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Abstract
This study summarizes the health policy and the

Primary Health Care strategies developed by the

Bogota municipal government from 2004-2008.

The experiences and outcomes during this time pe-

riod indicate that, despite the market-oriented

health policy that exists in Colombia, it was benefi-

cial to implement health policies and strategies at

the local level so as to guarantee the right to health

and equitable access to health care. National level

restrictions, however, impose constraints on the

potential implementation of such policies and

strategies. This suggests that in order to achieve

effective and sustainable changes at the local level,

it is necessary to promote substantial reforms

within national health care policy.

Key terms: Comprehensive Primary Health Care,
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Introduction
Primary Health Care (PHC) has been considered

an effective strategy to improve population health

and reduce health inequalities as it acts on the so-

cial determinants of health. PHC’s contributions to

health and health equity occur through the reduc-

tion in barriers to access and use of services, the

development of coordinated and sustained re-

sponses to health needs, the implementation of

health sector and intersectoral programs, and pro-

motion of social and community empowerment,

mobilization, and participation.1

The Pan-American Health Organization

(PAHO) has repeatedly underscored its concern

over the relationship between health, equity, and

development, noting the lack of equity in current

health systems. During the 25th anniversary of the

Declaration of Alma-Ata, PAHO’s vice-director

proposed to redefine PHC as “comprehensive

health care for everybody, by everybody,” adding

that PHC is currently “a necessity, not only with

regard to health, but also for the future of those

countries that aspire to remain nations, sovereign

states in a world that is every day more unjust.”2

However, starting with the 1993 Law 100, poli-

cies in Colombia have not favored PHC. Given the

pro-market orientation of this law and its subse-

quent revisions, PHC in its full expression received

neither political nor technical support from the na-

tional government and the economic sectors linked

to health-related businesses.

This document presents the context, design,

implementation, and results of the Primary Health

Care experience in Bogota from 2004 to 2008. Dur-

ing this period Bogota implemented a health policy

designed to guarantee health rights and equity.

In preparing this study, evidence and informa-

tion was collected from both published and unpub-

lished sources, presentations at both district and

national meetings, and from statistical reports, in-

terviews and working documents of the Bogota

Municipal Health Department (Secretaría Distrital

de Salud de Bogota, SDS). These materials were re-

viewed and systematized so as to produce a narrative

summary.
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Health Challenges and Opportunities for

Change in Bogota
Until 2003, the social, public, and health poli-

cies of Bogota had not been effective in meeting

the needs of the population. Evidence for this could

be found in statistics showing high levels of social

inequality, a large burden of preventable disease,

and limited access to health and other social service

programs for the socially and economically disad-

vantaged.3,4 In 2003 52.3% of Bogota’s inhabitants

(3,586,875 people) were poor and 13.7% were un-

employed; it was the remainder of the population,

those who had relatively good incomes, who en-

joyed higher standards of living. The adoption of

Law 100 in 1993 created a Social Security Health

System (Sistema General de Seguridad Social en Sa-

lud, SGSSS) which generated new limitations and ex-

clusions in the health system. As a result, the Social

Security Health System was poorly suited to ensure

equity in the use of health services.

As a consequence of these problems Bogota

suffered from an infant mortality rate of 15.1 per

1000 live-births; a maternal mortality rate of 61.7

per 100,000 live-births, and comparatively high

rates of pneumonia-related mortality (20.2 per

100,000 in children less than 5) and acute diarrheal

mortality (5.2 per 100,000 < 5 year olds). At the

same time chronic diseases increasingly appeared

among the leading causes of death in all areas of

the city, even the poorest.5 The poor, living in an

unhealthy environment and exposed to unfavorable

socio-economic conditions, are more vulnerable to

disease.4 Yet, compared to the rich, they had less

access to social and health services.6 Conse-

quently, they died earlier and more frequently than

the rich from diseases such as pneumonia, cervical

cancer, eclampsia, and violence. In Ciudad Bolivar,

one of poorest parts of the city, the 2002 mortality

rate for children under the age of 5 was

250.9/100,000; in Teusaquillo, a middle class local-

ity, the rate was 166.08/100.000. Although the mid-

dle-class had lower death rates and a higher life

expectancy,4 members of this group felt increas-

ingly concerned about their own economic stability,

security, and access to health care services.

The 1993 health insurance law had a profound

impact on the access to and use of services. It did

not provide universal coverage, and there were dis-

parities in benefits. The private insurance compa-

nies created barriers to care—geographic, eco-

nomic, and organizational—in order to increase

their profits. According to data provided by the

Quality of Life Survey,3,6 Bogota had the largest

enrollment in the Social Security Health System.

But within the city, levels of enrollment were in-

versely related to poverty rates. Enrollment did not

guarantee access to service when needed. Further-

more, at least one million poor people were ineligi-

ble to receive subsidized insurance and could not

enroll in the Social Security Health System. The

wealthier affiliates used the system 1.5 times more

frequently than the poorer ones. Only 73.9% of all

affiliates used health care services when having a

“minor” health condition. When faced with a se-

vere health problem only 58.2% of the poorest 10th

of the population used the service, compared to

84.3% of the wealthiest 10th.

