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Introduction
 

The relationship between health care and socioeconomic
 

development is a complex one. 
 Standards of health directly and
 

indirectly affect the rate of development; at the same time good 
health care itself is a major objective of the development 

process*
 

It is a comqonplace today to that whatsay the developing 

countries need is a greeater emphasis on preventive as opposed
 
to curative medicine, But the problem is riore difficult than that. 

For a start the relationship between even preventive measu-es and 
socioeconomic change ben-, researchcd.has little Then, curative 

services cannot be ignored 
- a demand for such services has been
 

created and there is now no returning to earlier stages of medic-.
 
al development. And the existing delivery system for both curative
 

and preventive services is little adapted to the needs of poor
 

countries. 
 It is to the examination and reform of these systems
 
and their relationship to economic development that this paper
 

is primarily addressed.
 

(There are of course factors affecting health apart from
 
medical services. These are not ignored, but thi! primary attenion
 

of this paper is on medical services - on which government in
 
developing countries spend, on average, 8 to 16% of their budgets
 

[W.H.O. 1968, p. 933 o To keep the paper to a manageable length 
also the question of medical measures for population control is
 

not discussed as they are , an adjunct to more important 



economic, social, and cultural measures in this area).
 



SECTION 1: THE TPvA NSFE.;R OF WESTERN MODELS OF 
MEDICIN .
 



For a long time, those.concerned-with health in develop­

ing countries regarded their major task as simply the application
 

of the maximum amount of Western resources and personel to trop­

ical medical problens. Their aim was first to assist indigenous 

peoplss and eventually to educate numbers of them to carry out, 

on their own, the medical practices and techniques originally
 

develonod in the West. The more enlightened of the medical
 

profession recognised that attitudes to health among indigenous
 

people were an integral Dart of their life-style and beliefs:
 

these were not "irrational" prejudices to be broken down but rather
 

an effort had to be made to understand the recipient culture so 

that modern medical Dractices could be made acceptable to it.
 

O-picer p. 3-10] it 3s only in very recenr UiNr.s, however, rhar
 

sections of the Western medical profession have begun to realise
 

how culture-bound is our own system of medicine and how ethno­

centric are our own beliefs as to what constitutes "good" or
 

"bad" medical practice. [Foster p. 166-Il0
 

The Western model of medical care developed in response
 

to particular social , economic, technological and epidemiolog­

ical factors in Western societies. Not only has medical research
 

been directed to problems and areas most relevant to the needs
 

of industrialized countries, but the new techniques which
 

medical research has provided are geared to a society with
 

levels of consumption, degrees of literacy, capital-labour
 

ratios, and cultural norms very different from those in develop­

ing countries. The health delivery system is based on the
 



individual doctor-nat.ent relationshi and has filled a particular 

need for sections of our own'society, bu.t has often been found
 

wanting for the poor and disadvantaged)even in industrialised
 

countrios-which raisetr immediate doubts as to its-relevance
 

else here, Decision-mnking; structures on medical care are often
 

of an info,'iral rniauY:e. Again, these were sufficieni when the 

health sector used up only a small fraction of the national 

resources; but in recent years, even Westaern countries have had 

to re-.nxamie both the division of resources between the health 

sector and other sectors and the methods by which resources are
 

allocated within the health sector itself, Developing countries 

can afford waste even lo'ss than can industrial ones. The lack 

of "fit" of the Wes'tern model of medicine into the cultures of 

develoning countries is accentuated by the adoption, by most of 

those countries, of economic development as an overriding nation­

al goal - a goal which has had little role in the development of
 

medical care systems outside the Communist countries.
 

The remainder of this section will explore in greatet dr.
 

detail the relevance of Western patterns of medicine to develop­

ing countries, especially as regards a) biomedical technology,
 

b) the organisation of health delivery systems, and c) techniques
 

for the allocation of resources to different health activities.
 
r trrd
 

The ' section of the paper will return to this theme and
 

discuss modles and institutions better fitted to strengthen the
 

links between medical care and economic develoDment, and some
 

attempts in newly independent countries to introduce new
 



institutions and some obstacles to their acceptance.
 

a) Biomnica b ,­v
 

It ic widely believed that there are at our disposal the 
medical mcans cureto the world's ills, and that all that is
 
lacking is the will and 
 the money to them.apply McDermot-tO1966C 
has pointed out that this is not so. For many of the most impo:t­
ant diseases occurring in developing countries we have no specific 
decisive preventive or curative measures.
 

Some diseases have never 
been major problens in the West.
 
Medical tochnolgy does yet
not exist for the elirminatiorn of
 
hookwonn, 
 or liver fluke from South East Asia, or sch!tosiniasis 

endemic in the Middle East and elsewhere. 

oru-y hrcd n induare he WCi w5 ivui.wjnALu 

or greatly reduced in industrialised societies ithout fulla 

understanding 
 of thcir aetiolo-y or therapy - what M"IrcDeott
 
tens an "historic bypass" 1964 
 p. 664J. This applies in
 
particular to the pneumonia-diarrhoea complex of early child­
hood. 
This is the major killer of infants in developing countries, 
and, at the beginning of this century, was 
the major cause of 
infant mortality in such industrialised cities as New York. The
 
pneumonia is caused usually by a virus; 
in the case of the diar­
rhoea no narticular organism can be identified as the major or 
single cause 
- thus in most cases, there is no decisive antibiotic
 
theraoy that can be anplied. In Western societies, the incidence
 
of infantile pneumonia and diarrhoea has fallen with higher
 



living standards, better nutrition and improved sanitation 
but we do not know the specific reaton for -the decline, nor 

whether there is any method of transferring it without the 

gener.al improve:en in socioeconomic conditio.s.b~cDermott 

1966 p. 138-.1-43 

However oven when there is no gar in biomedical, tech. 

