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EDITORIAL

In the life of any network or movarent like what In this isses

Eiitardal

¢ PHM events at the World Health
Assembly, May 2007

PHM and Primary Health Care

*

PHM is, four months are too long a period
without the News Brief but we take heart fram
the fact that the PHM exchange on the world
wide web has been a constant and unfailing
resource on PHM and related mammers thanks to
the indefatigable efforts of Claudio Schuftan. The
20% edition of the News Brief is specifically
aimed at the World Health Assembly.There has
always been a PHM presence at the WHA. In
fact three years ack, PHM had the largest

Global Health Watch 2007/2008

Letter fran PAM partners in Brazil

A report on PHM-IPHU leadership workshop
PHM’s right to health campaign

A Personal note from Dr. Ravi Narayan
Ordinariness and Pecple’s involvament

* ¢ ¢ ¢ ¢+ o o

independent NGO presence there. WHA is an
ideal occasion to lddoy, meet important people in WHO and from the country delegations and
raise queries of topical importance. Our Press Releases are widely circulated and reproduced.

This time too, taking advantage of the presence of a large rumber PHM and PHM related
participants, we are arranging a range of workshops listed elsewhere. Sare of them are pre-
WHA. Also, the Coordinating Camittee of PHM will meet several times before and during the
WHA .

Hopefully PHM will be given an appointment to meet the new Director General of WHO. Dr. Margaret
Chan. Many of you may recollect that she was one of the people who responded to PHM's
Questiomaire during the election process. PHM is increasingly being looked upon as the gldoal
voice of civil society engaged in health action. WHA and the proposed meeting with the DG are
processes that would strengthen our relationship with WHO even if PHM believes that ultimately
only pecple’ s action can bring about a healthy society .

In this issue you will find a report on the activism of BM partners in RBrazil and a report on a role
model known as GK fram Bangladesh, all inspiring stuff indeed. The letter fram Brazil is a wake up
call for us to stard up and be counted. Hence it is given in its entirety.Also, Claudio Schuften’ s
note on RTH campaign is given in its entirety since we believe it aims at expanding PHM worldwide.
Write to us so that people gldoally know that PHM is really meking a difference.

Prem Chandran John

Editorial Committee :
Prem John (Editor), prem jom@vsnl.net
Qasem Chowdhury, gksavar@citechco.net; Hani Serag, hserag@yahoo.com

PHM Secretariat, C/O 2HED, # 17, Beirut St ZApt. 3/501
Heligpolis, Cairo, Egypt tel: + + 202 2565613

fax: ++ 202 2565612 email: secretariat@phmovement.org
website: www.phmovement.org
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PHM and Primary Health Care

The People’s Health Movement (PHM) welcomes the
World Health Organization’s (WHO) renewed focus on
primery health care (PHC), as signalled by Director—
General Dr Margaret Chan’s address at the Executive
Board meeting in Jaruary 2007. In particular we are
pleased that the thare of the 2008 World Health
Report will ke PHC, aporopriately celebrating the 30th
amiversary of the Declaration of Alma Ata and the
60th amniversary of WHO.

PHM believes that the comprehensive PHC approach
articulated at Alma Ata revains highly relevant today .
The world has changed greatly since 1978. The
current era brings unprecedented resources to bear
upon inproving glaal health, but has also brought
urprecedented inequalities and worsening health for
mary pecples. Given the widening inequalities in
today’s troubled world, any PHC approach must be
carprehensive and equity oriented. If it is to
substantially and sustainably improve the health of all
peoples, it must broadly address the determinants of
health - social, economic and envirommental — fram
the micro to the macro level.

Essential features and principles of PHC

PHM asserts that a renewed commitment to a
reinvigorated camprehensive PHC approach is
Inperative to meking the best use of available
resources to improve health status and fimally realise
“heglth for all1” inan egquitable way. PHM has a
camprehensive statement on the social, economic and
eviramental actions required to confront current
health issues - the People’s Charter for Health
(available at www . phmovement . org/resources/
phcharter) . In summary, PHM sees the main features
of a comprehensive PHC approach as follows:

* PHC is a comprehensive approach based on human
rights based strategy to assure that the essential
health needs of all people are met in a fair and
enabling way. PHC has a partcipatory focus that
nmdoilizes pegple to work together for the wellbeing of
everyone, including the most vulnerable and
disadvantaged. (“Health for All.”) More then merely
“orimary level care,” PHC is a systamns-wide,
universally accessible gooroach that includes curative
ard preventive services at all levels, fully kacked up oy
a referral system for nore specialized care at district
hospitals and tertiary centres.

* The policies and services of PHC deal directly with
the social, political and econanic determinants of
heslth. To rectify the most entrenched societal ard
enviramental dostacles to health, PHC requires inter—
sectoral cogoaration at all levels: gldeal, ratiamsal,
district and cammity. In todey’ s endangered world,
health must be redefined as “carmplete and
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sustainable physical, mental, social, and envirommental
welllbeing: both individually and collectively .” Because health is a
key measure of human and economic development, PHC
systams have a co—coordinating role to implement action to
improve wellbeing across the whole of society, giving spoecial
attention to those whose needs are greatest.

