownership’ may be absent.100.109
Temporary substitution can only be justified as an interim
measure in situations where local capacity is inadequate, and
on the condition that there is a perspective for local take-
over, otherwise sustainability could be jeopardized.'10

The long-term perspective and the necessary capacity
building require long-term involvement of the same staff.
Staff will thus often be health professionals on long-term
contracts, with attention for career structure and promotion
possibilities. Work with on-the-spot trained auxiliaries may
yield some short-term results, but often leads to a dead-end
in the medium term. This is well illustrated by the failure of
most so-called primary health care programmes based on the
wide-scale training of village health workers. Although they
may have generated some short-term results (e.g. when
measured in terms of number of consultations or turnover of
village pharmacies), they quickly lead to a dead-end.!!
However, training at all levels is an important component of
PHC.112-115

Increasingly, PHC managers will have to come to terms with
private health care. This does not seem to raise unconquer-
able obstacles for the private non-profit sector (NGOs,
churches, etc.).”87° However, the growth of private for-profit
medicine in developing countries confronts public health pro-
fessionals with serious challenges. Increasingly, they will have
to find ways to have an impact on the quality of care it deliv-
ers, and on the inequalities it often reinforces.””

In EMA, decision-makers will often be outsiders (UN agen-
cies and other representatives of the international com-
munity), and foreign substitution the rule rather than the
exception.!” Substitution is often needed. Paramount is the
technical expertise and the ability to mobilize and manage the
necessary resources. Links with local health authorities are
useful, but lines of authority should be simple and straight.
Links with administrative and political authorities are neces-
sary. However, this is more to pay respect and to avoid
obstruction than to involve them in decision making. The role
of the central MOH is often limited. Staff will often be
recruited among beneficiaries and work with short-term
contracts. There may be a need to work with on-the-spot
trained auxiliaries.' 10117 Training is often geared to obtaining
execution of standardized key tasks from auxiliaries. Private
non-profit actors, especially international NGOs, presently
dominate EMA .88

Accountability

Accountability is a complex and value-loaded subject. Others
have tried to get a grip on accountability of health services in
PHC,? and on accountability of emergency relief.1988118 T
PHC and EMA in developing countries, the funding agency
(frequently a foreign aid donor) and the clients (the recipients
or beneficiaries of the aid) more often than not have different

agendas and preferences. It seems thus appropriate to distin-
guish accountability to the donor from accountability to the
beneficiaries. In relief and aid, this distinction roughly co-
incides with the distinction between financial accountability
and social accountability.

In PHC, it is now widely accepted that health services have a
responsibility to the population, and not only to the users
who present to the health service. A step further is being
accountable towards that population.'’” The style of
governance and the degree of participation in the wider
society will determine how financial and social accountability
are valued and practised in the health services. When clients
participate financially in the health services, this can be
used as a lever to increase both financial and social
accountability.49:120-122

In EMA, discussions on accountability have usually focused
more on financial accountability than on social account-
ability. Financial accountability of implementing agencies to
donors, with its corollaries — bureaucratic regulations and
financial audits — have steeply increased over the last decade.
But social accountability remains largely on the level of
good intentions. In disasters, decision-makers often feel
accountable to their employers — international agencies and
NGOs - who claim to be themselves accountable to the
beneficiaries, the ‘victims’.!® However, agencies’ own
agendas, bureaucratic logic and the short timeframe may
hamper understanding of the beneficiaries’ perspective.192

Discussion: between primary health care and
emergency medical assistance

If PHC is the appropriate strategy in a society in develop-
ment, and EMA in the case of an emergency, many real-life
situations are somewhere in-between. Figure 2 shows a range
of non-development non-emergency situations, character-
ized by different degrees of political stability. Stable situ-
ations with economic growth and functioning public services
are probably optimal for development. Other situations,
while definitely not emergencies, do not offer the same
potential for development. This is the case when the
government is unstable or lacks a constituency, when there is
economic degradation and a weak public service.