The insurance program was focused on individ-

ual, curative care with an eye towards containing

costs. This made the provision of timely, compre-

hensive, coordinated, and ongoing care difficult. It

also hindered joint efforts to work with the commu-

nity and other social sectors. The preliminary steps

to create a more integrated model of care—based

on the principles of PHC—were either done away

with or minimized during the implementation of the

1993 Law 100. Although more services were made

available, the logic of the market dictated that most

providers were located in the northern part of the

city; this created serious access barriers for people

living in southern Bogota where socio-economic

conditions were worse. Moreover, one-fourth of

users rated the service as average or poor.4

The Social Security Health System was charac-

terized by the high overhead associated with insur-

ance; a tendency to increasingly transfer financial

risks from the insurers to the health care providers;

and a focus by management on cost control, com-

petition, and economic profitability. These factors

not only prevented the development of a manage-

ment and service model that would promote pre-

vention as well as comprehensive, continuous care

(patient-oriented, family-oriented, and community-
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oriented), but also threatened the mission of public

institutions and their financial sustainability.

Quite apart from the problems generated by

health insurance, financial intermediaries, and man-

aged care, there was a need for new strategies and

policies that would emphasize equal and compre-

hensive care, improvement in local government,

and a democratic decentralization of the system.

The new municipal government undertook a strat-

egy designed to ensure health rights and equity.

While national policies reflected the hegemony of

neo-liberal policies, the municipal government felt

that, given the local political context, it was possi-

ble to bring about progressive and innovative im-

provements through the Municipal Health Depart-

ment.

Under these conditions, PHC would have to be a

local effort implemented within the national health

system. It should create a new model for equal and

comprehensive care and influence insurers to buy

into this new model. Both changes would be pre-

sented as ways of highlighting the restrictions and

contradictions of the hegemonic national health

system. They would thus clarify the spirit and con-

tent of any future structural changes that would be

needed to change the Social Security Health Sys-

tem’s principles and guarantee the transition to a

system that was both equitable and guaranteed

health rights.

Bogota’s new health policy and the role of PHC
This new vision of public health policy was de-

veloped in close collaboration with the objectives,

values, principles, and interventions of the Bogota

Economic, Social, and Public Works Development

Plan for 2004-2008.7

The values and principles of the Development

Plan gave content to the health program’s policies,

strategies, and programs, and to the relationship of

the Health Department with other City authorities.

This was particularly true for those values and prin-

ciples related to human rights, solidarity, and eq-

uity, and the means of realizing these values

(comprehensive social interventions, citizen partici-

pation, accountability, etc). These principles and

values would inform a unified program to improve

the health of all the City’s citizens.

The Plan’s objectives were to be implemented in

three coordinated axes: social, urban-regional, and

reconciliation. The key social policies included:

comprehensive social security and protection pro-

vided through the guarantee of economic, social,

and cultural rights with emphasis on children and

gender equality; the right to food; equity in access

to social, cultural, and recreational services; and

creation of job and income-generating opportuni-

ties.

Health policies played a role in all three axes.

Certain elements were key for health planning to

move beyond a narrowly specialized vision, the

traditional approach of public health. These ele-

ments were the promotion within the Plan of joint

development programs between different govern-

ment institutions and members of the cabinet; the

development of district and local level coordina-

tion; collaboration and citizen participation; and the

allocation of fiscal resources both at the district and

local level in a way that was equitable and transpar-

ent.

A health sector policy for 2004-2008 named

“Health for a Good Life” (Salud para una Vida

Digna) was developed by the Bogota Municipal

Health Department. The policy was created

through a process of consultation and debate with

the Social Security Health System, the community,

and the city’s political forces. The overarching goal

was to make progress in guaranteeing the right to

health in order to overcome inequalities in health

outcomes and access to health services.8 The values

and principles that coordinated this health policy

were: health as a fundamental human right, equity,

solidarity, autonomy, and acknowledgement of dif-

ferences. The general objective proposed for the

Development Plan was:

To promote universal, comprehensive health

care through progressive incorporation of

the population with special emphasis on poor

and vulnerable populations. To carry out

intersectoral interventions and actions that

contribute to the improvement of living con-

ditions, capacities, and opportunities so that

individuals and families can create healthy

communities and habitats. To strengthen

public health in the urban-regional sector.7

The Bogota Municipal Health Department

adopted two basic, interrelated strategies in order to
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achieve these public health objectives: 1) a strategy

to improve health and wellbeing; 2) the promotion

of PHC.8

Primary Health Care Approach
PHC was implemented through a program

called Comprehensive Primary Health Care

(CPHC, Atención Primaria Integral de Salud, see

Figure 1). CPHC was established on four theoreti-

cal, conceptual, and normative principles.8,11 First

was the Alma-Ata Declaration12; second were two

components of the International Covenant on Eco-

nomic, Social, and Cultural Rights: Article 12 and

General Comment #14 from the Committee on

Economic, Social, and Cultural Rights; third was

the conceptual and scientific work developed in

different contexts by Barbara Starfield14,15; and

fourth was a public health approach known as the

“The Health and Wellbeing Promotion Method.”17

The Alma-Ata Declaration emphasizes values,

principles, and strategies such as the right to health,

equity, a family and community orientation, com-

prehensiveness of care, disease prevention, auton-

omy, individual and community participation, and

intersectoral health action. With this Declaration

PHC not only became linked to the right to health,

but was also validated by United Nations.13 The

UN drew up norms and minimum requirements

which would compel nations to guarantee the right

to health.