* PHC promotes community empowerment to improve health,
resgpecting the agency of the individual, their families and their
camunities to act towards improving their health and the
conditions they live in. PHC practitioners thus work together
with commnities, fostering commumity organisation and clear
accountdality, to minimize exploitation of the weak by the
strong. Trvolving cammnities in analysing their situation and
collectively solving their problems for the comon good is
cantral to the Alma Ata declaration, lut has been the principle
least adhered to.

* PHC is fundamentally aimed at achieving equity, ar faimess,
for all pecples with respect to their health. Therefore, BHC
includes a universal system of healthcare as opposed to multi-
tier systams whergby poor pecple receive so-called “basic” or
“essential” packages inferior to those with more money.This
requires health systamns to respond to the needs of the most
underserved and the underlying determinants of health rather
than, as often occurs, providing more and better services to
those who are more privileged.

* PHC is more than medical care and irnvolves providing care
fram providers with different skills (could list tham) and working
with pegpole individually, ingrogps and across comunities.
Social mobilisation is important to increase understanding of the
factors that create and detract fram health ard to take action on
them.

* PHC anphasises prevention as the most effective and efficient
means to improve health. But this must be alanced with
adequate curative services, Above all, a conmprehensive
approach is necessary, covering all sectars, is nesded to
address the underlying determinants of health. BEouity-focused
health inpact assessment methodologies are an important
modern tool to achieve this [although the language and methods
need to e sinplified for fuller caommnity irvolvarent. ]

* PHC is not monolithic but adapts to local challenges and the
pricrities []. B thus provides culturally agoropriate care that
integrates and respects traditional medicines and knowledge
about health — while at the sare time helping pecple learm to
carbine the best and reject to worst of both traditional and
modern medicine.

Modern Challenges to PHC

Tmplementation of conprehensive PHC approaches has led to
impressive health cutcares in mary contexts, including in
China, Costa Rica and Cuka historically, ard in Brazil ard
Thailand more recently. However, it is well documented that the
principles of Alma 2Ata have not been implemented globally .
Furthermore, new challenges to health have arisen in the thirty
vears since Alma Ata. Key threats to implementing
canprehensive PHC include the following:

Coordinating Office

The Coordinates of the PHM Secretariat from June
2006:

Mailing Address :

People’s Health Movement Secretariat (Global)
AHED, 17, Bedrut St., Apt. #501, Heliopolis,

Cairo, Egypt.

Telephone and Fax numbers are:
++202 2565613
++202 2565612

E-Mail contact IDs:
secretariat@phmovement . org/hpsp@ahedegypt . org

E-mail pertaining to comunications/website should
address:
communications@phmovement .org

Gonoshasthaya Kendra, Savar, Bangladesh is
incharge of publications, the News Brief and also the
Archives. Dr. Qasem Chowdhury, will hardle this.

Heisat: gksavar@citechco.net

Dr. Prem Chandran John helps edit the Newshkrief.
He is at: prem john@vsnl.net

Should we include reference to peace (Alma 2Ata did
and sustairability which Alma Ata didh't it is crucial
to aur health at this point in time)

* Selective PHC approaches have been promoted which
ignore the roader social, political and econanic
determinants of health and focus on single issues
through vertical programmes that are often divorced
from (and even undermine) the broader health system.
While there will always ke a need for specialist
programmes to address key issues, [such measures
need to interact with and supgport camprehensive PHC
systans, [] rather than carnpeting with them for staff
ard [] resources.

* Tncreasing privatisation, fragmentation and
camercialisation of health systans has eroded
decreased poor pecple’s access to health services and
damoralized health workers. 2rd it has led to the
segmentation of health systeans according to socio-
econamic status, [] undermining equity and increasing
health disparities [] within and between contries. This
is not to say that non-goverrment actors carmot play
significant roles in health systars, lut there is a need
for strong govermment co-ordination and irput to assure
‘heglth for all.”

* Gldoalisation presents goportunities for increased
sharing of knowledge [] and greater co-ordination of
efforts [] to address the mejor determinents of health.
However, the accelerated gldeelisation of the health
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worker labour market (“orain drain”) has sericusly
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undermined the ability of meny poor countries to sugeort A s i o
PHC systamns. Furthermore, glakal inequalities have //////////////
meant that many poor countries contime to lack ,ymd,,. 7777 7977 y'-/‘"‘/lgi' S

4! li/‘ ":'A NS

sustainable darestic funding for their health systems

and are thus reliant on foreign sources. This has led to a 7 {///////

diminished accountability and funding for local priorities

7
ard further reinforcarent of selective, vertical goproaches

that undermine comprehensive PHC.