nology, the techniques that have been cleveloped are ofton too 

exnensive to etnD].y in develtpin; col'r.triles. Medical research 

has not been as con tconncio%12 as industrial researcho Medical. 

services hla.ve bc~n providetd on a co.t ,plus basifi and the attitt-cl 

hns been that no price is too high for sood health - until the 

enormous increase in medical costs recently has caused question­

ing even in the United State ;. Research in the medical area 

the words of the report of the Secretary Advisory Comnrittee on 

Hospital Effectiveness "it keeps creating ncw things to do, 1-­

instead of just nc.w ways to do things.0 cited. by Field 1969]. 

Furthermore, the vast bulk of medical research has been
 

directed into producing a technology which can be applied
 

through the patient-doctor relationship by the individual practi­

tioner. Research into forms of health care that can be applied 

cheanly to large nunbers by non-po personnel has been 

largely neglected,
 

As in other fields, what is needed is an "intermediate
 

technology" appropriate to the economic level and resource
 

structure of developing countries. Thus we have devised a
 

http:gener.al


technology of detection, therapy, and prevention of tuberculosis
 

which has virtually eliminated that disease in industrialised
 

countries - but it is of little use in a country where the total
 

sum available for medical care and administration is less than
 

one dollar per head per annu. The systematic search for an
 
ar AI 

internediate technology in tondicine has ]begun. 

An advanced and comilex medical technology has had as its 

concomitant a highly differentiated and specialised medical 

profession. In wealthy countries, both the technology and the 

specialisation hal1arisen in resnonse to the demand for more 

sophisticated medical services (though there is obviously a 

lot of feedback - technology influenccs demand). In developing 

countries, there is a similar trend towards spocialisation with­

in th& medical vrofession, for which technoiogy providao a 

justification but which is divorced from the economic demands
 

of the society in which the health system is embedded, and 

hampers the process of meeting these demands.
 

b) Health Deliverj tems 

Modern medicine is firmly based on the individual doctor­

patient relationship: on individual natient care by a physician
 

or a small team under the direction of a physician. This system
 

developed naturally from the traditional medical system * .i.n whih
 

technology had little to offer, and the relief afforded the
 

patient relied largely on his relationship with the doctor. As
 

income Levels rose and snecific cures were founm for many
 

individual diseases this new technology was introduced into the
 



relationship.
 

It is important to note that this is a system which
 

depends heavily not only on the individual practitioner, but
 

also on the actions of the individual patient. It is the individ­

ual who decides when he is "sick." 
 It is the individual who
 

decides whether to try patent remedies or traditional cures,or
 

to seek medical advice. Finally, it is the individual who
 

decides whether to follow the physician's directions and 
consume
 

his nostrums. Thus to work efficently, the system requires a
 

literate popul.ation with some sophistication about disease and
 

some faith in the medical profession.
 

With increasingly complex technology, the doctor-patient
 

relationship has been modified but 
even if the patient is now
 

treated by a different specialist for each complaint, or is in
 

a hospital, the basic pattern of the provision of clinically
 

decisive medical services by the individual doctor (or by others
 

under his personal supervision) in conformity to the specific
 

needs of the individual patient, has been maintained. The ,
 

World Health Organisation in 1964 classified current medical
 

expenditures in a number of countries into three categories:
 

training and research; environmental public health servies
 

(control of food and water supplies, vector control, santitation);
 

and personal health care. 
 In both Sweden and the U.S., the per­

centage devoted to personai health care was a little over
 

96%. [Btesh p. 42J.
 

This same pattern of medical care 
- though often delivered
 



by a medical assistant or other subprofessional in a health 

centre 
- is the dominant one in developing countries. Figures,
 

from the same survey, for Chile and Ceylon show 90% and 94.4% 

respectively of health expenditure allotted to personal health 

care0 There has of course for centuries been a traditional
 

relationship bctifeen the villager and the indigenous healer, 

but the new system is not developing from this one but is being 

iet downside by side with it, and is often undermining it. This 

does not mean that all delivery systems throughout the develop­

ing world are the same as those in the West, or even that all 

Western ones are the sawe Lsoa Abet-Smith-_4 But the.;! central 

one.-to-ono doctor-Datient relationship has been retained as the 

means of delivery, even when)as in the L d cls~it has been 

largeiy separated from its original rationale of providing 

comfort and psychological supnort. Further, it has been re­

tairied even though it is clear that the medical and economic 

environments are ill-suited to the system. As outlined above,
 

for many of the diseases in developing countries, there are-no
 

clinically decisive treatments available, there is an urgent
 

need for preventive as opposed to curative medicine, numerous
 

comimunicable diseases require primary emphasis to be placed
 

on environmental control, the population is for the most part
 

rural and poorly educated, and economic considerations mean that
 

a system of individual patient care cannot provide high stand­

ards of care to more than a small proportion of the people.
 

What has been said here about the doctor-patient.
 



relationship applies also to the instituitions that have grown
 

around it. The hospital, as it developed, accommodated its
 

practiis partly to meet the needs of physicians and specialists 

associated with it, and partly to provide the best possible 

care to the individual patient once he had been admitted to 

it. It concentrated on the productive rather than on the dis­

tributive aspects of health care, and was not prlimarily concorn­

ed with the overall health pattern of the conmunity around it. 