The Health and Wellbeing Promotion Method

was designed as way of making health a right and

promoting equity. It also served to reinforce the

comprehensive nature of PHC. In this method PHC

SOLIDARITY

VALUES AND PRINCIPLES

Guarantee and
universality of health rights

EQUITY

ATTRIBUTES
Bio psychosocial approach

Accessibility and first contact
Comprehensiveness

Longitudinal Care
Coordination

Family and community oriented
Intersectoral

Social participation

OPERATIONAL ELEMENTS
Comprehensive care given to indi-
viduals, families and communities

organized geographically
Multi-disciplinary teams
Social empowerment

and mobilization
Integrated Management

Achievement of results in health

SOCIAL CO-RESPONSIBILITY

SOCIAL CONTROL
ESTABLISHED AGENDA
GOVERNMENT-SOCIETY

Figure 1: Comprehensive Primary Health Care (CPHC)
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is seen as one of several ways in which wellbeing

and health can be promoted through basic health

services.11,17

In Colombia PHC had come to mean the provi-

sion of only the most basic, rudimentary medical

care. Since the 1993 Law 100, and its reforms,

PHC’s potential as a catalyst for change was neu-

tralized. Consequently, PHC had to be reborn on

new conceptual and scientific bases that could de-

fend its relevance and foster improvement in the

quality of its implementation.15

In addition to the above mentioned sources, dis-

cussion and analysis of the PHC experiences in

countries like Brazil, Costa Rica, and Chile was

undertaken. From these experiences we borrowed

the family and community-oriented approach and

the organization of medical care into geographi-

cally defined areas where comprehensive health

care teams would meet the needs of the population

and act as the entry portal to the health care system.

This approach was biopsychosocial, multidiscipli-

nary, and focused on health results. It would allow

for an easy deployment of PHC into areas where it

did not exist. It would also aid in the transforma-

tion of the physical and organizational structure, as

well as the processes and practices of the city’s tra-

ditional primary care units.32

In 2006, some additional operational elements

from the Revitalized PHC strategy19,20 were incor-

porated in the original PHC approach; this was

done without undermining the comprehensiveness

of the system.11,31 This renewal of PHC was pro-

moted by the PAHO/WHO during the celebration

of the 25th anniversary of the Alma-Ata Declara-

tion2 and at the Montevideo Meeting.30 It was sub-

ject to extensive debate in the city and country at

the National PHC Meeting in 2005.21 The following

were the main elements of the renewed PHC that

were approved:24

1. The reorganization of institutions based on an

appropriate assessment of community needs,

particularly the needs of vulnerable popula-

tions.

2. The organization of PHC operations by terri-

tory, giving priority to the poorest areas.

3. Actions carried out in the places of daily com-

munity life and their surroundings: family,

neighborhoods, schools, parks, workplaces.

4. Organization of collective responses to the

needs from a comprehensive social manage-

ment approach. This would be promoted by

and with the participation of other social insti-

tutions, such as education, social integration,

housing, and environment.

5. The promotion of social participation as a

right, and the creation of conditions allowing

for autonomous social organization and mobi-

lization.

Implementation of the Strategy
Based on this philosophical and conceptual

model, implementation of the strategy began in

Stratas 1 and 2, the poorest social sectors of the

City. Three regions were targeted. First were those

areas with limited access to the traditional primary

health care centers; here teams would begin creat-

ing the basic infrastructure for comprehensive care.

Second were areas with relatively better access to

traditional primary health care services; these ser-

vices would be renovated in accordance with the

best practices of CPHC. Third were the areas of

everyday life and community activities, such as the

family, neighborhoods, schools, parks, and work-

places.

Since CPHC was the strategic model for trans-

forming health care delivery, care had to be pro-

vided with an emphasis on the family and commu-

nity, on the coordination of medical care and

health-related activities with other social services,

on intersectoral action, and on community partici-

pation. Management of the system needed to ade-

quately reflect the characteristics and goals of the

service; this included coordination across sectors

and networks, clinical management, resource man-

agement (physical, human, and financial), plan-

ning and programming based on specific needs,

and monitoring and evaluation of both activities

and results. As time went by, implementation of

the CPHC strategy was carried out through the

following elements: an overall operations plan,

changes to provision of health services, intersec-

toral health-related actions, community participa-

tion, and management.
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Operations Planning
Following the approval of resolution 119 by the

Bogota City Council,23 the Bogota Municipal

Health Department initiated the Health at Home

Program (Salud a su Hogar, SASH) as part of

CPHC. Health at Home was implemented in the

following steps: (Figure 2)

1. Prioritization based on local health and living

conditions.

2. Social and community mobilization.

3. Organization of family medicine and commu-

nity health care teams.

4. Analysis of the heath conditions of individuals,

families, and social environments.

5. Enrollment of families into the medical care

teams.

6. Development, approval, and implementation of

comprehensive action plans.

7. Monitoring and evaluation of the results of the

action plans.

The starting point for this program was a proc-

ess of social mobilization and consensus building

regarding which areas were to be prioritized for the

Health at Home program. This was done using the

results of local health diagnoses made with local

social participation. Based on these diagnoses, the

city was divided into zones based on health and

living conditions, allowing the identification of mi-

cro-territories which were prioritized for the pro-

gram. Simultaneously, family and community care

teams were organized and trained. These teams

were made up of—at a minimum—a generalist

physician, a nurse, a nurse’s aide, an environmental

technician, and three health promoters. Each team

was responsible for 800 families to whom they pro-

vided primary care. In addition, the teams surveyed

the families to identify and analyze their health

conditions, prioritize needs, and develop both

health sector and intersectoral plans.24

Health at Home incorporated both outreach and

intramural activities. The outreach programs were
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Figure 2: Implementation of Health at Home
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based on interdisciplinary teams created by the Ba-

sic Care Plan (Plan de Asistencia Básica). They in-

cluded health and vaccination teams/brigades, envi-

ronmental technicians, health promoters, and other

social services personnel. The program acted in mi-

cro-territories without health care services and

served to coordinate collective and individual activi-

ties. Intramural activities are developed with Health

at Home teams in cooperation with traditional health

care personnel. Health care teams cared for the peo-

ple identified by outreach teams working in the mi-

cro-territories. The teams included generalist physi-

cians and nurses, with support from psychologists,

nutritionists, physiotherapists, obstetrician/

gynecologists, pediatricians, and other professional

personnel as needed

The health care teams used a life cycle approach

to designing health interventions for families and

individuals. These interventions were supported by

other parts of the social service network. This new,

collaborative approach improved access to services,

facilitated follow-up, created relationships between

families, communities, and service providers, and

created the possibility of acting on other social de-

terminants of health.