* Zhile glaal public private partnerships ring
urprecedented financial resources to address health
challenges, [] these initiatives have tended to focus an
tedmocratic solutions to single issues without
addressing the determinants of health or adequately
developing health systems to deliver these solutions. /77
Such programmes often employ narrow cost- 7 ,,/,///,//{//W’ / L7
effectiveness analyses that ignore benefits to other ///,//,////Z /A
sectors fran measures that improve health [] (e.g. the Wm
claim that provision of safe water is not a cost-effective %M -,//,////'{.// S

health measure [Report of Working Group 5, Commission ,/ u/////"}/;/,/r/r://u/;//ur e i ol 25
on Macroeconamics and Health, 2002]) . Partnership ?//W ’ / 257 mz‘{/ 997 uf/.‘r‘;/////r/'///v‘//
initiatives should enhance rather than undermine PHC S 0 . /%%%%
systems. The challenges of meeting the 3x5 target for /4/41/:/4 % /-'-/4/‘/7/:///./:///,«;4/’/9///}/}}//.%}
antiretroviral provision clearly show how vertical % 30500 7/'4
progranmmes need to at least develop health systems to &
concems albout the sustainability and accountabilities of
such vertical technocratic progranmmes and how their
priorities often do not correspond to local nesds.

22
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* While technology offers tremendous potential to

of the most useful interventions existing in 1978, at the ,‘ 4 _ZM/{[/WW%/,
time of Alma 2ta, are still rnot available to all. Ben in Z //{ /

same places where progress has been made, basic
measures such as [] vaccination still have poor and even
regressive coverage. Tedmological interventions are
useless without health systans to deliver them. To
achieve sustainable progress, they need to be embedded
in the socially inclusive and empowering process such
as that promoted by corprehensive PHC.

/':‘ (BN T /) < /;

* There are also significant issues around equity in the
current develoarent of technology that are well set cut in
the recent WHO report on intellectual property,patents
ard public health.
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The Pecple’s Health Movement calls on member states,
WHO staff and other gldoal health actors to consider
these challenges, [] and to sugoort WHO's glaokal

thatt advance tonerd “h.ealth for é.‘ll‘ e SuggeSt.&]at this :/',/!:: N ':‘4,55(;/',1 :.4"9 ':.r}jz-//‘a:‘ :é%ﬁ%
can be best done by inmplementing conmprehensive ' %{"/” ' '{'/’/w N //4% ,",/{ ////,:% ///{//,
equity-driven PHC systems that address the "///: ’ ’// S0 e
determinants of health, and by squarely addressing the 7 ‘/’///// //////
contarporary challenges described above. Sare of the ///////‘,/‘/ﬂ 7/ i

menber states have advanced toward solutions to these j%%’//f//’////[/?/:/‘/?//g//ﬁ//’//
problems, and PHM is in the process of documenting :MWH////'/
these solutions as a contribution to WHO’s upcaming / /
work on the World Health report next vear.
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LETTER FROM PHM Partners in BRAZIL
about MINGA

A Lesson in People’s Action to Reduce health
inequity in the Americas

[ Minga is a word used by indigencus peoples and nations
of the Andean region, referring to a social practice of
collaboration, solidarity, and cooperation in which each
pearson, according to ability, cmtrilbutes resources for the
benefit of the camunity as a whole ]

We are a coalition of social and popular moveaments and
organizations of waren, rural people, pexoles of the forest,
indigenous peoples and nations, camunities of African
descent, Ram and other naredic peoples, gender identity
and sexual orientation (GLBT) groups, territorial
neighborhood organizations, union movarnents of workers,
acadamics, housing activists, health service users,
patients’ leagues, professiaml guilds, and N3Os of varicus
pats of the Americas, from Canada to Chile, through
Cantral Arerica and the Carildoean, gathering in Brasilia
for the regional meeting of consultation on social
determinants of health, convened by the Goverrments of
Brazil and Chile, civil society organizations of the
Americas, the OAS, PAHO, and the WHO, to discuss the
multiple health-related issues we face and the need and
importance of recognizing social determinants of health
in order to overcare them.

This meeting reaffinms profound dissatisfaction with the
prevailing approach to social and econamic development
in the Americas, an approach that, in recent decades,
has gained strength through a set of neo-liberal policies
associated with glakalization, and that must e replaced.
Based on market logic, it privatizes and medicates health
to the detriment of the right to health, heightens humen
rigt s viclatians ard inegaalities that lead to health inequity,
weakens and impairs health and living conditions, and is
entirely avoidable ard unfair .

e also reaffirm that this develoanent approach reduces
the role of the state as a prawter of health, fragrenting
and privatizing health systamns, shrinking public health
resources, andhasizing a curative agoroach to individual
diseases.

The growth of this agorcach in the Americas heightens
inequalities and social exclusion, as evidenced by the
concentration of wealth, lard, and incare ard the inmproper
use of natural resources. At the same time it heightens
gender inequality and discrimination for reasons of
efdmicity, race, religio, and sexual ardentation and gender
identity (JBT), and increases all forms of violence in both
rural and urken areas, both public and private places.