"Most hospitals today have no knowlledge of community-based health 

indices,, no particular concern for how well the cora.munity is 

doing. No one is assigned responi;ibility for knowing; no one 

seems to care. It is almost a:n if hospital officiaLs expect 

the people to serve the hospitals (by creating a flow of patients)
 

rather than the hospirals to serve the people; only their worthy 

motives keep hos;oitals above suspicion." ESigmond, p. 10 J. 
It is perhaps as well to insist at this stage that it Is 

not suggested that individual patient care has no place in dei­

eloping countries - peoples' expectations have been awakened
 

and cannot be neglected, and some services such as surgery can
 

only be met on an individual basis. Furthermore, experts in
 

industrialised societies must be careful not to suggest a
 

system of second rate medicine for the peonles of developing
 

ones. Some economics-oriented writers skirt dangerously near
 

to the attitude which a pre-Revolution Russian doctor, Mitskevich,
 

attributed to the Russian nobility and gentry whom (he said)
 

thought that "the peasant Muzhik is not accustomed to, and
 



does not need scientific medical assistance, his diseases are
 

I"simple" and for this a feldcher (ntedical assistant) is enough
 

a physician treats the nastors, and a peasant is treated by a
 

feldsher." ield, 1967 P.48.
 

What is su-,.;osted horaon the otherhand, is that the 

applicatoi; of hte):n modelc has too often resulted Jn a system 

where a small proport:*i.on of the population receives first-rate 

medical caixe by special.ist. in the diseses oi the urban rich, 

and the rest of the population reci.vo four'th,.rate medical 

care or..none at all, The applicas-ion of mc.dical technology 

in diffcrent %,Iays could reisult in a deliveory sysiciit geared to 

the problem , of the country, its econo'Mic resouirces, and the 

goal of econom.c doveloprifent,, 

t~L L~b C. LL I=CA.L LA UZJ.LAV;-.J.y OyQV,%IIt' LIIjJ..L=O 

of course a misfit in other portions of the health sector which 

are gearod to tho inaippr_"opriate SystelU1 and in particular, a 

misfit in medical education and medical research. We shall 

discuss these in the following sections as well as alternative
 

formulationsof the physician's role. But it might be mentioned
 

here that there is Derhaps also a "misfit" in medical morality.
 

Medical morality has always emphasised the doctor's responsibil­

ity to do his utmost for the individual patient. Doctors will
 

acquiese to new patterns of medical care only when they acknow­

ledge that they have an equal resnonsibility for lowering infant
 

mortality rates and similar indices of the ill-health of commun­

ities as a whole. This new ethical code has been termed by
 

http:proport:*i.on
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Waddington, "statistical morality." The realisation that the
 

medical good of the bulk of m-ankind can best be furthered by
 

concentration on influencing ,iuch statistical parameters as
 

infant moalit-yq and not on personal relationships may be the 

necessary mioial basis for effective medicine in the "Third orld." 

There are in industr-.al.i,;cd counttries (outside Eastern 

Europe) at ].east two pTattern. of decision,-making in the health 

sector, One thing; they have in commo is their relative useless­

ness as a model for dt(velop.ing, countries. 

In the Uni.t.cd3 LS -es3 rugged individualism has been the 

underlying philo<'ophy - each sri:all unit has made its own decisions 

in accord with its own goals, and rarely have there Been coordin­

ating bodies with over. re-snonsib].i ty for com-munity health ­

though this overall nattern is beginning to change. In Europe, 

there has been much greater public control of hoalth services 

and public owne-rship of health facilities dating back to the 

philosophy that the community was responsible for the medical
 

care of the poor. Public ownership has necessitated more central­

ised decision-making in some health areas (and of course in some
 

countries grew into a National Health Service) but the decision­

making processes have not been integrated into the overall
 

economy, except occasionally as politics demanded. Nor have
 

they .been much influenced until very recently by systems analysis
 

or cost-benefit analysis - no nrice is too high for good health.
 

Eurooean colonisers introduced the Euronean system of
 



salaried physicians in hosDitals and dispensaries into their 

dependencies, at first for the benefit of the colonists them­

selves and later for the indigenous peoples. "The physicians 

were paid by salary. These sei'vices were supplemented in some 

countries (eg Indici) by indigenous charitable effort and in all 

countries by mc:dical missiona .ies. Thus the low income count-rice 

have dcve]oped a high proportion of publicly owned hospi.tals and 

salaried Dhysicians. " Ebe 1-Smith p. 3j. Hoeve athough 

there was public control, Wosten countries had little to offer 

in the technology of decision-making. Centralised control is 

not sufficient for the formulation of rational policy and indeed 

a high degree of contr:ol may be unnecnssary (or a hindrance) if 

the ri-ght Etructuu.res exist lt a regional level. Decision making 

is discussed at length in Section 111 but it is of interest to 

.note here that, with the recent upsurge of interest in, and 

education for, health planning in the U.S., many educators have 

had to turn for direction to the work done for developinn 

countries. 

A Prnliminarv Model 

This outline of problems suggests a model which might 

assist consideration of changes in the health sector. The
 

medical care system is a sub-system of society as a whole - a
 

sub-system which is essential to the maintenance of society and
 

which can play an iMoortant role in its evolution.' Society
 

provides certain inouts into the system - economic resources,
 

personnel, and "political" support. (By political support, we
 



mean that society acknowledges that #,ctors in the health sub­

system legitiately may make a the decisions on questions of 

skickness arid health.) It also obviously makes demands on the 

health sub-system for service. The output of the sub-system
 

are these services and demands for resources. These inputs and
 

outputs are of course interrelated e.g. it is becoming evident 

npw that not only does'a greater demand for services from the 

health sector result in a greater demand by the sector for
 

resource input. but also that a greater suoply of resource inputs
 

into the sector, once society becomes aware of the extent of the
 

drain on its resources-as haipened in the United States in the
 

past few years - results in demands for more services or a 

diffegent form of services.
 