An acute exacerbation of a chronic conflict — with total
breakdown of government and public services resulting in
mass displacement, epidemics and high excess mortality —
can easily be qualified as an emergency. But a conflict
between two well-organized parties with relative preser-
vation of law and order and of public services may have less
disastrous consequences for the population. The same may
be the case when a conflict results in a stalemate, and
becomes chronic and blocked: in such situations active fight-
ing is often more limited. Such situations often change over
time. A real emergency that is managed timely and ade-
quately can at times be ‘under control’ after weeks rather
than months. (‘Under control’ means that there is no excess
mortality any more, and that physical survival is thus no
longer threatened: the situation moves away from the disas-
ter pole.) On the other hand, a situation of chronic conflict
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where public services initially had continued to function can
deteriorate, both in severity and degree of emergency.

An example of a situation in-between occurred in Guinea,
where between 1990 and 1996 some 500 000 refugees self-
settled among the host population. There was no dramatic
emergency phase. A refugee-assistance programme gave
refugees free access to the pre-existing Guinean health facil-
ities wherever possible, and reinforced the health centres and
district hospitals to enable them to cope with the additional
workload. But the refugee-assistance programme also
created many new health services. Links between the pre-
existing health services and the newly created health services
were intense and complex.!2-125 Such an approach to the
health problems of refugees is not new. It was common before
refugee camps became the dominant approach,!26:127 but it
has not been well documented in the scientific literature, nor
was it clearly conceptualized. In the absence of documented
precedents, the implementation of the refugee-assistance
programme in Guinea was far from straightforward, and
more a matter of ‘muddling through’ than of planned rational
intervention. Ad hoc decisions progressively shaped the
health services for refugees in Guinea. From its onset the
refugee-assistance programme was a compromise between
PHC and EMA, and had to reconcile their conflicting types of
logic.

In other non-development non-emergency situations, the
objectives and the approach will also have to be adapted to
the context. Creative compromise strategies will have to be
worked out, adapted to the local situation, and have to be
adjusted over time, with changes in the situation. ‘Pure EMA’
nor ‘pure PHC’ are indicated for these ‘in-between’ situ-
ations.!?8129 Health managers will need creativity as no
blanket recommendations can be formulated, adapted to all
situations. They will have to balance the different objectives,
and find the right equilibrium in changing environments
to match the response to the context.l28129 Their prep-
aration will have to stress this capacity to adapt and balance
strategies.8*

To enhance lessons learning from past experience in these in-
between situations, the conceptual framework described here
could be used to document a series of case studies, docu-
menting both the context and the strategies used. Such case
studies should not be limited to narratives or documentation
of results and impact, but evaluate the relation between the
strategy and context. Where possible, such studies should
be longitudinal and dynamic, stretching beyond the initial
emergency situation.

References

1 WHO. Declaration of Alma-Ata. The Lancet 1978;2: 1040-1.

2 World Bank. Better health in Africa. Washington DC: World
Bank, 1993; 1-217.

3 Passmore R. The declaration of Alma-Ata and the future of
primary care. The Lancet 1979; 2: 1005-8.

4 Editorial. World Bank’s cure for donor fatigue. The Lancet 1993;
342: 63-4.

5 World Bank. World Development Report 1993: Investing in
health. New York: Oxford University Press, 1993; 1-329.

=

)

©

10

1

o

12

1

w

14

1

wn

16

17

19

2

=

2

2

[

23

24

25
2

=

27

28

29

30

Cochrane AL. Effectiveness and efficiency. Random reflections
on health services. Abingdon, Berks: Burgess & Son, 1971;
1-92.

GERM. Pour une politique de la santé. Brussels: La Revue
Nouvelle & Editions Vie Ouvriere, 1971; 1-142.

Donabedian A. Models for organizing the delivery of personal
health services and criteria for evaluating them. Milbank
Memorial Fund Quarterly 1972; 50: 103-54.