It is clear to the civil society movarents and orgenizations
present at the meeting that health is a universal human
right, a duty of the state, which requires a set of factors
like food safety and security; decent work and recognition
of the value of childbearing; adequate incare; land access,
use, and tenancy; sustainable menagement of natural and
renewable resources; decent housing in a healthy

ewvirament; darocratic civic participation; universal access
to education and health services that are timely, humanized,
of gelity, and culturally agoropriate; inclusive goverrment
social policies; social relations that are neither sexist nor
racist; and cultural ard religicus tolerance. This means that
health factors and the right to health are irdivisible and
interdependent.

It is clear that, in order to meke progress in overcaning health
inequities, it is essential to devise sustainable ggoroaches to
social and econamic developrent that safeguard humen, civil,
political, econanic, social, cultural, ewiramental, sexual,
and reproductive rights; that goverrment adopt an aporoach
that guarantees those rights; to pramte sovereignty and food
security to eradicate hunger from the Hemisphere, pramoting
agrarian reform that ensures land access, use, and tenancy,
makes possible sustainable agriculture, and preserves
onnership of heritage seads, in a context of nural family farming
goorgoriate to the climetic diversity of the regian; to have urdeen
reform that pravtes better distrilbution of urben land ard the
Tuilding of socially just and ewiramentally sustairgble cities;
to damocratize human cultural capital through universal
access to education; to bring about participatory danocracy;
and to develop goverrmment policies that are inter-sectoral,
universal, integrated, equitable, and participatory .
Accordingly, we civil society argenizations meeting in Brasilia
believe it is advisable to pramwte a camon agenda concarming
determinants of health that strengthens and broadens
activism, autonomy, and social mdbilization—-at the national
and hemispheric levels-to orient goverrment and public
policies toward this integrated perspective on health
factars.

Therefore, we call for a civil society alliance based an the
ancestral principles and knowledge of indigencous peoples and
traditional cammnities (Minga), to restore a social practice
in which we all will feel irwvited and camitted to cotrilute
our experience so as to strengthen action to transform
determinants of health and enforce damerds for health-related
rigts At the same time we call upon national goverrments
and intemational organizations to respect the autonamy of
social organizations —according to those same principles —
ard to comiit their initiative, action, and resources to this
transformation.

As orgenizations present inmultiple social sectors, we pledoe
to publicize this discussion among popular organizations and
social movanents in the Hanisphere, to broaden it to include
their viewpoints and contrilutions, and to enlist their active
participation in the ddoate and in realizing the shared agada,
huilding a hanigcheric moverent that will oontirue to
grow.

We also call upon the region’s governmments and the
intermational orgenizations to camit themselves to this
process, which began with the establishment of the
Camission on Social Determinants of Health, in 2005, and
to move forward, together with civil society, in fiming up
policies and programs that will affect and transform those
determinants The WHO, PAHO, and the OAS, along with
the region’s govermments, must continue to support and
broaden this process, facilitating broad and influential
perticipation by the region’s civil society  organizations.
(Bresilia, Aoril 14, 2007)
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Coordinator’s
Corner

Dear Friends,

Warmest greetings from the PHM Glcobal Secretariat in
Gairo!

An exciting and busy year has passed since the PHM
Global Secretariat moved fram Bangalore, India to Cairo,
Foypt. During this period, the Gldoal Secretariat has been
involved in the struggle of all PHM partners and networks
across the gldoe in their struggle for “Health for Al”. The
following activities, among others, tock place:

The Global Secretariat office has een established and
has gradually worked on increasing its capacity and
efficiency in enabling the PM glakal structures and
networks to address issues in a marmer that would ring
tangible impacts

The gldoal PHM structures were revisited and restructured
for better intermal governance. A Steering Council
representing geographical areas as well as areas of
campetence was formed and is now the Governing Body
of M. A gmller, functional Coordinating Cammission
was established as an executive body to work more
closely with the Gldeal Secretarat. A new model of the
Gldeal Secretariat in which three countries, Egypt,
Palestine and ILebanon shared the responsibility of
overseeing the Gldoal Secretariat was established.

PHM participated in several regional and intermational
evants to support the struggle for humen dignity and the
right to health all over the gldee. Among these events
the most significant were the World Social Forum —
Nairobi, Kenya, January 07 (WSF07); The Second
National Health Assembly — Bhopal, Irdia, March 07
(NHAQ7) ; the 60% World Health Assembly - Geneva,
Switzerland, May 07 (WHAQ7); the First US Social Form
—Arlanta, USA, June 07 (USSFO7) .

The PHM Intermational People’s Health University (IPHU)
contirued coordinating the process of creating a younger
and more informed leadership for PHM as well as for
peple’ s struggles. During the year, TPHU inmplemented
three leadership workshops held around major events
namely; the NHAO7 (Bhopal, Imdia); Vancouver(07
(Vancouver, Canada); USSF07 (Atlanta, USA). In each
of these, 25-40 health activists participated, shared
experiences and coordinated their struggle for “Health
fr Al”. Two more workshops are plamed during the
secard half of the year, ane in Bangladesh ard the other
in Iebanon.