The sub-system has its own self-regulatory mechantsm. 

The demand of society are interpreted and fed into the system 

by a decision-making structure that may be formal (as in the 

Soviet Union) or informal as in the United States. An informal 

decision making process may consist merely of the sum of decisions 

of a number of interconnecting elites with particular areas of
 

responsibility and some shared basic values. This planning
 

body or informal network is responsible also for decisions
 

about the maintenance of the sub-system, i.e. about the structure
 

and content of medical education and medical research, which in
 

turn reinforce the pattern of the health delivery system.
 

It is suggested here that in many developing countries the
 

actors in the decision-making structure of the medical sub-system
 



have, by their education and training, acquired values relevant 

to the societies in which they were trained (or in which their
 

teachers wore trained) but potentially harnful to the society 

served by the health systentthese actors now control. Of course 

if there is to be change in a society, then key actors will have
 

to hold different values to the bulk of the societyls members 
-


"perfect fit" would lead to stagnation. However, the lack of o 

orientation of the majority of the medical elite tovwards the major
 

goal of the nation - economic development - has meant that the
 

changes effected in and by the health system~of developing
 

countries have had at best a random relationship to that goal*
 



SECTION 11: HEALTH AND ECONOMIC D.EVELOPMENt 



The link between health expenditures and economic devel­

opment has a relatively new, and still Very small, place in 

economic and development literature. The accumulation of capital
 

has traditionally been regarded as the main engine of economic
 

growth. However, the demonstration by Solow, Denison and others
 

that the growth of G.N.P. in the industrialised countries could
 

not be accounted for simply by increases in the quantity of
 

capital and the size of the labour force re-focussed attention
 

on technological nrogress and the "residual." M'ore recently has
 

come th6 suggestion that the traditional division between invest­

ment and consumption expenditures has confused rather than clar­

ified understanding of the causes of long-term economic growth, 

The rise of the concept of "investment in man" has led to a 

Changeci eCooaiCoiC ao1:0oach Io education aid, IS te LaXiO. fw yfAA-0, 

to medical care. 

Thus health measures are no longer regarded by most 

economists as merely services satisfying the consumption needs 

of the people. These consumption expenditures are now reconised 

as being of a special type (termed "development consumption" in 

the public health literature [W.H.O. 1967 p. 12J) which, like 

investment, leads to increased production in the future, and 

which must be integrated into national planning for economic
 

development. 

National economic planners in many countries, however, still
 

implicit -ly or explicitly take the view that the health sector
 

in the national budget can be cut down to the minimum consistent
 



with Political pressures and humanitarian feelings. A widespread
 

view persists that health expenditures hinder economic development,
 

ImproVed health measures, according to this argument, lead to a
 

higher rate of population growth which wipes out, in per capita
 

terms, any growth in total G.N.P. to which they may contribute.
 

In any, case, the contribution of health measures to total G.N.P.)
 

the argument runs, is very small because even if they result in
 

more and healthier workers the existing work force is already
 

underemployed with a marginal productivity of labour of zero, or
 

close to it.
 

It is not surprising that the above view persistsas the
 

links between imnroved medical care and economic development (and
 

population growth and economic develonment) are complex and
 

poorly understood. Ihe effects of any health measure depend on
 

a variety of other factors which interact with it; the effects
 

on economic development of a health programme denend at least in
 

part on the extent to which the programme is planned with that end
 

in view. I attempt to set out below the current state of know­

ledge on the economic effects of health expenditures in develop­

ing countries. Although this knowledge is still limited, it will
 

at least be possible to demonstrate the deficiencies in the above
 

attack on the health sector (an attack which is often heard).
 

Hopefully, a basis will also be laid for the discussion in the
 

rest of the paper of more rational health policies in the
 

developing countries.
 

The economic benefit of any individual activity which
 



which improves an individual's health is very simply measured as
 

the value of the labour product which would otherwise have been
 

lost as a result of the individual's illness or death. Unfortun­

ately, to assess the economic benefits of an entire health prog­

ramme, we cannot simply sum the effects of the individual meas­

ures. For there is a ceterib6us paribus assumption involved, 

and if fqe wish to judge an entire programme we cannot assume that 

other things are equaljas the programme will have effects through­

out the economy. As a first approximation, the effects of health 

measures are divided below into their "qualitative" and "quantit­

ative" aspects. Qualitative effects include not only changes in
 

morbidity but also changes in the outlooks and life-styles of the
 

population and other miscellaneous effects. Quantitative effects
 

are not only the changes in mortality from different diseases
 

but also the indirect short and long-run effects on age-structure
 

and DoDulation growth rates. 

