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The human right to health means that health services should be available to everyone. According
to the literature data, the availability of medical services is associated with the level and quality of pri-
mary health care. As it was announced in 1978 at WHO conference — organization of primary health
care is a key aspect of the health system.

For the assessment of the health situation in Algeria, we analyzed data from the literature, the
WHO data, and the results of studies in different institutions.

Based on the WHO guidelines, Algeria had gradually and constantly developed primary health
care facilities and trained medical staff. The assessment of progress is made on the health criteria
of the population and the health development in Algeria: the crude death rate and infant mortality rate,
population per medical institution and per doctor

Health facilities at the primary health care system are represented by the polyclinics and the
care units. The number of primary health facilities had grown rapidly during the last forty years, from
1402 to 5484 care units and from 106 to 1627 polyclinics; the number of available hospital’s beds has
evolved from 43404 to 63212 beds, while the population increased from 16,370,000 to 39,500,000
inhabitants. During the same period, the number of inhabitants per clinic increased from 140,000
to 20,000 people. One care unit serves about 7,000 people, the number of inhabitants per doctor de-
creased from 6000 to 600 inhabitants. Population health criteria shows the decline in infant mortality
from 80 per 1,000 in 1984 to 46.8 per 1,000 in 1990 due to special programs for maternal and child
health care and the expanded vaccination. The average life expectancy of the inhabitants of Algeria
in 2014 reached the level of 77.2 years.
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Primary health care became in 1978 one of the key policies of WHO with the
adoption of the Declaration of Alma-Ata, but there are differences in how to apply the
WHO guidelines because each country is characterized by its own economic condi-
tions and sociocultural and political characteristics. We are interested in our article to
highlight primary health care in Algeria.
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“Algeria is a vast country, where, in a very short time, we can move from the coast
to the desert, passing through the mountainous regions and the highlands, with everything
that implies as a difference in the morphology of the area, in the type of climate, and eve-
rything that entails as differential behaviour of individuals and groups” [2].

Just after independence, Algeria had less than 500 physicians to cover a population
of 10.5 million. Health indicators at that time were characterized by high infant mortality
180 per thousand, a life expectancy was less than 50 years and major endemic communi-
cable diseases, a magnitude unequalled, responsible for major causes of death and
disability [1; 11].

In 1974 in Algeria free care in public health facilities to enable the majority of the
population to enjoy the benefits of prevention and care of modern medicine was intro-
duced. There was the creation of the health sector that around a hospital with a network
of extra-hospital facilities (clinics, health centers, care units) supports the health needs
of a population. Through those primary health care facilities, the population has access
to general medical consultations, and sometimes specialized, be oriented in case of neces-
sity to a hospital, finally, enjoy free all preventive care (vaccinations, contraception) [5].

In Algeria, despite tangible success in improving the population's health status, and
where life expectancy exceeds 70 years, the health system is completely outdated and un-
suited to the current needs of the Algerian population:

¢ preventive medicine is neglected;

¢ there are disparities in primary health care in different parts of the country;

¢ gaps in services are often due to a malfunction of the organization of the health
system, even when the necessary inputs are provided and sufficient financial support;

¢ basic health facilities exist but sometimes without qualified medical staff.

Overview of the organisation of the Algerian primary health care and health
criteria: after an analysis of different bibliographic resources and official data from
the Algerian Ministry of Health and the Algerian statistical office, we present some crite-
ria that show the evolution of the primary care system in Algeria.

The number of primary health facilities had grown rapidly during the last forty
years, from 1402 to 2574 care units and from 106 to 1627 polyclinics; the number of
available hospital’s beds has evolved from 43404 to 63212 beds, while the population
increased from 16,370,000 to 39,500,000 inhabitants. This development has undergone
some changes. During the years 1980 to 1986 there was a massive importation of medical
technology with rapid expansion of the supply of care [7]. The beginning of the 90s had
been marked by the priority given to the construction of hospitals at the expense of small
infrastructure (polyclinics and health centers) and therefore it had been given priority
to the curative system at the expense of the preventive system [8] (tab. 1).