King M. Medical care in developing countries. A primer on the
medicine of poverty and a symposium from Makerere. Nairobi:
Oxford University Press, 1966.

Criel B, Macq J, Bossyns P, Hongoro C. A coverage plan for
health centres in Murewa district in Zimbabwe: an example of
action research. Tropical Medicine and International Health
1996; 1: 699-709.

Costello AM, Foster MC. Organizational design and the district
health team. Tropical Doctor 1993; 23: 9-12.

Criel B. A consistent district health system as a key answer to
structural constraints. In: Chabot J, Harnmeijer JW, Streefland
PH, eds. African primary health care in times of economic
turbulence. Amsterdam: Royal Tropical Institute (KIT), 1995:
51-63.

Flahault D, Piot M, Franklin A. The supervision of health
personnel at district level. Geneva: World Health Organization,
1988; 1-100.

OMS. L’hopital de district dans les zones rurales et urbaines.
OMS Série de Rapports Techniques No. 819, 1992; 1-84.

Toole MJ, Waldman RJ. Prevention of excess mortality in refugee
and displaced populations in developing countries. Journal of
the American Medical Association 1990; 263: 3296-302.

CDC. Famine-affected, refugee and displaced populations:
recommendations for public health issues. Morbidity and
Mortality Weekly Report 1992; 41: 1-76.

Grodos D. De l'aide d’urgence aux soins de santé primaires.
Difficultés, pieges, enjeux. Médécine Tropicale 1988; 48: 53-63.

Dick B, Simmonds S. Primary health care with refugees: between
the idea and the reality. Tropical Doctor 1985; 15: 2-7.

Cuny FC. Disasters and development. Oxford: Oxford University
Press, 1983; 1-278.

Middleton N, O’Keefe P. Disaster and development. The politics
of humanitarian aid. London: Pluto Press, 1998; 1-185.

Sirleaf EJ. From disaster to development. In: Cahill KM (ed.) A
framework for survival. Health, human rights, and humanitarian
assistance in conflicts and disasters. New York: Harper Collins,
1993: 299-307.

Macrae J, Zwi AB, Forsythe V. Aid policy in transition: a
preliminary analysis of ‘post’-conflict rehabilitation of the
health sector. Journal of International Development 1995; T:
669-84.

Van Brabant K. Bad borders make bad neighbours. The political
economy of relief and rehabilitation in the Somali region 5,
eastern Ethiopia. ODI Network Paper No. 4. London: Overseas
Development Institute, 1994; 1-96.

Frerks GE, Kirkby SJ, Emmel ND, O’Keefe P, Convery I, Kliest
TJ. A ‘disaster’ continuum. Disasters 1995; 19: 362-6.

Kelly C. Disaster continuum. Disasters 1996; 20: 276-7.

Kirkby SJ, O’Keefe P, Convery I, Howell D. Disaster and
development. Disasters 1997; 21: 177-80.

Mercenier P. Pour une politique de santé publique. Intermédiaire
1971; 1-9.

Kanji N, Manji F. From development to sustained crisis: struc-
tural adjustment, equity and health. Social Science and Medicine
1991; 33: 985-93.

Sen A. Development as capability expansion. In: Griffin K,
Knight J (eds). Human development and the international
development strategy for the 1990s. London: Macmillan, 1989:
41-58.

Van Lerberghe W. Les politiques de santé africaines: continuités
et ruptures. Bulletin des séances Academie Royale des Sciences
QOutre Mer 1993; 39: 205-30.



58

3

32

33

34

35

36

37

38

39

40

4

=

42

43

44

45

46

47

48

49

50

5

=

52

53

54

55

56

Wim Van Damme et al.

Evans RG, Stoddart GL. Producing health, consuming health
care. Social Science and Medicine 1990; 31: 1347-63.

Van Balen H. The Kasongo project: a case study in community
participation. Tropical Doctor 1993; 24: 13-16.