Gladbal Health Watch (GHW) continues with widening its
ownership through participation by all by asking for case
studies, life stories, testimmies, etc., fram the regians.

The second GHW would be completed and published
during the second half of the 2008.

PHM continues to support and ‘push’ the WHO to be re-
camit itself to keing the sole body resoonsible for
coordinating efforts for pecple’s health. May ke the most
significant event during the last year was PHM'S
engagement with the Commission on Social
Determinants of Health (CSDH). PHM is also closely
irvolved in the final report of the Camission through
the Civil Society report that we have prepared. This was
well received at the meeting of the Comnission in
Vancouver recently .
During the caming year, the gldmal secretardiat will contine
coordinating the struggles of different PHM constituencies
towerds “Health for Al”. The focus will be on movement
and network building by strengthening country and grass
roots irvolverent. In addition, the Gldeal Secretariat will
work on:
Further institutionalization and strengthening of the BHM
projects such as issue and geogrephical circles. This
means enabling different PHM geographical and thamatic
circles to have the necessary institutional capacity for
more efficient work and sharper impact.
Assisting the geographical spread of the PHM through
helping establish and strengthen new country circles.

Further developing of the linkages and mutual feed back
between the geographical and thematic PHM circles.
Global PHM projects like the GHW, the Civil Society
report on the Social Determinants of Health and others
would ke uilt on contrilbutions fram contries and local
cammnities that the PM is active in. To widen the
omership of these reports that will reflect different
realities all over the world and in the process, provide
the geographical circles with an advocacy tool to sugoort
pexple’s struggle for health.

Enhancing communication among different PHM
constituencies and between PHM and other stakeholders
Including govenments, intermational arganizations as well
as other civil society and pegole’s organizations at local,
regianl ad intematiarl levels.

Enhancing and democratizing PHM internal governance
by erdoling the participation of local and contry circles
to participate in the PHM global decision making
process.

To cawert the Pagple’ s Gharter for Health to a gldeal agaxha
for the right to health for all has becare an achievable
dbjective. It is no longer a dream. This has been made
possible through theactive irvolvarent of PHM constituents
across the gldee for which T am very grateful .

Hani Serag
PHM Global Coordinator
July 2007
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A Report on PHM - IPHU Leadership
Workshop in Bhopal, 23-24 March, 2007

By Hripsime Nazaretyan, NGO “Future Generation Union”
Focal Point of the PM in Armenia Was it useful + What to
do after Bhopal (A perspective to initiating a PHM Country
Based Circle In Armenia)

“DIVIDED WE BEG, UNITED WE DEMAND”

Tt was my pleasure to participate in a leadership workshop
for M “ald” ad “young” activists in Bxoal, India, an 23—
24 March an kehalf of the Armmenian NGO, “Future Generation
Union” (FGU) .

Around 38 participants fran 24 dif ferent countries came
together to get nmore familiar with the history, develooment,
structures, campaigns, strategies and processes of PHM
in all its various menifestations. More experienced activists
shared their expertise, lessons leamt with less experienced
ones and newcorers. I was one of the newcomers, and T
was inspired by the enthusiasm and motivation of the
participants, who were telling about the campaigns in their
countries, about their struggle and achievaments. Claudio
Schuftan fram Vietnam was advocating that “Divided we beg,
united we demand, ” and that only joint efforts can oring us
to a better world . Thelma Narayan from India called PHM to
address lroader social and political determinants of health,
as those issues do not have national boarders.

W e want desp into Alma-Ata and Cuenca Declarations,
People’s Health Charter (PHC) ard tried to find answers to
not very easy questions. During the workshop the participants
shared their experience on various PHM campaigns. PHM-
USA Water Rights Coordinator Jeff Conant introduced PHM
USAs experience on Right to Water, which include ogposing
privatization of water systans, advocating for social comtrol
of water supplies, etc. The PHM Right to Health Campaign
(RTH) was of more interest tome, as it reflects the priarities
and advocacy strategies of Armenian NGOs. I learned that
PHM perspective is Right to Health — Health for Al The
right to health includes the right to a range of social
determinants of health (clean water, food security and
rutrition, education, housing and safe ewirament, etc),
as well as, the Right to Healthcare.

Fnriched with new ideas, new strategies, new skills, I was
inspired with the idea of huilding a PHM country circle in
Armenia. There are civil society networks and NGO coalitions
that are trying to solve health related issues in Armenia.
The plan is to translate People’s Health Charter and other
PHM documents ino Armenian and distrilbute among partrer
organizations and all other interested stakeholders. Read
and discuss Alma Ata and Mumbai Declarations. Next,
discuss possibilities to join Million Signature and Right to
Health campaigns.

Iast year Armenian NGOs launched “Health for Al1”
campaion aiming at highlighting the desperate lack of basic

health care facilities for poor pecple across the country.

NGOs are calling on the Govermment of Armenia to
incorporate a community based Revolving Drug Fund (RDF)
model into the national health insurance strategy .The other
campaign, that FQU is actively irvolved in, is advocating
the concept of “Health-Praomoting Schools”.