Care provided in the Health at Home program

was based on an individual’s status within the Social

Security System. Health at Home provides service

to persons enrolled in the Subsidized Social Security

System (Régimen Subsidiado) and to the uninsured

poor who are covered by the contract between an

insurer or the district health office and a public hos-

pital. Individuals enrolled in the Subsidized or Em-

ployment-based Social Security Systems and who

did not have a service contract with the public sector

are sent to their insurer to receive the required

health care. In this way Health at Home helps to

identify local needs for health care services, to

stimulate the demand for health care services, to

resolve access problems, and to monitor medical

care usage, regardless of who is paying for it.

Monitoring was based on the findings of the initial

community surveys. These had been administered

to both individuals and their families and included a

series of visits, referral to other social service insti-

tutions, individual and family accompaniment,

community and family meetings, evaluation of ad-

herence to health promotion/disease prevention pro-

grams, comprehensive care and education, monitor-

ing of special cases, and development of the micro-

territory.

In May 2006, a proposal was made to create a

new type of unit called the “Primary Health Care

Center” (Centros de Atención Primaría en Salud).

These units would be placed in those public sector

institutions located in the prioritized zones. They

would provide basic sanitary care to the members,

particularly those poor individuals who were not

affiliated to the Social Security Health System.24 In

The Primary Health Care Centers were created

along two different models: some were located

within pre-existing traditional structures such as the

Primary Care Units, Basic Care Units, and Immedi-

ate Care Units. However, in areas with no preexist-

ing health infrastructure, the Primary Heath Care

Centers were located in community centers; this was

done with the consent of the community. The pri-

orities of the Primary Health Care Centers were:

 Health promotion and disease prevention;

screening for diseases, disabilities, vision prob-

lems, hearing problems, and cervical cancer;

monitoring of pediatric growth and develop-

ment; vaccination.

 Education in sexual and reproductive health.

 Prevention of psychoactive substance abuse.

 Prenatal care and risk assessment.

 Creation of an acute respiratory disease (ARD)

room in order to prevent hospitalization and

provide timely care to children with ARD.

 Breastfeeding Room.

 Collection of samples for the clinical lab

 Provision of medicines for public health pro-

grams.

Working collaboratively, the basic care teams

for the vulnerable populations, the public health

management teams, and the Primary Health Care

Centers have become the basis for the “Primary

Health Care Infrastructure.” (Figure 3) This struc-

ture coordinates the ensemble of institutions, pro-

grams, and resources, including those of the private

sector, in order to improve the health of individuals

and communities.31 With their different positions,

the health care teams and Primary Health Care

Center teams serve as point of first contact not only

for health care but also for social services at all lev-

els.
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The public health sector has been primarily re-

sponsible for the implementation of this strategy at

the district level. Very few agreements have been

worked out with private insurers for specific pro-

grams or even with other social institutions. The

community and service users also play an impor-

tant role in the identification, resolution, and moni-

toring of group needs.

One of the management approaches adopted for

implementing this strategy is called Integrated Dis-

trict-Level Social Management (Gestión Social In-

tegral del Territorio), one element of which is

Comprehensive Social Action (Figure 4). This ap-

proach coordinates clinical and public health ac-

tions with other social and community sectors. This

integration takes place at two different levels: a

macro level, which is the district and community

level, and a micro level, i.e. within the micro-

territories. At these levels, primary, secondary, and

tertiary prevention activities, as well as advocacy

activities within other sectors, and management

activities with different parts of the Social Security

Health System are all integrated.

Comprehensive Social Action encompasses the

coordination and cooperation of all health-related

activities carried out by institutions, government

agencies, and communities within a specific terri-

tory. The process involves the community survey

made by Health at Home, the health analysis cre-

ated with broad participation, and the creation, exe-

cution, follow-up, and evaluation of comprehensive

action plans. A number of communities have been

provided with multi-specialty support in order to

foster social participation in these activities. This

support has involved information systems, training

activities, inter-disciplinary work, and communica-

tions.22

While the CPHC program has worked within

the traditional public health structure, it has also

developed its own innovative programs. Among

these are interdisciplinary programs to control

acute respiratory diseases (ARD), one of the princi-

pal causes of infant mortality in Bogota. Each sec-

tor placed ARD rooms in primary care centers. The

goal was to develop comprehensive programs of

education, prevention, treatment, and early rehabili-

tation. The ARD rooms were designed to lessen

barriers to medical care and reduce unnecessary

hospitalizations and readmissions. Research has

been conducted looking at environmental exposures

and vulnerability. Joint plans have been made to

carry out comprehensive programs, community-

wide educational campaigns, community vigilance,

and the promotion of national and international

technical cooperation.

Changes to the service delivery model
A new service delivery policy was implemented

in September of 2000. Its main objective was to

strengthen the management and financial structure

of public sector institutions. In some cases, areas

were merged. Networks were developed to opti-

mize efficiency and profitability.26 The introduction

of CPHC required changes not only in priorities of

the networks and the management of public sector

institutions, but also in the content of all service

provision policies.