Qualitative Effects 

Qualitative results of.health measures may.be seen primar­

ily in their effect on the individual worker. The following
 

changes in the labour force some obvious, some less obvious, have
 

been noted:
 

a) improved health increases the productivity of workers
 

already on the job
 

b) a decline in morbidity rates means a decrease in
 

absenteeism. This means a decline in the total labour
 

force needed for any
 



project*, a shortened period of training, and an inc6reas'e in
 

skills. Thus, the Rio Doce Valley Railroad Company in Brazil
 

during the 1940's when malaria and diarrheal diseas.es were 

endemic had a payroll three times as large as it would "norm­

ally" require in order to ensure a sufficient turnout: on any 

particular day. An anti-n'alaria campaign and the introduction 

of othe.- hcealth measures reduced requirements from 3
"--

times to 
,ther CaSeF
 

1.6 	 times the minir,,u labour force. [Perlan p. 24 Aln the 

and Southern Rhodesia, documentoPhillipines, South Africa, 

st.,!o sharp reductions in the rate of absenteeism and total 

labour requirements following anti-ma ,.rial campaigns D.inslow p. 

22-.25.
 

-t 2.f.c $in synerp I.; L, %it 

inputs, especially education. Education statistics iu developing 

countries mask a high rate of absentecism and of early drop outs, 

A child who attends school irregula rly obviously- gains little h 

benefit and many "enrolled" children do not everty acquire 

functional literacy. [Myrdal pp. 1722-9J. But even the child 

who attends fairly regularly gains very reduced benefit £fhe 

is ill and inattentive, or nartially blind or deaf. The effect, 

for example, of impained vision due to trachoma and conjunctiv­

itis on education should not be underestimated. In a study of
 
Tha, 

5 9 2Achildren between the ages of 10 and 14 (who, incidentally, 

to, suffer total of 1,863 ,diseases cIde.cts,-were found from 	a , or 

parasitic conditions) 67% were afflicted with trachoma [cited in 

Myrdal p. 16093. Approximately 65% of a sample of O-I :yar olds 

http:diseas.es


in four Ethiopian villages were found to be suffering from 

acute or subacute conjunctivitis (SPuyt et al. p, 36). Further­

more, it is being incr-as'glIy recognised that the malnourished 

child with diarrhoea. (i.e. the average child in many parts of 

the world) can suffer brain damage which results in a permanent 

mental retardation and reduced educability. _TIelsoaD ObvioucIy, 

an increase in health exp :nditures in some areas would greatly 

increase the returins friom education, 

Also a lengthening-.of life expectancy of an "educated" 

man, at whatever level, increases his productivo years and thus
 

the return on the education invested in him. To look at it 

another way, it reduces the :ate of depreciation of investment 

AM educa -on." .......... L10 o
 

(A high rDobability-of premature death or disabling illness 

also distorts optial manpower planning because of the mathematics 

of ensuring that there is 
a good chance that sufficient trained
 

men survive.
 

"Not only must more persons be trained than still survive
 
to be enmloved but also the e7.*nectc-d number of survivors 
must exceed the nuiiber renuired by the manpower plan for 
any desired probability level of obtaining the required
number. The ratio of the exnected numbec of survivors to

the required number is higher when the required numiber is
small and is 
an increasing function of the plannersidesired

probability levtl. Thus, high mortality rates make it 
desirable to train men who are exnected to be redundant
with the greatest expected redundancy in the most special­
ised skill." lseldstein p.? ). 

d) 
Imnroved health changes attitudes and motivations. A number
 

of observers CLalenbaump. 7, Muskin 1963, p. 8 regard this as
 

probably the most important causal mechanisr : high mortality
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and morbidity rates breed hopelessness while medical improvements
 

demonstrate the possibility of change and present dramatic evid­

ence of man's ability to control his environment. Unfortunately,
 

this effect has been little studied specifically though many
 

case studies have shown the imnact of health services)once accept­

ed, on community life JPaulj. Present experience at the Tufts-


Delta Ilealth Center in Mount Bayou Mississipi [Ralenbiurn p.7 

also provides evidence for the:ihportance of this mechanism in 

economic progress. 

Some authors drawing espelially on the mood changes -in 

the direction of apathy and irritability- described by lIc-.; et al 

in experimental subjects with reduced caloric intake.)have gone 

so far as to suggest that the combined effects of illness and 

malnutrition amount a "diseaseto syndrome of underdevelopment". 

This is said to be a serious obstacle to modernisation. Thus
 

Stauffer [1969j 

"Two politically significant clusters of attitudes,
each directly associated with features of the disease 
syndrome of underdevelopment, have been identified. 'One
falls under the general term "apathy". Deficient caloric
intake has been found to produce changes in "normal"
attitudes in the direction of "apathy,' and a variety of
parasitic diseases to enforce the pattern. Much of the 
lack of drive, the "laziness" and indolence, the propen­
sity to sloee, the willingness passively to accept fate,and other similar attitudes attributed to the people of 
underdeveloped societies by observers from outside, 
can

be largely Cxr.lained by these biological conditions.
In a similar fashion, a groun of attitudes best described 
by the word "irritability" is produced by these 
same
 
physical conditions. Certain behavior patterns frequent­
ly described as commonly prevalent among people living
in un6erdeveloped societies may be related; examples

include suspiciousness, quick temper, hostility, and

possibly some of the behavior that is freouently subsumed
 



24,
 

under the term "anomic". ,' Cp . 77 

If the effect on the life style of the individual is
 

indeed the most important of links between health measures and 

economic development, then clearly the lack of precision in our 

understanding this effect is 
a serious obstacle to rational
 

health planning. 

The above are the majot- qualitative effects on the labour
 

fopce that have been ascribed to health measures. One other
 

special iiase -where health measures are complementary to new land 

use- may be briefly noted. The eradication of a particular 

disease (e.g. sleeping sickness, malaria) may open up a previous­

ly uninhabitable region and increase the amount of land or minerals
 

available for production, as in Ceylon, Nepal, Mexico and else­

where. The provision of a certain standard of health services
 

may also in particular cases be required to attract experts and
 

skilled workers, whether local or foreign, to a particular region.
 