World Health Organization. The World Health Report 2000.
Health systems: improving performance. Geneva: WHO, 2001;
1-215.

van der Geest S. Self-care and the informal sale of drugs in south
Cameroon. Social Science and Medicine 1987; 25: 293-305.

Kessler W, Ergo A. La participation des populations aux soins de
santé primaires: 1. Les comités de santé dans le Mayo-Kebbi
(Tchad). Développement et Santé 1995; 116: 24-30.

Rifkin S, Muller F, Bichmann W. Primary health care: on
measuring participation. Social Science and Medicine 1988; 26:
931-40.

Macrae J, Bradbury M, Jaspars S, Johnson D, Duffield M.
Conlflict, the continuum and chronic emergencies: a critical
analysis of the scope for linking relief, rehabilitation and
development planning in Sudan. Disasters 1997; 21: 223-43.

World Health Organization. Emergency and humanitarian
action. Geneva: WHO, 1996; 1-64.

Médecins sans Frontieres. Refugee health. An approach to emer-
gency situations. London & Basingstoke: Macmillan, 1997;
1-380.

Sandler RH, Jones TC. Medical care of refugees. New York:
Oxford University Press, 1987; 1-413.

Toole MJ, Waldman RJ. The public health aspects of complex
emergencies and refugee situations. Annual Review of Public
Health 1997; 18: 283-312.

Galand P, Mercenier P, Vandenbussche F. Du médecin de famille
au centre de santé intégré. Revue Nouvelle 1971; 27: 73-80.

Mercenier P. Les objectifs de I’organisation médico-sanitaire.
Revue Nouvelle 1971; 27: 67-72.

Mercenier P. L’évaluation des actions médico-sanitaires. Annales
de la Société Belge de Médécine Tropicale 1972; 52: 165-76.

Grodos D. L’aide médicale d’urgence et ’enjeu des soins de santé
primaires. Annales de la Société Belge de Médécine Tropicale
1988; 68: 5-9.

Mercenier P, Van Balen H, Nsambuka B et al. Comment
organiser un service de santé quand les ressources sont lim-
itées? L’expérience du projet Kasongo au Zaire. Médécine
d’Afrique Noire 1986; 33: 373-89.

Daveloose P. L'organisation de la zone rurale de santé de
Kasongo, Zaire. Annales de la Société Belge de Meédécine
Tropicale 1979; 59 (Suppl.): 127-36.

Equipe du Projet Kasongo, URESP. Le Projet Kasongo; une
expérience d’organisation d’un systeme de soins de santé
primaires. Annales de la Société Belge de Médécine Tropicale
1981; 60 (Suppl.): 1-54.

Criel B, De Vos P, Van Lerberghe W, Van der Stuyft P.
Community financing or cost recovery: empowerment or social
dumping? Tropical Medicine and International Health 1996; 1:
281-2.

Editorial. Charging for health services in the third world. The
Lancet 1992; 340: 458-9.

Gilson L. The lessons of user fee experience in Africa. Health
Policy and Planning 1997; 12: 273-85.

Griffin CC. Welfare gains from user charges for government
health services. Health Policy and Planning 1992; 7: 177-80.

Kessler W, Ergo A. La participation des populations aux soins de
santé primaires: 2. Le financement et la qualité des soins dans le
Mayo-Kebbi (Tchad). Développement et Santé 1995; 117: 23-9.

Korte R, Richter H, Merkle F, Gorgen H. Financing health
services in Sub-Saharan Africa: options for decision makers
during adjustment. Social Science and Medicine 1992; 34: 1-9.

McPake B, Hanson K, Mills A. Community financing of health
care in Africa: an evaluation of the Bamako Initiative. Social
Science and Medicine 1993; 36: 1383-95.

Perrin P. Handbook on war and public health. Geneva: ICRC,
1996; 1-446.