The restrictions put in place by the 1993 Law

100 required all individual health services to be of-

fered through Social Security insurance companies

and providers. However the CPHC program started

Figure 3: Primary Health Care Infrastructure
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to change the way uninsured or insurance-

subsidized persons received care. Through their

contract with the public sector, a needs assessment

was carried out, families were enrolled into local

health teams and health care was provided either

directly or by referral to other providers. The

CPHC Program responded to the demands of mar-

ginalized communities by reopening health care

centers that had been closed in the process of merg-

ing the public services areas; by opening new health

care facilities; by renovating existing facilities, hir-

ing new professionals, technicians, auxiliaries, and

health promoters; and by introducing home visits.

As demand increased, some public hospitals al-

lowed appointments to be made directly from the

field as soon as a need had been identified within a

family. Mechanisms were set up to allow sick pa-

tients to bypass waiting lists, and health teams were

organized to deal with the increased demand. Sev-

eral care centers increased their working hours,

opening at night and on the weekends. Others set up

mobile medical units which reached isolated parts of

the city. In rural areas, a “Health Route on the By-

ways” (Ruta de Salud Interveredal) was established

using telemedicine equipment. Most public hospi-

tals created call centers for telephone appointments.

In these ways the CPHC program has improved

poor people’s use of and access to health care ser-

vices.

With the implementation of this strategy, Com-

prehensive Primary Care networks were introduced

as the coordinating mechanism for all stakeholders

involved in the delivery of personal health services

at whatever level of complexity. The networks in-

cluded stakeholders involved in protecting collec-

tive health. The goal was to develop comprehensive

FIGURE 4:INTEGRATED DISTRICT-LEVEL SOCIAL MANAGEMENT
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solutions to the health needs of the population,

based on relationships of trust, solidarity, support,

and cooperation. In order to better integrate the dif-

ferent plans and benefits and to insure the compre-

hensiveness of any intervention, public health ac-

tions were coordinated with those of the comprehen-

sive primary care networks. This was done by pro-

moting social co-responsibility and participation, by

demanding that the right to health be enforced, and

by requiring intersectoral actions when elaborating

and applying all public health policies.

Intersectoral Action and Community

Participation
The concept of transectoral action has been

used in the CPHC Program as a way of improving

wellbeing and health. It is defined as the coordina-

tion of the work performed by different units and

institutions in the social services field through crea-

tive responses to challenges arising from the health

and social conditions of the population.5 It can be

considered as a special case of intersectoral action

as applied to health.27 Through this, the CPHC pro-

gram has attempted, along with the redesign of man-

agement processes in public health, to impact on the

social and environmental conditions that are directly

related to health. This is accomplished by coordi-

nating the actions of the health sector with those of

other parts of the social service and community net-

works. This model serves as a starting point for the

development of public policies and strategies for

intervention and management that possess a com-

prehensive quality. Examples of these are the infant

and adolescent policy,8 the “A Bogota Free of Hun-

ger” campaign, the environmental and social hous-

ing policy,7 the Comprehensive Social Action pro-

gram, and the involvement of programs in the set-

tings of daily life.

Comprehensive Social Action was implemented

first in priority communities. These are defined by

their degree of social vulnerability and the commu-

nity’s exposure to factors harmful to health and

quality of life. These assessments were based on

data provided by different government institutions.

At least 35 zones were identified as priority areas

for intervention. This form of intersectoral action

coordinates different government players and proc-

esses, both from the private sector and from civil

society, and at different levels of intervention: local,

micro-territories, schools, and households. The

groups work on closely related issues and problems,

such as health, food, nutrition, education, housing,

environment. They draw on the distinct competen-

cies of different disciplines and governmental ac-

tors.

In coordination with public health, CPHC works

in the settings of daily life to realize programs of

health promotion, prevention, clinical care, and re-

habilitation. These intersectoral actions occur pri-

marily in the family, school, and community setting.

They have strengthened networks for maternal and

child health, for the disabled, and for health care

quality improvement. They have also strengthened

local environmental committees and youth councils.

The Family Context
In the family context, CPHC works through the

Health at Home Program. Health at Home studies

housing conditions, the health of individuals and

families, and the environmental conditions of the

micro-territories. Using this analysis of health con-

ditions, intervention and monitoring activities are

carried out in mental health, pregnancy, disability,

infant health, healthy housing, and public health

surveillance.

From 2004 to 2007, Health at Home worked

actively with other social service programs involved

in health. An example of this was the Housing Sub-

sidy program. In this program diverse institutions

worked collaboratively to “improve housing and

living conditions” for the most vulnerable families

in Bogota. Programs were established to promote

basic health conditions mainly by upgrading bath-

rooms, kitchens, and basic sanitary infrastructure.

Healthy Families identified approximately 80,000

families who met eligibility standards for the sub-

sidy and would benefit from the program. In 2006,

466 families in 20 Health at Home areas received

subsidies. In 2007, an additional 1000 families are

estimated to have received subsidies in 21 Health at

Home areas of the town of Usme.

As part of the agreement setting up the Housing

Subsidy program, each institution agreed to contrib-

ute human and financial resources. The Health De-

partment, for example, provided technical assistance

in basic environmental sanitation; the Housing De-
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partment coordinated the development of proce-

dures for the payment of the housing subsidy; the

Community Housing Fund provided technical as-

sistance to establish the improvements needed for

each housing unit; and Metrovivienda provided the

economic resources for payment of the subsidy.

Finally, local City Halls provided economic re-

sources for technical support and for the identifica-

tion and verification of the actual housing condi-

tions of potential beneficiaries. Within the Health

at Home areas, the housing subsidy impacted some

of the most important social determinants of acute

respiratory infections, nutritional deprivation, diar-

rhea, and other health conditions.

Healthy Home teams also worked with the

“OIR Ciudadanía” (Listen to the Citizens) program.