As we can see in the board above the number of health facilities has increased very
rapidly especially for polyclinics and treatment room. This increase is much more marked
these last ten years, with over 200% of new polyclinics. The number of treatment rooms
followed a continuous ascent but there is a slight decline in the 90s for reasons of security
troubles and after improvement of the situation the curve resumed its ascent. The number
of hospitals has also increased but this increase was only around 8% over the last twenty
years [12].
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Table 1
Evolution of health facilities in Algeria

Health Year
facilities
1974 1978 1982 1986 1991 1995 1999 2003 2008 2013
Hospitals 143 185 196 238 263 251 261 275 264 283
Polyclinics 106 162 228 359 445 471 482 516 1419 | 1627
Care units 1402 | 1364 | 1660 | 2574 | 3618 | 4174 | 3851 4412 | 5077 | 5484
Total 1651 1711 2084 | 3171 4326 | 4896 | 4594 | 5203 | 6760 | 7394

The multidimensional crisis that occurred in the late 1990s had resulted in a signifi-
cant withdrawal of the State for the financing of health. The lack of operating funds and
equipment allocated to the health sector had been reflected primarily on community-
acquired facilities therefore in the level of performance of the national health program [3].
A more sustained investment is needed to improve the effectiveness of primary health
care.

It was during the years 1990—2000 that appeared the rise of private health care
[10], the number of private health care facilities was 398 clinics in 2013.

Chart 1 shows three important periods. The first period from 1974 until the late 80's
characterized by very strong growth, then came the second period of stagnation due to
the security disorder period in Algeria in the 90s and the third period in the 2000s after
the improvement of safe & economic condition (chart 1).
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Chart 1. Rates of inhabitants for 01 polyclinic in Algeria

In charts 2 we found virtually the same dynamic that graph 2 only the third period
is not as obvious and it is due to a lack of efficiency in the Algerian health system
(chart 2).
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Chart 2. Rates of inhabitants for 01 care unit in Algeria

Charts 1 and 2 show clearly the progress achieved in the supply of first care to the
population [9]. The total of the facilities for primary health care seems sufficient, how-
ever, their spreading, their staffing personnel and equipment and as a result, the benefits
they provide to people, present disparities [8]. Inequalities in the distribution of medical
specialists exist; some parts of the country do not have public health specialists in vital
areas (pediatrics, gynecology obstetrics, general surgery and cardiology) [3]. Health sys-
tems today face multiple challenges including the resources to fund this type of health
care facilities.

A new health organization was established in May 2007 with objectives to plan and
organize the provision of care and modernize facilities. The missions of the various cur-
rent primary care facilities are: Hospital Public Establishment (EPH) supports — organi-
zation, programming of curative care, diagnostic, medical rehabilitation and hospitaliza-
tion; implementation of national health programs; hygiene and sanitation; professional
improvement of the medical staff. Medical public establishment of proximity (EPSP) —
it's all polyclinics and care units whose missions are: the polyclinic is a hospital extra
facilities that provide general medical activities; dental care activities; nursing care; medi-
cal and surgical emergencies; prevention and diagnosis. The care unit is a nursing unit
closest to the citizen and provides general medical activities, nursing and prevention
activities.

Sustained growth and significant numbers of physicians all specialties combined
is recorded, ensuring a satisfactory rate of inhabitants for 1 physician (chart 3). But ine-
qualities in the distribution of medical specialists exist, a large proportion of health dis-
tricts and even regions have no public health specialists in such vital areas as paediatrics;
obstetrics and gynaecology; general surgery and cardiology. For example in 2001 there
has been a national average of 3,000 inhabitants for 1 medical specialist but this ratio var-
ies from 1 medical specialist for 860 inhabitants in the city of Algiers to 17800 inhabi-
tants for 1 medical specialist in the city of Tissemsilt (located 210 km from Algiers) [10].
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Chart 3. Rates of inhabitants for 01 physician in Algeria

Qualitatively, despite the will of “rebalancing” regularly affirmed, rural areas are
generally very disadvantaged even in the most intensely covered areas, the presence of
health centers or care units is not enough to ensure reasonable access to care, because
of the lack (or instability) of qualified personnel, shortages of materials or drugs, etc.
To really appreciate the offer of care in terms of “human resources”, it should examine
in detail the distribution of all health professionals and especially the actual modalities
of integration of respective competences at the various types of facilities this would
probably show inconsistencies [4].