_Quantitative AsDects 

There can be little doubt that measures designed to improve
 

the health of a population cause a decline in mortality rates,
 

and at least in the short and medium-term accelerate the rate of
 

growth of population. They probably also increase birth rates
 

through their effect on maternal health and parental fertility.
 

Furthermore a high rate of growth of population implies 
a higher
 

dependancy rate i.e. there is a higher proportion of the young
 

who are pure consumers -an effect which is only slightly offset
 



by the increased participation rate in the workforce due to
 

participation by individuals who would otherwise be disabled,
 

These factors on the whole tend to increase consumption more than 

production and tiL: to lower per capita income.
 

This is the basic "population" argument against health
 

measures and insofar as it 
 goes it is correct but much more needs 

to be said. The argument is most seriously undermined by the 

body of evidence that social and economic factors other than 

improved medical care have been responsible for the major portion 

of the increase in world population and that modern medicine, 

and even sanitation, has played a relatively small role E'aylor 

and Hallj. (The overestimation of the effects of health measures 

on mortality rates has in part been due to the exaggerated claims
 

of public health authorities themselves). 

Mortality in Europe declined in the nineteenth century 

long before the introduction of specific disease control measures, 

(half of the decline was due to a decrease in TB mortality for
 

which no treatment at all was available.) An increased stahdard
 

of iiving and especially improved diet was the major cause 

[McKeown7 . A reexamination of the causes of increased rates of 

population growth in developing countries is similarly displacing 

health care measures as a major determinant. Thus in Ceylon the 

post-war antimalarial campaign had long been "blamed" for increased
 

population pressure but Fredericksen L1960 has shown that the
 

sharp decline in mortality preceded the mass campaign (and was
 

in fact part of a long term trend interrupted by the war
 



Eredericksen 1961 )o Furthermore he demostrated that the
 

decrease in mortality in the malarious areas where the campaign
 

was conducted and in the unprotected nonmalarious areas has
 

been almost the same. Countr,, by country analysis in fact shows
 

a strong statistical correlation simply between per capita income 

per se'arad decreased mortality Taylor and hall p. 651. Not 

just health prograrmnes but any programme resulting in economic 

development stimulates poDulation growth.
 

(The linkagce in the other direction i.e. the impact of 

population growth on per capita income is too broad a subject
 

to be fully discu sed here, but it should be noted that state­

ments such as "total GNP rose by 5% but a growth rate of pop­

ly exagerate the deleterious effects of population growth and
 

oversimplify comnlex relatio;ships. Not only do programs which
 

create rises in per capita income also result in population
 

increases but population increase itself in most cases contributes
 

something to economic growth. The marginal productivity of
 

labour is rarely, if ever, zero, and even where it is, this
 

may be due to institutional-factors which are changed by the
 

same factors which lead population to increase. The population
 

explosion is a major problem but as Liebenstein E1957] and
 

others have pointed out, itS&L more complicated than is general­

ly recognised in nublic discussion.) 

Health programmes of course also4 have an effect in the 

opnosite direction i.e. in lowering ponulation growth rates. 



In the short run, it seems that family planning techniques have
 

the best chance of acceptance when they are integrated in a 

larger health plan ctaylor and Hall p. 655.,6). In the long 

run a decline in infant mortality rates may be a necessary pre­

condition for lowered birth rates. Parents in developing.
 

countries are concorned about the number of children still alive 

when they reach old agoe, want to have a son to carry on the line 

and so forth; they have to have many children to insure that one 

or two will survive. Thus the "survival" effect is very import­

ant fLiebenstein Ch. i0. Once again the laws of probability 

(as learnt by experience) acentuate the fall in the birth rate
 

with better chances of survival
 

"If tdesired f,-nilv size1 

.. _ 

is interpreted-ac a tarFtet
 
...... . ... ..... ...... •, . t ........ 
 ...
j. L -V - . .. A , J_ .9V .9. Uli! 

of birth°,murt i.ri crease as the nrobability of survival 
throul'h chi ldhood (ecreases If the liumbe3: of births 
were irncrc'accd .ju3t cnoA h to make tho expected number 
of Survivin chilcr]r1n eclual to the dosirod family size$ 
a lower surv:val orobability would incroase the actual 
population si e and the proport.ion of children but ,;ould 
not affect the r.et:o of population gIoth. it is there­
fore more i ir).ortrnt that a .owre- survival probability
increases the orent-0 itu certaint-y about ho,.w many of 
their children will reach aul'cood If parents want 
some minimumn probability of achieving their desired 
family size, thon the ratio of the expected family size 
to the desired family size must increase as the proba­
bility of survival decreases towards one-half. Thus, 
even with a constant desired family size, the rate of 
population growth will be higher as the probability of 
survival falls". [., Feldstein p.63 

In sum one can admit that health measures in the short and
 

imedium term will increase population growth, but the same charge
 

ican be made legitimately against most other measures promoting
 

economic develoDment)and the effect of health measures in the past
 



has been greately exaggerated.
 

qalitative and Ouantitative Effects Combined
 

It is clear from the discussion above that while health
 

measures can have an overall favourable effect on economic dev­

elopment, the relationship is a comple.x one for the economy as 

a' whole. Moreover the planner will have fewer empirical studies 

or theoretical models to guide him. 