This program operates in those areas with the least

developed public infrastructure. It provides techni-

cal training and assistance to individuals and fami-

lies living in conditions of extreme poverty and

vulnerability. By providing them with information

and referral it brought them into the social services

network. Through community empowerment and

the efforts of the Health at Home teams, great

strides made in improving wellbeing and health in

populations that live in micro-territories.

Educational Context
CPHC works with the “Healthy at

School” (Salud al Colegio) program.29 Healthy at

School identifies students’ needs and verifies their

enrollment in the Social Security Health Program.

It develops educational programs, collaborates and

assists in teaching activities, diagnoses cognitive

problems, refers to the health care team and other

social services, monitors nutritional and micronutri-

ent status, screens for domestic violence and abuse,

and develops programs to prevent the exploitation

of children. These activities bring together parents,

teachers, students, and other social sectors. This

program arose from an agreement between the Edu-

cation and Health Departments in which the

schools committed to act as promoters of wellbe-

ing.

Healthy at School seeks to improve school re-

tention and learning as well as to decrease barriers

to school attendance. Working from a human

rights perspective, the program seeks to incorporate

the educational community into the process of com-

munity and individual development. Using an in-

tersectoral approach, Healthy at School has devel-

oped interventions for the following problems: ado-

lescent pregnancy, domestic and sexual violence,

comprehensive care for the disabled, identification

and monitoring of students with evidence of growth

deficiency and other forms of malnutrition, preven-

tion of school accidents, occupational health of the

teaching and administrative staff, and the creation

of primary care centers within the schools. These

programs represent an important tool to adequately

respond to the daily concerns of the community.

They seek to improve the capacity of the educa-

tional community to identify, refer, and monitor

those common circumstances that may impede the

ability of children and adolescents to learn and de-

velop.

Community Context
CPHC works in collaboration with the Health

at Home program, the customer service offices of

the public hospitals, the public health teams, and

community organizations to identify needs, pro-

mote community organization and mobilization,

encourage the social management and monitoring

of community epidemiological conditions, organize

vaccination campaigns, celebrate the Day of the

Child and World AIDS Day, give training within

the community, support community kitchens and

breastfeeding, perform nutritional monitoring, and

provide oral health.

Innovative intersectoral community programs

included the organization of health and wellbeing

meetings designed to strengthen the social fabric.

These meetings set up community support groups

for those adults, adolescents, or children who might

need assistance. Opportunities were created for

community members to see themselves as subjects

in their daily interaction with their neighbors. The

groups were formed around people at a common

stage in the life cycle or sharing a common interest

or condition. The goal is to encourage the emer-

gence of collective or community proposals ad-

dressing specific local social needs and problems

that, in one way or another, affect the social deter-
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minants of health and wellbeing among the popula-

tion.

CPHC developed new organizational methods

in order to encourage community participation and

foster community management and representation

in the planning and decision-making processes.

One of these is the Management Center. Manage-

ment Centers identify local needs and present them

to the government. The government then makes

policy proposals that coordinate collaborative ac-

tions at the local level. They meet with the health

teams and discuss possibilities for local develop-

ment. They elaborate action plans and serve as a

monitoring group for the various family and com-

munity projects.

In a similar way the CPHC has promoted the

involvement of communities in local government

and local decision-making. Through the Basic

Care/Assistance Plan, lines of communication have

been opened up between communities and territo-

rial authorities. Participation of hospital represen-

tatives in the local Government Councils and local

Social Policy Councils is yet another channel by

which community needs are communicated to

higher governmental levels. This communication

directs political attention to locally identified prob-

lems and assists in creating intersectoral responses.

Organization and Management
An information system was developed which

incorporated information from the household sur-

vey and community assessments into software

called “Online PHC” (APS en Línea). The primary

objective of the information system was to integrate

field work data collected by different institutions

and actors for purposes of strategic planning and

the fostering of social control and participation.

Data for the survey and the assessment were col-

lected by health promoters and sanitary technicians

respectively. The information system allows for

analysis of health conditions, the definition and

implementation of action plans, their monitoring

and evaluation, as well as the auditing required by

the Bogota Municipal Health Department. The sys-

tem had been completely installed in local hospitals

by June of 2007, and it is currently operating in

Bogota’s towns with a total of 64 teams and 101

active users.

Organizational guidelines have been established

for the relationship between health service financ-

ers and health service providers. These guidelines

outline audit procedures following CPHC princi-

ples. However, appropriate financial incentives

have not yet been developed in the payment sched-

ules used by the District Financial Fund and the

insurance companies.

The managerial, technical, and financial auton-

omy of the public health system, as well as its neo-

liberal labor policies, have created a human rela-

tions environment that has been in conflict with the

spirit of CPHC. These policies have led to high

levels of staff turnover due to the use of temporary

contracts, lack of adequate incentives, and meager

wages. Although some professional development

activities have been carried out, a coherent educa-

tional policy with a CPHC orientation is clearly

missing. Pre-graduate and graduate health educa-

tion in Colombia has been marked by the biomedi-

cal and paternalistic spirit of the 1993 Law 100.

Auditing by the Municipal Health Department

has played an important role in the design, imple-

mentation, and monitoring of CPHC and, to a lesser

extent, in the monitoring and control of activities

and duties of providers and insurers. This auditing

has also been quite important for assuring the finan-

cial resources for the system, avoiding duplication

of efforts. Yet it has limitations with regard to crite-

ria used for equitable resource allocation in accor-

dance with health needs and also in the develop-

ment of the relationship between insurers and pri-

vate health care providers.