57

58

59

60

6

=

62

63

64

65

66

67

68

69

7

7

72

73

74

75

76

77

Paquet C, Hanquet G. Control of infectious diseases in refugee
and displaced populations in developing countries. Bulletin de
UInstitut Pasteur 1998; 96: 3—-14.

Mulholland K. Cholera in Sudan: an account of an epidemic in a
refugee camp in eastern Sudan, May-June 1985. Disasters 1985;
9: 247-58.

Hanquet G, Rigal J, Sondorp E, Vautier F. Health care in the
emergency phase. In: MSF (ed). Refugee health. An approach to
emergency situations. London & Basingstoke: Macmillan, 1997:
124-44.

Hanquet G, Rigal J, Sondorp E, Vautier F. Control of diarrhoeal
diseases. In: MSF (ed). Refugee health. An approach to emer-
gency situations. London & Basingstoke: Macmillan, 1997:
154-71.

Toole MJ, Steketee RW, Waldman RJ, Nieburg P. Measles
prevention and control in emergency settings. Bulletin of the
World Health Organisation 1989; 67: 381-8.

Nordberg E. Rapid assessment of an African district health
system. Test of a planning tool. International Journal of Health
Planning and Management 1993; 8: 219-33.

Equipe du Projet Kasongo. Utilisation du personnel auxiliaire
dans les services de santé ruraux: une expérience au Zaire.
Bulletin de I’Organisation mondiale de la Santé 1976; 54: 625-32.

Kasongo Project Team and the Unit for Research and Training
in Public Health. The Kasongo project; lessons from an
experiment in the organisation of a system of primary health care.
Brussels: J. Goemaere, 1982; 1-54.

Van Lerberghe W, Van Balen H, Kegels G. District and first
referral hospitals in sub-Saharan Africa; an empirical typology
based on a mail survey. Brussels: Medicus Mundi International,
1989; 1-29.

Van Lerberghe W, Lafort Y. The role of the hospital in the district;
delivering or supporting primary health care? Geneva: World
Health Organization, Division of Strengthening of Health
Services (WHO/SHS) 1990; 1-36.

WHO. The hospital in rural and urban districts. Report of a
WHO Study Group on the Functions of Hospitals at the First
Referral Level. WHO Technical Report Series no. 819, 1992;
1-74.

Van Lerberghe W, Pangu KA. Comprehensive can be effective:
the influence of coverage with a health centre network on the
hospitalisation patterns in the rural area of Kasongo, Zaire.
Social Science and Medicine 1988; 26: 949-55.

Berman PA, Gwatkin DR, Burger SE. Community-based health
workers: head start or false start towards health for all? Social
Science and Medicine 1987; 25: 443-59.

Chowdhury AM, Chowdhury S, Islam MN, Islam A, Vaughan JP.
Control of tuberculosis by community health workers in
Bangladesh. The Lancet 1997; 350: 169-72.

Matomora MK. Mass produced village health workers and the
promise of primary health care. Social Science and Medicine
1989; 28: 1081-4.

De Brouwere V, Pangu KA. Reflexions sur la flexibilité d’un
service de santé intégré dans la lutte contre la trypanosomiase a
Trypanosoma brucei gambiense. Annales de la Société Belge de
Meédécine Tropicale 1989; 69 (Suppl.1): 221-9.

Laveissiere C, Meda H. Equipes mobiles ou agents de santé:
quelle stratégie contre la maladie du sommeil? Annales de la
Société Belge de Médécine Tropicale 1993; 73: 1-6.

Unger JP. Guide pratique de la coopération médicale; de
I’analyse des systemes de santé a I'action. Paris: L’Harmattan,
1992; 1-221.

Unger JP. The training of district medical officers: a methodol-
ogy tested in Senegal. Ann Comm Oriented Educ 1992; 5:
111-22.

Bennett S. Promoting the private sector: a review of developing
country trends. Health Policy and Planning 1992;7: 97-110.