I hope that with your assistance PHM Country circle in
Armenia will becare a reality.
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PHM's Right to Health Campaign
An Explanatory Note from
Claudio Schuftan

This was prepared as a response to concerns and
questions raised by the PHM Steering Coucil at its last
meeting in Bhopal, March 2007

1 As originally designed, the RTHHC campaign uses a
participatory process to inform pecple aoout their right
to health and actually involves than in preparing the
assesament of the right to health care in their country
— at the sare time that it builds and mobilizes a
sustainable PHM network. The idea is that information
gained during the mobilization and assessment
processes leads to the develogrent of active 1ddoying
strategies aimed at improving goverrment health
policies

2. Collecting the data that rings out the evidence of the
violations of the RTHHC does not, by itself, mdoilize the
sufferers of such violations into action. They must be
present when the important issues to include in the
assessment are defined, when doing the assessment
itself, when selecting the concrete cases to be locked
into, and when the data are analyzed. By going through
this process, they thanselves will learn about what the
right to health and health care is all about and will thus
nmesningfully contrilute to its operaticalisation.

3. The national PHM RTHHC campaign committees will
also work to plan and carry out intematiawl level
actions that will further pressure national goverrments
by influencing intermatical/miltinatioal orgenizations
ard institutions that arrently play a nejar role in health
policy.

4. Comtry-level activities are the heart of the campaign,
and need to e develgped with flexdbility and context-
specific inmnmovation. How the RTHHC campaign is
organized in Country X is up to the campaign committee
in thet comntry. PHM’ s overall concems are that the
process involves as many pecple fram different sectors
and tendencies as possible, and that the final
assesament report, as closely as possible, covers the
different parameters descrilbed in the canpaign’s
RTHHC Assessment Guide. As written, the Guide
provides a step-by-step explanation of the reasoning
process to ke followed to identify violatians of the right
to health. Therefore, regardless of how country circles
end up using the Guide, it is recamended they
axsicder its five steps in reporting their findings.

5. The most inportant goal of this campaign is to
anpower and involve ordinary pecple to represent
their own interests in a political process/movanent
that has the power to influence both the national and
international level of decision meking. Because PHM
as an organization is seen as representing the
interests of hundreds of thousands of pecple [what
we call the (lower-case) people’s health movarent],
we have achieved a certain level of recognition and
access at the intermational level. We want to ring
pexole’s claims for their health rights to that level ina
way that carmot ke ignored.

6. The point of this campaign is not to produce

RTHHC reports. Tt is not a “desk exercise.” The
reporting process is a strategy to find evidence, to
educate people about their rights and about key
principles of public health, as well as to kring them
together behind shared, camon goals. This is what
is needed to meke effective demands on

govermments. The final report should preferably
include documentation of testimonies of denial of
health care, and participatory case studies of health
care facilities ar health-related services carried out by
participating orgenizatians. Such activities
simultanecusly build evidence and generate
irvolvement. Holding of dialogues between groups of
health activists and health authorities, pdolic
hearings, workshops on the Right to Health, and/or
carrying out symoolic protest actions of various types
can be important features of the campaign —keeping
in mird the situation prevailing in each country .
These actions can be carried out right fram the
begimming. (The campaign coordination team can give
interested PHM circles referrals to other PHM circles
or affiliates that have carried cut such actions and

can offer sugoort) .

7. For the above reasans, we think that before
engaging in the actual assessrent, it is crucial to
set up a credible network of strategic allies. Country
focal points for the campaign are thus to contact
such allies (individuals and institutions) at the sare
time that they identify potential ggoonents to the
campaign (and work out means to neutralize their
agoosition) . The local political scenario has to ke
analyzed by the PHM circle so that cammitted
strategic allies can ke aligned and given concrete
regomsibilities, as part of an ad-hoc plan for the
whole campaign. The question also has to be asked,
then, whether the timing for launching the campaign
is right given the coxrete local political realities.
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8. Establishing such a critical-size network to get started
is more important than following the campaign
coordirators’ originally proposed timetable (i.e., March to
Octdoer 2007 for phase I of the canmpaign) . Participating
countries are to kuild-up their own initial nooilization
momentum to go ahead with the assessment. To arrive
at a point when the time is right, they ought to take as
many weeks or months as needed to insure success.
The original timetable recently circulated to all interested
countries and through pha-exchange is thus now
considered to be too rushed. As we now see it, countries
do not have to do their assessments at the same time or
finish at the sare time. But there does have to ke a
certain critical mass of contries in a region that have
gone through the assessment process and the national
strategic action plarming before it mekes sense to have a
regional meeting (chase IT) . Each of the regional
meetings should also happen within a reasonable period
of time so that an intermational mamentum can be
generated.