Activities and Results
Between September 2004 and December

2006,34 280 territories were established by the

Health at Home teams in the poorer and more vul-

nerable areas of the city. A total of 260,077 fami-

lies (850,953 people) were surveyed and enrolled

into the health teams. As of September 2007, this

number has increased to 1,163,307 individuals,

covering 36.84% of the population of Strata 1 and 2

(Table 1).
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By December 2006, 71.67% of identified preg-

nancies received prenatal care. Pap screening had

reached 34.69%. Growth and developmental moni-

toring were done on 52.35% and 49.67% of chil-

dren under 12 months and aged 1 to 4 years respec-

tively. In addition, these programs underwent sub-

stantial improvement. A total of 89,562 educational

activities were carried out for families with children

aged less than 5 years. These covered the preven-

tion, early detection, and control of acute respira-

tory and diarrheal diseases. 855 children were

treated in ARD rooms and then monitored by the

Health at Home teams in order to prevent compli-

cations and readmissions. Some 300 community

leaders were trained in the prevention of prevalent

pediatric conditions. 42,117 patients were diag-

nosed with hypertensive and 12,267 with diabetes.

All of these persons have been informed of their

diagnosis, instructed in the promotion of healthy

nutrition habits, and referred to prevention and con-

trol programs. Another 12,138 individuals were

identified as having some form of disability. 5,900

cases of malnutrition were identified and referred to

nutritional rehabilitation centers and soup kitchens

working under the Bogota Free of Hunger Program.

They also have received health instruction and fol-

low-up (Table 2).

During 2004-2006 the homes of 8,537 families

were renovated. 9,752 families were educated on

home improvement, basic sanitation, and risk pre-

vention at home.

Through December 2006, 67 community meet-

ings were held in the different Health at Home ter-

ritories. Fifty territorial social action plans were

elaborated, and several organizations were created

in different city localities.

Health Outcomes
The short time that has elapsed since the imple-

mentation of the CPHC program makes it prema-

ture to judge its impact. In addition, there are diffi-

culties in analyzing the information at the level of

the communities reached by Health at Home. But

there are some short-term achievements that have

lived up to the expectations of Bogota’s social poli-

cies.

Rates for infant mortality, post neonatal mortal-

ity, pneumonia and ADD (Acute Diarrheal Dis-

eases) in infants under 5 years in Bogota began to

drop after the strategy was implemented. Between

the years 2004 and 2006 these rates have dropped

12.61%, 12.93%, 45.20% and 67.10% as observed

in Graphs 1-4 on the next page.

As part of the current study, an analysis is being

performed comparing the standardized mortality

Table 1: Individuals enrolled by the Health at Home Program, Strata 1 & 2, Bogota

Population Zones 1 & 2 - Bogota 2007 3,156,387

Total surveyed (Sep 2007) 1,163,307

Percentage enrolled, Zones 1 & 2 36.84%

Non-pregnant women (December, 2006) 9,573

Pre-natal Control Assistance Coverage 71.67%

Women of childbearing age (December, 2006) 340,547

Percentage of women receiving cervical cancer screening 34.69%

Children less than 12 months (December, 2006) 18,899

Vaccination coverage for infants under 12 months 76.71%

Children aged 1 to 4 years (December 2005) 70,673

Vaccination coverage of children aged 1 to 4 years 76.66%

Children aged 1-4 years receiving Growth & Development Screening 52.35%

Infants less than 1 year receiving Growth & Development Screening 49.67%
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rates among localities grouped according to their

degree of coverage by the new strategy.3 Localities

are divided into low, medium, and high coverage

areas. Preliminary findings suggest that localities

with highest coverage have lower mortality rates for

the majority of variables (infant, post-neonatal, and

pneumonia-related mortality in children < 5 years)

with the exception of mortality related to ADD in

children under 5 years (Table 3).

This study33 will also consider health equity.

Analysis of the three groups of localities indicates

that disparities in child and post-neonatal mortality

related to socio-economical status tend to decrease

in the towns of high strategy coverage. The opposite

is the case for towns with low coverage, where the

disparities tend to increase (Graphs 5, 6).

The same tendency is seen in pneumonia-related

mortality in children under 5 years. Disparities de-

creased more in the localities with higher coverage.

This appears to be contrary to the case of ADD mor-

tality where the proportion of decline is greater in

TABLE 2 - HEALTH AT HOME ACTIVITIES THROUGH 2006

Monitoring Visits to pregnant women 15,803

Percentage of pregnant women enrolled 100%

Monitoring Visits to women of childbearing age 82,377

Percentage of all women of childbearing age receiving visits 24%

Monitoring visits to infants under 12 months 18,624

Percentage of all infants under 12 months receiving monitoring 99%

Monitoring visits to children aged 1 to 4 years 41,679

Percentage of all enrolled children aged from 1 to 4 receiving monitoring 59%

Children assisted in ARD rooms 855

Percentage of enrolled children hospitalized secondary to ARD 22%

Monitoring visits to hypertensive individuals 21,144

Percentage of enrolled hypertensive individuals receiving visits 50%

Monitoring visits to diabetic individuals 5,606

Percentage of enrolled diabetic individuals receiving visits 46%

Monitoring visits to individuals with TB or Leprosy 178

Percentage of enrolled individuals with TB or leprosy receiving visits 100%

Monitoring visits to individuals with malnutrition problems 3,401

Percentage of enrolled individuals with malnutrition problems receiving visits 58%

Monitoring visits to adults over 75 years 8,594

Monitoring visits to individuals with disabilities 4,326

Percentage of enrolled individuals with disabilities receiving visits 36%

Monitoring visits to individuals who reported suicide attempts 145

Percentage of enrolled individuals who reported suicide attempts receiving visits 69%

Monitoring visits related to psychosocial risk 2,073

Monitoring visits for housing problems related to healthy housing. 39,635
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Graphs 1&2: Infant and Child Mortality Trends
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localities with low strategy development (Graphs 7,

8).