Brugha R, Zwi A. Improving the quality of private sector deliv-
ery of public health services: challenges and strategies. Health
Policy and Planning 1998; 13: 107-20.



78

7

=)

80

81

82

83

84

85

86

87

88

8

°

90

91

92

93

94

95

96

97

98

Primary health care vs. emergency medical assistance

Gilson L, Sen PD, Mohammed S, Mujinja P. The potential of
health sector non-governmental organizations: policy options.
Health Policy and Planning 1994; 9: 14-24.

Giusti D, Criel B, de Béthune X. Viewpoint: public versus private
health care delivery: beyond the slogans. Health Policy and
Planning 1997; 12: 193-8.

McPake B, Ngalande-Banda EE. Contracting out of health
services in developing countries. Health Policy and Planning
1994; 9: 25-30.

Van Lerberghe W, Ammar W, El Rashidi R, Sales A, Mechbal A.
Reform follows failure: I. Unregulated private care in Lebanon.
Health Policy and Planning 1997; 12: 296-311.

Unger JP. Réle des districts sanitaires et méthodologie de leur
développement en Afrique. Bruxelles: Université Libre de
Bruxelles, Aggrégation pour ’Enseignement Supérieur 1991;
1-187.

Hanquet G, Rigal J, Sondorp E, Vautier F. Socio-cultural aspects.
In: MSF (ed). Refugee health. An approach to emergency
situations. London & Basingstoke: Macmillan, 1997: 23-34.

Slim H. The continuing metamorphosis of the humanitarian
practitioner: some new colours for an endangered chameleon.
Disasters 1995;19: 110-26.

Editorial. Emergency medical aid is not for amateurs. The Lancet
1996; 348: 1393.

Boelaert M, Henkens M. Emergency medical aid for refugees.
The Lancet 1997; 349: 213.

Toole MJ. Complex emergencies: refugee and other populations.
In: Noji EK (ed). The public health consequences of disasters.
New York: Oxford University Press, 1997: 419-42.

African Rights. Humanitarianism unbound? Current dilemmas
facing multi-mandate relief operations in political emergencies.
London: African Rights 1994; 1-39.

Cross PN, Huff MA, Quick JD, Bates JA. Revolving drug funds:
conducting business in the public sector. Social Science and
Medicine 1986; 22: 335-43.

Sauerborn R, Bodart C, Essomba RO. Recovery of recurrent
health service costs through provincial health funds in
Cameroon. Social Science and Medicine 1995; 40: 1731-9.

Unger JP, Mbaye A, Diao M. From Bamako to Kolda: a case
study of medicines and the financing of district health services.
Health Policy and Planning 1990; 5: 367-77.

World Health Organization. WHO emergency health kit;
standard drugs and clinic equipment for 10 000 persons for 3
months. Geneva: WHO, 1984; 1-43.

Hanquet G, Rigal J, Sondorp E, Vautier F. Public health
surveillance. In: MSF (ed). Refugee health. An approach to
emergency situations. London & Basingstoke: Macmillan, 1997:
191-205.

Marfin AA, Moore J, Collins C et al. Infectious disease
surveillance during emergency relief to Bhutanese refugees in
Nepal. Journal of the American Medical Association 1994; 272:
377-81.

Woodruff BA, Toole MJ, Rodrigue DC et al. Disease surveillance
and control after a flood: Khartoum, Sudan 1988. Disasters
1990; 14: 151-63.

WFP, UNHCR, MSF. Enquétes anthropométriques rapides au
sein de populations en situation précaire. Rome, Geneva &
Brussels 1991; 1-35.

Foltz AM. Donor funding for health reform in Africa: is non-
project assistance the right prescription? Health Policy and
Planning 1994; 9: 371-84.

Knippenberg R, Soucat A, Oyegbite K et al. Sustainability
of primary health care including expanded program of
immunizations in Bamako Initiative programs in West Africa:
an assessment of 5 years’ field experience in Benin and Guinea.
International Journal of Health Planning and Management 1997,
12: S9-28.