9. Consequently, the criteria for proof of social
mobilization preceding the launching of the actual phase
T of the campaign are being tightened and now are:

a. Orgenizing at least two national level meetings to
discuss the canpaign, irvolving participants from various
organizational backgrounds, preferably including same
fran dif ferent regians of the contry .

b. Formation of a first campaign coordination group
which will take collective resposibility for expanding and
developing the campaign.

c A formal agreement on the provisional decision-making
mechanisms for the development of the campaign.

d. Existence of a functiaal e-group/listserver or other
means of camunication among the participating
organizations/individuals to facilitate canpaign
comunications.

10. The canpaign will require that, early-on, the national
PHM circle develops the capacity to reliably review and
monitor intermediate results and outcanes so as to ke
successful in institutionalizing the campaign in the years
to came.

11 The smell funding available an a first-care-first-serve
Tasis will ke released for two purposes: a) to allow for
organization and mdbilization activities to go ahead, and
b) to launch the actual assesgment (phase I) of the
RTHHC. Modalities of the release of these funds will ke
kept flexible to fit gpecific cases.

12. The first countries to succead in cawpleting the
mobilization and assessment process will ke asked to

mentor countries just joining or countries that have had a
weak performance of their campaign.

13. The regianl traveling ‘organizers’ to be trained by the
campaign coordinators (to help setting up national PHM
circles ard to help in the launching of the actual
campaign) will have previcus social mobilization
experience. With the change in time line we will re-cpen
recruitment of organizers, since same people were
interested in the position but were wrekle to fit it into their
schedules.

14. Sare countries may center their mobilization around
already strongly felt nesds in the population and, as an
entry point to the campaign, address these issues as
they relate to the RTHC, e.g., in Central American
countries the negative health ef fact s of the FTA they are
locked-in into; in Palestine the umecessary deaths
caused by the occupation, etc. Connecting the campaign
to ongoing national popular struggles is a good idea.
Moreover, huilding alliances with related canpaigns, such
as groups or networks working on social sector issues,
i.e., the right towater, to food, to education, to a safe
envirament, to housing, as well as with the existing
struggles against privatization in its varicus forms should
e actively considered.

15. The campaign will not attampt to be confrontational,
unless nesded. The 1ddoying strategies outlined in the
Assessment Guide show ways to work with duty bearers
in a constructive marmer .

16. Particularly in the health sector, health professioals’
stated aim to conform to ethical and quality of care
standards of practice can be used to engage them in the
campaign. With claim holders mobilized and front line
health providers aoporopriately motivated, chances of a
positive response fram duty bearers is much more likely .
17. Because of this, the campaign highly encourages the
early irvolvarent of health workers and their unions. They
are, at the same time, claim holders and duty bearers
(i.e., claimholders of decisions mede at higher-up levels),
ard their irvolvarent will give the campaign access to
valuable information, as well as greater depth and
additiasl credibility . The endorsement of the campaign by
well known persaalities and prestigious institutions is
also irvalueble.

18. Firally, to reiterate, the carpaign’ s Assessment
Guide does give a very good carnprehensive overview of
what needs to be done to assess the RTHHC. It does
arnphasize the needed mdbilization. It is quite user
friendly — given the caplexity of sare of the issues to
e covered. It takes the user(s) by the hard, in a step-by-
step manner, to cover all agpects that will result in a good,
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standardized diagnosis of the state of the RTHHC in each
country .As stated in the Guide, it should ke agplied with
flexibility to adget it to the different retiael realities. Key
in this flexibility is to skip those sections or questias far
which there are no data available or for which data would
Te extrarely difficult to get; on too of giving space to
address additional issues of particular local concerm.

Each comntry will decide for itself how to use the
assesgment process as a tool for additional mooilization.
For example, certain questions or areas of interest can
e assigned to particular groups with a comection to
those issues — with the national campaign coordinating
committee then combining the work of those groups into
the firel report.

19. The two main campaign co-coordinators have asked
for at least two more PHM mambers to join them to help
them lighten their heavy workload. Dr. Ghassan Issa fram
ILelanon has volunteered to join and is being
incorporated. - .We want to have information about the
campaign in every participating country on the PHM
website. We will be including contact information for each
country so pegple can get in touch with you if they want
to join. Without photos the site will ke very boring. When
you send photos, please identify the organizations
present by their full names - no acroyms please! Take
pictures of your kick-off meeting or of any events you hold
and send them to Pacome Taretissi at
tometissil@yahoo.fr, and Ghassan Issa at
arcgi@mawared.org.

New PHM Circles and Campaign
committees being formed

Congratulations to Benin, Congo Brazzaville, and South
Korea - they have formed new PHM circles and RTHCC
camittees. Campaign organizing meetings have been
held recently in Uruguay, Nigeria, Kerya, Peru, Mexico,
Morocco, Australia, Argentina and we have had inquiries
from many other countries. The response has been truly
exciting. Concern about privatization of health care and
inadequate health systeams is gldoal. Working together
our darerd for health for ALL carmot ke ignored!

How you can help the Campaign
(lbesides mobilizing in your country)

*  Sign up as a translator
* Join the web site team

*  Create a resources page for the web site (The
papers, web sites, organizations have been
idetified. You would organize and annotate the
lirks)

* Help with data entry into a spreadsheet (boring,
but necessary and important!)