However, as shown in the case study (see Case

Study), several of the challenges faced by CPHC

with respect to the improvement of performance,

financial sustainability, community participation,

and intersectoral action, among others, were not be

solved adequately.

Conclusions
This experience demonstrates that even in ad-

verse contexts such as the one in Colombia, gov-

ernments committed to health rights and equity can

make positive responses to the needs of the popula-

tion and, in particular, to those living in underprivi-

leged socioeconomic conditions. The health policy

and the CPHC strategy developed in Bogota ap-

pears to have contributed to the comprehensiveness

and coordination of individual and collective ac-

tions in the public sector, making better use of re-

sources, and improving health conditions and

health equity. However, these policies did not in-

volve the entire health system, were not carried out

Blue line: Neonatal deaths/1000 live births. Black line:trend in neo-
natal mortality. Pink line: % coverage in Health at Home program

Blue line: Child deaths/1000 live births. Black line:trend in child
mortality. Pink line: % coverage in Health at Home program

Blue line: Pneumonia deaths/1000 live births. Black line:trend in
pneumonia mortality. Pink line: % coverage in Health at Home

Blue line: ADD deaths/1000 live births. Black line:trend in ADD
mortality. Pink line: % coverage in Health at Home
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Infant Mortality

Rate per
1000 LB

2000

Rate per
1000 LB

2001

Rate per
1000 LB

2002

Rate per
1000 LB

2003

Rate per
1000 LB

2004

Rate per
1000 LB

2005

Rate per
1000 LB

2006

LOW COVERAGE 18.69 17.82 16.10 16.34 16.49 16.23 13.55

MIDIUM COVERAGE 20.78 18.03 14.32 14.98 15.78 15.45 13.91

HIGH COVERAGE 15.95 14.37 13.63 12.63 13.67 12.60 12.50

RATE DIFFERENCE 2.74 3.45 2.46 3.71 2.83 3.63 1.05

RATE RATIO 1.17 1.24 1.18 1.29 1.21 1.29 1.08

Post neonatal
Mortality

Rate per
1000 LB

2000

Rate per
1000 LB

2001

Rate per
1000 LB

2002

Rate per
1000 LB

2003

Rate per
1000 LB

2004

Rate per
1000 LB

2005

Rate per
1000 LB

2006

LOW COVERAGE 6.86 6.54 5.74 6.05 6.40 5.66 4.98

MEDIUM COVERAGE 7.05 7.38 5.47 6.48 6.41 6.66 5.54

HIGH COVERAGE 5.80 5.10 5.33 4.27 4.47 4.21 4.43

RATE DIFFERENCE 1.06 1.44 0.41 1.78 1.93 1.45 0.55

RATE RATIO 1.18 1.28 1.08 1.42 1.43 1.35 1.12

Pneumonia Re-
lated Mortality in

< 5 years

Rate per
10000 < 5

years 2000

Rate per
10000 < 5

years 2001

Rate per
10000 < 5

years 2002

Rate per
10000 < 5

years 2003

Rate per
10000 < 5

years 2004

Rate per
10000 < 5

years 2005

Rate per
10000 < 5

years 2006

LOW COVERAGE 4.18 3.30 2.11 2.01 2.73 1.91 1.55

MEDIUM COVERAGE 3.84 3.53 2.32 2.44 2.70 2.32 1.78

HIGH COVERAGE 2.71 2.83 1.87 1.78 1.63 1.83 0.84

RATE DIFFERENCE 1.47 0.47 0.24 0.24 1.10 0.08 0.71

RATE RATIO 1.54 1.16 1.13 1.13 1.67 1.04 1.85

ADD related Mor-
tality in < 5 years

Rate per
10000 < 5

years 2000

Rate per
10000 < 5

years 2001

Rate per
10000 < 5

years 2002

Rate per
10000 < 5

years 2003

Rate per
10000 < 5

years 2004

Rate per
10000 < 5

years 2005

Rate per
10000 < 5

years 2006

LOW COVERAGE 1.03 0.79 0.54 0.48 0.54 0.27 0.15

MEDIUM COVERAGE 0.87 0.52 1.08 0.57 0.71 0.31 0.23

HIGH COVERAGE 0.77 0.74 0.37 0.55 0.34 0.09 0.18

RATE DIFFERENCE 0.26 0.05 0.17 -0.07 0.20 0.18 -0.03

RATE RATIO 1.34 1.07 1.45 0.88 1.57 3.08 0.84

in large areas of the city, and did not reach the re-

quired dimensions.

Neither insurers nor an important number of

providers could be engaged in the program. Coor-

dination with the private sector was almost non-

existent. Community and family counseling were

clearly weak, probably due to deficiencies in labor

policies and human resources training. Community

participation was still organized by the rules of

individual institutions and health market rational-

ity. Intersectoral action was not broadened and

deepened as desired. And there were other prob-

lems. Together they suggest that the national po-

litical context prevented a much firmer and sus-

tained development of the local health policy and

the PHC approach which was adopted.

The results of this experience also suggest that

in order to be consistent with the goal of guarantee-

ing health rights and equity, it is not possible to

work within the current framework of the Social

TABLE 3: MORTALITY RATES STRATIFIED BY LEVEL OF COVERAGE IN
HEALTH AT HOME PROGRAM
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Security System. A strategy to profoundly trans-

form the system is needed. Under these circum-

stances, a combination of actions both from within

and without the system must create the necessary

force for such a radical transformation. The danger

for alternative governments in Colombia is that

they become administrators of the Social Security

System and, in doing so, focus their energies on the

needs of the system and its supporters.
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