9 Lafond AK. Improving the quality of investment in health:

lessons on sustainability. Health Policy and Planning 1995; 10:
63-76.

100

101

102

103

104

105

106

107

108

109

110

111

112

59

Mburu FM. Non-government organizations in the health field:
collaboration, integration and contrasting aims in Africa. Social
Science and Medicine 1989; 29: 591-7.

Wang’ombe JK. The ‘permanent project syndrome’: a counter
productive consequence of philanthropy. Social Science and
Medicine 1995; 41: 603-4.

Foster GM. Bureaucratic aspects of international health
agencies. Social Science and Medicine 1987; 25: 1039-48.

Ebrahim GJ. The Bamako initiative. Journal of Tropical
Pediatrics 1993; 39: 66-7.

Knippenberg R, Alihonou EM, Soucat A et al. Implementation
of the Bamako Initiative: strategies in Benin and Guinea.
International Journal of Health Planning and Management
1997; 12: S29-47.

Soucat A, Levy-Bruhl D, de Béthune X et al. Affordability,
cost-effectiveness and efficiency of primary health care: the
Bamako Initiative experience in Benin and Guinea. Infer-
national Journal of Health Planning and Management 1997; 12:
S81-108.

Chabot HT, Bremmers J. Government health services versus
community: conflict or harmony. Social Science and Medicine
1988; 26: 957-62.

Anon. Conference consensus statement. Korat state-
ment: toward evidence-based health care reform. In:
Nitayarumphong S (ed). Health care reform. At the frontier of
research and policy decisions. Nontaburi: Ministry of Public
Health, 1997: 12-14.

Van Lerberghe W, Ammar W, El Rashidi R, Awar M, Sales A,
Mechbal A. Reform follows failure: II. Pressure for change in
the Lebanese health sector. Health Policy and Planning 1997,
12: 312-19.

Santing CA. Management structures for cooperation between
NGOs and district health authorities. Memisa Med 1995; 61:
69-77.

Kegels G. Sustainability. Medicus Mundi International Newsletter
1995; 55: 5-10.

Unger JP, Killingsworth JR. Selective primary health care: a
critical review of methods and results. Social Science and Medi-
cine 1986; 22: 1001-13.

Abdel Rahim IM, Nalder S, el Faki BA, Ghorashi GS, Bower B.
Improved training in primary health care: field follow-up
essential. World Health Forum 1988;9: 393-8.

113 McMahon R, Barton E, Piot M. On being in charge: a guide to

114

115

116

117

118

119

120

121

management in primary health care. Geneva: World Health
Organization, 1992; 1-472.

Mercenier P. La place de la formation dans le développement des
systemes de santé. Annales de la Société Belge de Médécine
Tropicale 1995; 75 (Suppl. 1): 89-90.

Unger JP. The training of district medical officers in the organiz-
ation of health services: a methodology tested in Senegal.
Health Policy and Planning 1989; 4: 148-56.

Hanquet G, Rigal J, Sondorp E, Vautier F. Human resources
and training. In: MSF (ed). Refugee health. An approach to
emergency situations. London & Basingstoke: Macmillan, 1997:
206-22.

Sandler RH. Training refugees to be health workers. In: Sandler
RH (ed). Medical care of refugees. Oxford: Oxford University
Press, 1987: 43-7.

Harrell-Bond BE, Voutira E, Leopold M. Counting the refugees:
gifts, givers, patrons and clients. Journal of Refugee Studies
1992; 5: 205-25.

Lamboray JL, McLaughlin J, Niimi R, Knippenberg R. Health
centres: from responsibility to accountability. Antwerp: ITG
Press, 1997; 1-32.

Criel B. Le financement communautaire: c’est plus qu’une affaire
de sous! Développement et Santé 1995; 119: 20-24.