Malenbaun Lop, citj has attempted to correlate variations 

in agricultural output with health inplits. He examined differ­

ences in agricultural output as between different developing 

countries, different provinces in Thailand, different blocks in 
India, and different p , ="if U"in me in Mexico, and in each of 

the four cases attempted to correlate the variation with changes
 

in such variables as participation rate of the work force, use
 

of fertilizer, irrigation, and health and education inputs. 
 In
 

three of the four cases health inputs "explained" a sizeable
 

proportion of the variation in outDut. However the basic statis­

tics used in this study were very crude and the results are at
 

best suggestive and say nothing of the direction of causal link­

ages,
 

Enterline and Stewart have devised a simplified economic
 

model with which they measure changes in per capita GNP resulting
 

from increases in nopulation growth and related changes in age
 

composition of the population. Their findings suggested that the
 

changes associated with an increase of life expectancy at birth
 



from 30 to 32.5 years require an increase of 0.8% in output per
 

worker in order to maintain per capita income. An increase to 

40 years would require a productivity increase of 5.2% by the
 

time the changes bad worked th,-Cselves out. Using this model 

Mushkin 1963 pp. 12-161 calculated that it would be quite reason­

able to expect.increases in productivity 6f these magnitudes from
 

health programmes which increased life expectancy by the relevant
 

amounts,
 

Various other simplified models have been devised 
(e.g.
 

see U.N.R.I.S.D.Lp. 26Jfor 
a model which includes social variables
 

but neglects the impact on population growth ) but there has 

been only one attempt to aT)ply the approach empirically, Barlow 

F1967-1 '-'t! i_ _ 

he attempted to show 
 (taking into account both productivity
 

and population effects) the probable change over time that would
 

have occurred in Ceylon's per capita income had malaria eradica­

tion not been introduced after World War 11. 
 He calculated that
 

in the late 40's actual per capita income exceeded the hypothe­

tical figure by 10% but by 1955 because of differences between
 

the hypothetical and actual population growth rates 
the hypo­

thetical (no~eradication) figure for per capita income was 
over­

taking the actual. 
 His model has however been criticised both
 

as to its assumptions and on the grounds that he underestimated
 

the impact of malaria eradication on Droductivity e.g. on main­

taining exports. Certainly the model ignoredall but the immediate
 

economic effects of decreased morbidity and took no account of
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the social changes produced by an effective mass campaign of
 

this nature.
 

Some ImpLJications
 

The most pessimistic implications of both6 the inter­

relatedness of the effects of health measures with other factors$
 

and of the present deficiencis in our knowledge of their impact,
 

are drawn by Myrckdlf L1968 p. 16182 as follows: 

"Fromithe plannnnig Point of view the effect of any
particular policy rneasure in the health field
depends on all other policy rneasurc.s and is, by it­
self, indetc,:-minate. This means thai;. it is impossible
to impute to any single measure or set of measures 
a dfinite return in terms of improved health condi­
tions. 

But this is a counsel of dispair. A significant nropor­

tion of government expenditures will continue to go to healththe 

sector; These expenditures can at the least be spv-tt more
 
efficiently that)they are at present, and at best can positive­

ly promote economic development.,A Even if a full social cost­

benefit analysis of each health project cannot be undertaken,
 

the discussion to this point has already drawn attention to a
 

number of guidelines at present neglected. These issues are
 

returned to rpq'eatedly in the remainer of the paper, but one or
 

two of the imDlicit lessons in the above analysis may be brief­

ly spelt out here. 

First, in addition to attempting to meet the felt needs
 
of the Deople the nlanning of health programmes demands atten­

tion to their qualitative and quantitative effedts on each of
 



the populations concerned -eventif very. often no precise numbers 
can be placed on these effects. The consideration of the econo­

mic impact of health measures is not a traditional concern of
 
health planners nor 
one to which primary attention need be devot­
ed in Western countries. As a result, techniques and practices 

of health planning (such as they are) in the West are neces­not 


sarily those apoDopiate 
 to developing countries. Nevertheless 

even the most basic assesment of their economic considerations
 

would result in drastic alterations in many existing prograinmies. 

While the assesment of the primary effects of health
 

programmes in terms of diseases prevented or 
cured, rather than
 

hospitals built is a first step, it seems that much more system­

atic attelition must also be give tn lin 4thp. chnric' i.
 

attitudes and outlooks of 
the client population. Health progran­

mes are instrunents of change; health workers are agents of 

change. 
If this change is to be directed and purposive much 

research needs to be done. 

A very simpie0,may be given au to how even without elabor­
ate techniques or expensive research, moverational. choict¢.tiay 

still.ibe- made>1Among.:hev.1th activities. Let us take the example
 

of a foreign aid request for,say, the provision of a surgical
 

unit.
 

The aid administrator faced with such a request, provided 

it comes within the scope of fts budget, will usually ask three 

types of question. First he will ask whether it will really 

'#benefit" bwe-t the people in some readily demonstrable way
 



i.e. will it be fully utilised? Second hu will ask (especially 

if he has been caught out before) whether there are available 

the local resources and personnel to run and maintain the unit 

-and whether the local government is committed to supplying them. 

Finally he will ask whether the facility is of a type that can 

be supplied by the country he represents. 

Let us suppose that the answers to these questions are in
 

the affirmative and examine the possible results. First we will
 

find (hopefully) that the facility is working well and the number 

of surgical patieats that have been effectively treated has mark­

edly increased. Often this is as far as we look., But a more
 

extensive search may reveal that the unit has drained resources
 

from other parts of tbe hospital and that given that the vast 

majority of diseases in the area are communicable and non-surgic­

al in nature the overall impact on the health level of the 

community is negligible. Certainly it is not as great as could 

have been achieved With the same expenditure in other directions.
 