* Work on grant writing and fundraising on either a
regianl ar gldeal leel.

Tell us about any potential funders you know .

Campaign organizer update

As mentioned in the canmpaign clarification above,
the timeline of the campaign has been extended
and so we are recpening our request for volunteers
to e campaign organizers. The organizers will
travel to participating countries to assist them in
their mabilization and provide training on the use of
the Assessment Guide. They will receive training
about the canpaign and their duties. We need
people who speak/write Fnglish and at least cne
other language spoken in region where they will
work. They must have time and schedule flexibility
to be able to travel and to cammicate with the
countries they are working with between trips. We
anticipate that the traveling will be more
intermittent then originally plamed. The positions
are voluntary kut all exoenses (flights, luses, food,
lodging, incidentals) will e paid by the canpaign
while traveling. In particular we need a French-
speaking African to work in the francochone
countries now joining the campaign, but people

fram any region are invited to gooly . We thank
those who have already sulnitted their
aolications.

To apply please send to phm@turiano.org and
claudio@hcme . netnam. vn:

* a CV or sumary of your related experience (in
health, humen rights, cammunity organizing and
mobilization, etc) and the organizations you are
affiliated with (full rames please - nNoO acraryms)

* 2-3 references (preferably including ane fran
someone known to PHM)

* your oontact information

* a brief statement albout why you want to do this
work and what you would bring to it.
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Ordinariness and People’s involvement

Inmy analysis, ordinariness and irvolvament of the cammon
human being, especially women have been the hallmark of
Gonosasthaya Kendra, universally recognised as (GK) which
celdorated its 35% amniversary this week. The common
understanding of the word ordinariness does not aoply here.
&K, celiberately “Yoranded” itself as ardirary in arder to identify
itself with the common people whose struggle it was
identifying itself with. With a begiming like that, irvolvarent
of ordinary pexole was logical. I believe that these two
processes have made what GK is today — an acknowledged
leader, immovator whose cost-ef fectiveness is to e seen to
be believed. They have achieved extraordinary goals within
a generation, on the way, enthusing the current generation
and setting standards for future generations.

GK grew out of the blood, sweat and tears of the
independence struggle and started as a medical facility for
treating wounded freedam fighters in 1972 by a team of then
young doctors led by Zafruallah Chowdhury and Qasem
Chowdhury.

I wes privileged to have been a part of the 35% Ammiversary
celdarations held 28 ZApril- 1 May 2007 in Savar, Bangladesh.
Not content with merely celebrating this as a chronological
event, GK organised a series of workshops which were well
attended, moderated and ended up being very productive.
The workshops started with a homage to their heroes,
nertyred ad living. A group of 35 living heroes were honored

with several military camenders, poets, sculptors,
teachers, agricultural immovators, a poor widow who
risked her life by passing infomation fram sector to sector
about enemy troop movements among them — was
honored, given mamentos and invited to participate in
the ensuing workshops. Themes close to GK’'s (and
PHM’'s) hearts such as the NGO Movement in
Bangladesh, Traditiarl Birth Attendants, the Alma ZAta
Declaration — Mirage or Reality, the Role of the
Physicians as health workers as well as Diagnosis and
Treatment of Cancer at the Cammnity level, Agriculture
and People’s Health, Education as a tool of
enmpowerment, access to Essential Drugs (GK being a
pioneer in this sector globally), Disaster Management
(after all this is a contry of unlimited disasters and
most importantly Gender and Health.

Every evening, acknowledging the crucial role that the
camunity around has played in GK’s plans, programs
and perspectives through the yvears, everyone fram all
around was invited making the PHA Auditorium burst its
seams to colarful and skillfully executed aultural events.
T left K with a heart full of gratitude for the fartitude of
these irmmovators who have, in the first place, mede and
contirue to meke a raverkable difference in the lives of
over a million ad a half peogple in the contry and
secondly, have set a role model that every NGO
worldwide should and will try to emulate. Extraordinary
achievements indeed! (PCJ)

FOR ADDITIONAL INFORMATION.....

5) www.saveunicef.org

9) www.phm-india.org (India)

PLEASE VISIT PHM RELATED WEBSITES AROUND THE WORLD

1) www.phmovement.org

3) www.iphcglobal.org/iphu.org (International People’s Health University)
4) www.ghwatch.org (Global Health Watch)

7) www.phmoz.org (Australia)
10) www.aifo.it/english/alliances/phm.htm (ltaly)
11) www.thenetwork.org.pk/phm-htm (Pakistan)

2) www.health-now.org

6) www.righttowater.net
8) www.phm-usa.org (USA)

If undelivered, please retum to:

PHM Secretariat

(AHED) ,

17, Beirut St, Apt. #501, Heliooolis, Cairo, Eoypt
Tel: ++202 2565613 / Fax : ++202 2565612
Email : hpsp@ahedegypt.org
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