Pangu KA, Van Lerberghe W. Financement et autofinancement
des soins de santé en Afrique. In: Schmidt-Ehry B, Korte R,
Horner J, Aubert C (eds). Santé en Afrique; perspectives et
stratégies de coopération; rapport du séminaire tenu a Lomé,



60 Wim Van Damme et al.

République du Togo du 1 au 6 novembre 1987. Eschborn:
Deutsche Gesellschaft fiir Technische Zusammenarbeit (GTZ),
1988: 63-88.

122 Pangu KA, Van Lerberghe W. Self-financing and self-manage-
ment of basic health services. World Health Forum 1990; 11:
451-4.

123 Van Damme W. Do refugees belong in camps? Experiences from
Goma and Guinea. The Lancet 1995; 346: 360-2.

124 Van Damme W, De Brouwere V, Boelaert M, Van Lerberghe W.
Effects of a refugee-assistance programme on host population
in Guinea as measured by obstetric interventions. The Lancet
1998; 351: 1609-13.

125 Van Damme W. How Liberian and Sierra Leonean refugees
settled in the Forest Region of Guinea, 1990-96. Journal of
Refugee Studies 1999; 12: 36-53.

126 Hansen A. Managing refugees: Zambia’s response to Angolan
refugees 1966-1977. Disasters 1979; 3: 375-80.

127 Lowenstein FW. An epidemic of kwashiorkor in the south Kasai,
Congo. Bulletin of the World Health Organisation 1962; 27:
751-8.

128 White P. Editorial: complex poltical emergencies — grasping con-
texts, seizing opportunities. Disasters 2000; 24: 288-90.

129 ‘White P, Cliffe L. Matching response to context in complex politi-
cal emergencies: ‘Relief’, ‘Development’, ‘Peace-building’ or
something in-between? Disasters 2000; 24: 314-42.

Acknowledgements

The authors thank Professor R Eeckels for useful comments on
previous drafts. This study was made possible by a research grant of
Fund for Scientific Research — Flanders, Belgium (F.W.O. - S2/5 —
AV - E62).

Biographies

Wim Van Damme, MD, MPH, Ph.D., has worked with Médecins
Sans Frontieres in Peru, Sudan and Guinea. In each of these situ-
ations, he set out to work in a primary health care programme, but
due to political turmoil, the programme shifted towards emergency
medical assistance. He wrote his Ph.D. thesis on: Medical Assistance
to Self-settled Refugees in Guinea, 1990-96. He teaches Humani-
tarian Assistance & Development at the University of Antwerp, and
Public Health in Unstable Situations and Control of Epidemics at the
Institute of Tropical Medicine, Antwerp. He is presently working as
medical coordinator for Médecins Sans Frontieres in Cambodia.

Wim Van Lerberghe, MD, Ph.D., has worked in Mozambique, Thai-
land, Zaire, Djibouti, Morocco and Tanzania. He is a Professor of
Health Policy and Planning at the Institute of Tropical Medicine,
Antwerp, and the Free University, Brussels. He presently works as
an advisor to the Health Care Reform Office, Bangkok, Thailand.

Marleen Boelaert, MD, Ph.D., has worked with Médecins Sans Fron-
tieres (MSF) in Chad and Sudan. Later, she worked as health advisor
at the MSF headquarters in Brussels. In 1994 she joined the Depart-
ment of Public Health at the Institute of Tropical Medicine,
Antwerp, where she still works today and teaches epidemiology,
control of epidemics, and public health in unstable situations. She
also teaches data collection and analysis methods at the University
of Antwerp. She wrote her Ph.D. on the control of visceral leishma-
niasis. Between 1995 and 1998 she was the President of the Belgian
MSF section, and is still a member of the board.

Correspondence: Marleen Boelaert, Department of Public Health,
Institute of Tropical Medicine, Nationalestraat 155, B-2000
Antwerp, Belgium. Email: boelaert@itg.be. [Requests for reprints
should be sent to this address.]