An analysis of official data on different health criteria allowed us to show the evo-
lution of the population's health condition. It shows a positive growth in the last forty
years (chart 4).
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Chart 4. Evolution of health criteria: crude death rate
and infant mortality rate in Algeria
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The crude death rate fell from 10,7%o to 4,44%o; there is a rapid regression at the
beginning which can be explained by the introduction of free medicine and the raising
of the socio-economic level of the population then, a slight decrease of the curve during
1990s and finally a resumption of the decline in the rate of mortality gross but very weak
to stagnate around 4,4%eo.

The infant mortality rate decreased significantly, estimated at 80%o0 in 1984, it fell
to 46,8%o in 1990. It is due to national programs for the protection of mother and child,
which include: the Expanded Immunization Program, the program against children diar-
rheal diseases, the program against the child respiratory disease, the maternal and new-
born mortality rehabilitation program, the nutrition program, the program against the
Acute Rheumatic and the accident prevention program. The objective of the expanded
immunization program is to get the regression or disappearance of six infectious diseases:
Tuberculosis, Diphtheria, Tetanus, Whooping cough, Polio, Measles [6]. The infant mor-
tality rate remains alarming but the trend is towards the regression, after a rate that
gravitated around 50%o in the 90 and even 54,8%o in 1995, the level quickly regressed
to 22%o in 2014. This decrease is mainly due to the significant decline in post neonatal
mortality and can be explained by the efforts made in the field of child health focused
mainly on reducing external causes such as infectious diseases, hygiene and feeding
conditions, etc. (chart 5).
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Chart 5. Evolution of health criteria: life expectancy at birth in Algeria

The curve of life expectancy at birth looks like it grew exponentially but thorough
and detailed study shows differences in this evolution. Initially, the curve of life expec-
tancy is progressing rapidly, in relation to the development of the country, the improve-
ment of the living standard and health care offerings, but this curve has declined in the
1990s due to the security situation in the country, and then life expectancy resumes its
progress to its current level of 77,2 years.

Conclusion: all available indicators point to an undeniable and steady improvement
in the general state of health of the Algerian population in recent decades. In last forty
years, life expectancy increased by 40% and the rate of infant mortality was divided
by 4%. During the same period the number of inhabitants per doctor was divided by ten
and the number of inhabitants per polyclinic was divided by six. The Algerian health
system still faces challenges such as demographic and socio-economic country devel-
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opment. This socio-cultural and geographical disparity shows the difficulty of imposing
a single model of primary health care in the country. Various actions have been initiated,
but not all aspects of the various components of the health system had taken into account.
We believe that improving the primary care system is needed. The increased expectation
of life means more chronic diseases than before, such as heart diseases, diabetes, cancer,
etc. For this, basic health infrastructure should be flexible and adjusted to different
contexts. It’s necessary that people have available medical facilities; the need for chronic
diseases prevention programs, early detection of diseases so that patients receive treat-
ment early and avoid costly care.
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PA3BUTUE NEPBUYHON
MEAUKO-CAHUTAPHOM NOMOLLMU B AJDKUPE

Cuan Moxamen 9an-Xaou6 [nxu, JI.A. Kuua,
A.B. TagxkueBa

Poccuiickuil yHuBepcuteT apyx0b! Hapo1oB, Mocksa, Poccus

[IpaBo 4enoBeKa Ha OXpaHy 3I0POBbsI O3HAYACT, YTO MEAUIIMHCKHIE YCIYTH JOJLKHBI ObITh JIOCTYITHBI

JJI1 BCEX. I[OCTyHHOCTI) MCIWUIMHCKHUX YCJIIYT' aBTOPBI CTaTbU CBA3BIBAIOT C YPOBHEM M KQYCCTBOM Pa3BUTHUA
HepBI/I‘{HOfI Me}II/IKO-CaHI/ITapHOfl IIOMOIIH. OpFaHI/ISaHI/IH OKasaHus HCpBH‘{HOfI MC)IHKO-CaHI/ITapHOfI
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TIOMOIIH SIBISICTCS KIIFOYEBEIM MOMEHTOM CHCTEMBI 3/1paBooXpaHeHns. OO 3TOM BIepBEIe OBUIO 3asBICHO
B 1978 r. Ha KOH(epeHIIH, OpraHI30BaHHON BeeMupHO opranmsarmeit 3apaBooxpanenus (BO3).

JI1s1 OIIeHOK CHTyalyy B 3[paBOOXPaHEHHN AJDKHpa OBUTH ITOJBEPTHYTHl aHAJIM3Y MCTOYHUKH JIH-
TepaTypsl, taHHbIe BO3, pe3ynbTaTsl HCCITeIOBaHNH B Pa3HBIX HHCTUTYTAX.

OCHOBBIBAsICh Ha IPOTpaMMHEIX JJoKyMeHTax BO3, B Amkunpckoii PecryOnmke octeneHHo 1 Ha-
CTOWYMBO Pa3BHBANN YUPEKICHNS IEPBUYHON MEINKO-CAaHUTAPHOH MOMOIIY, TOTOBMITM MEIUIIHCKHI
niepcoHas1. OIEHKN JOCTHTHYTHIX YCIIEXOB OTPAXKCHBI B KPUTEPHUSIX 3MOPOBBS HACETICHHS M PasBHUTHS 371pa-
BOOXpaHeHHs B Aipkupe. [IpeacTaBieHs! MoKa3aTell pOXKIaeMOCTH, MIIaIcHIECKOH CMEPTHOCTH, KOJIFYECT-
BO HAaCEJICHNS Ha MEANIMHCKOE YUPEXKICHIE, Ha OHOTO BpaJa.

WHppacTpykTypy 3ApaBOOXpaHEHNS Ha YPOBHE NMEPBIYHON MEIUKO-CAHUTAPHON ITOMOIIH IIPEICTAB-
JSTIOT MEANIMHCKHE LEHTPHI U TOIUKIMHUKA. BEICTPRIMU TeMmaMi Ha npoTspkeHHH 40 JIeT CTPOMIIHNCE
MEIULMHCKUE YUPEXKICHHUS, YHCIIO KOTOPBIX yBenuumnock ¢ 1402 no 5484, n3 Hux noaukiauHuk — 106
1o 1627, rocnutanbHEIX KOeK — OT 43 404 1o 63 212, OTHOCHTENBHO TOTO, YTO YHCICHHOCTh HACEJICHHUS
Bozpocia ¢ 16 370 000 mo 39 500 000 wenoBek. 3a ATOT e NEPHOJ KOJIMYECTBO JKUTEIEH Ha O/IHY T10-
JUKIAHAKY yMeHbImIochk ¢ 140 000 no 20 000 ger., ofMH MEANIMHCKHI LEHTP OOCIYKHUBAET OKOJIO
7000 yenoBek, KOJTMYECTBO JKUTENEH Ha OHOTO Bpaya ymeHsumiock ¢ 6000 no 600 yenosek. Yto kaca-
eTCsl Ka4eCTBEHHBIX IOKa3aTelel 37J0poBbs, TO CIEAYeT MOAYCPKHYTh CHIDKCHHE MIIaJICHIeCKOH cMepT-
Hoctu ¢ 80 Ha 1000 B 1984 r. 1o 46,8 na 1000 B 1990 r., BcaencTBUe CreNUaIbHBIX IPOTPAMM OXpPaHbI
MaTepHHCTBA W ACTCTBA, PACIINPEHHON UMMyHH3auy. CpeaHsst MPOJOJDKATEIBHOCTD )KU3HA JKUTENeH
Amxupa x 2014 r. gocturna ypoBHs 77,2 nerT.

KmoueBrble ciioBa: TNIEpBUYIHAA MCUKO-CaHUTApHAas MMOMOIb, MCAUIIMHCKUC YUPCIKIACHUS, TTOJTUKITH-
HHKH, ITOKa3aTC/In 30POBbA, KOB(b(i)I/IHI/IeHT MJ'Ia)IeH‘leCKOf/'I CMCPTHOCTH; CPCAHSASA MPOAOJIKUTCIIBHOCTD
KU3HU
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