But the deleterious effects may be more.far reaching -for the
 

provision of the unit has diverted medical personnel from other
 

areas and the glamour attached to it has furtherrdistorted
 

medical values away from the fundamental problems of the country.
 

Stapleton 1968 p.33 . The demonstration effect has moreover
 

stimulated the demand for similar facilities elsewhere. And once
 

a project has been "successfully" carried out in one place, it
 

is all too easy to acceede to demands for it elsewhere.
 

These criticisms do not lead one to the conclusion that
 



there should be no modern surgical facilities in developing
 

countries -only that their location and nature should be 1Aation­

ally planned and integ;:ated into the medical system. Nor does 

this mean that the questions asked by the aid administrator are 

the wrong ones -they are simply not the only relevant ones.. At 

the least ono might ask how any proposed programme will affect 

the health pattern of the community', taking other diseases into 

account .. and whether such a change .might not be brought about 

more sir:-mly and cheaply with fewer undesired side-effects. 

Ideally one might also look at the impact of the programme on 

thQ work force taking into account the existing level of under­

employment, tho impact of the prograne on the outlook of the 

peopL Jit on o. the- delivery system. and on...... th--rst: 

indigenous medicinm, its impact on population rates and so forth 

-but it is clear that the "information cost" of such enquiries 

is far too great for all but the most massive projects. The
 

point being made here is that a rational consideration-of the
 

probable immediate impact of any programme on conrmiunity health
 

and a brief search for alternatives would already be a great step
 

forward. A basic awareness on the part of health planners of
 

the links between health and economic development would similar­

ly lead to an immediate increase in the rationality of health
 

planning.
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SECTION 11.
 

ADAPTATION AND INNOVATION IN HEALTH CARE 

DELIVERY SYSTEMS 



This paper has so far argued that while health measures 

can play an important role in socioeconomic development (Section 

II) thi Western medical system is an inappropiate vehicle 

through which to achieve this end (Section I). This third 

section examines a number of medical processes and institdtions 

in developing countries. The aim is both to see how Western 

models have been adapted to local conditions, and to examine 

alternatives suggested by the concept of technologicai "misfit"
 

and the goal of economic developmnnt. Obviously no one com­

prehenssive programme will match the different problems and 

resources of different areas and no attempt will be made here to 

set out detailed prescriptions. However one can indicate general 

a, roaches and inrovations whieh .ar lvsis suge res would result 

in major improvements in existing systems. Three areas, in 

particular, will be explored: 

a) Decision-making in the health sector; 

b) Health worker roles -especially the role of the doctor 

and the "auxiliary!! 

c) Medical institutions -hospitals, health centres, research 

institutes, and medical and paramedical schools. 



Decision MakinR in the Health Sector 

This chapter first presents a general overview of some 

of the elements of present practices in health planning in 

developing countries and how these practices were established. 

It then.examines a number of proposals for change and discusses 

their merits and deficiencies. Some suggestions are made as to
 

the essential components of a framework for decision-making in
 

this sector.
 

Health planning is perhaps the "area in which Western 

medical experience has least relevance to the problems of devel­

oping countries. Health services in many Western countries, and
 

in particular in the US.9 have gro'n Topsy,ndinScs to 

increased demand here, altering to meet the internal pressures
 

of the medical system there. -Their develonment in any area has
 

been guided by loosely connected and sometimes competing decision­

making institutions-hospitals, federal, state and local agencies,
 

medical schools, medical associations, and individual doctors,
 

As a result some areas are well supDlied with vital facilities
 

and serv~ces while others face critical shortages. Even in
 

countries such as the United Kingdom where a National Health
 
9 

Service has resultpd in a degree of rationalisation, changes have
 

come slowly and usually in response to obvious breakdowns, polit­

ical pressures, serious discontent on the part of some gropu of
 

health sector personnel, or unguided technological change.
 

Obviously, Western practices are of little help, also, in
 



integrating the provision of health care services into planning

ecOnomic 

for development. Some have looked to the Soviet model
 

for guidance: the Soviet Union recognised early the need to
 

maintain the health of the labour force if industrialisation was-,
 

to be attained and geared its medical. programme to that end. 

Today the Russian system has less relevan6e as it is based on 

what is probably thte highest ratio of doctors to population in
 

the world; but even the historical experience of the Soviet
 

Union can have only a limited appeal. It was able to achieve 

integration of medical services only by a strict system of bureau­

cratic control of the mrc-.dical profession and of other health 

workerFs within a highly centralised economy and a strictly regul­
.t.d....... tield 190677. Fcw ci.. l-p countri- h- th. 

administrative or the political resources to adopt such artask.
 

Infomnation on the day-to-day functioning of the Chinese medical
 

system is unfortunately far too scarce and unreliable for its
 

relevance as a model to be properly assessed.
 

However Western technology still.has'something to offefr
 

developing countries -if not directly from the health sector then
 

from the modern management techniques developed in industry and
 

government. 
 Over the last few years various approaches to health
 

planning have been devised using (or rather advocating the use
 

of) such tools as systems analysis, programme budgeting, opera­

tions research, cost-benefit analysis and other decision-making
 

techniques.
 

In this field, however, there is a gulf between theory
 



and practice. And in practice, ad hoc adjustment is the order
 

of the day. In Africa and Asia many developing countries
 

inherited from the British some sort of ongoing medical system
 

based on hospitals in the cities and rural, dispensaries in the 

countryside with the emphasis on meeting the demands of the 

people for curative services [itmuso p. 30 ; in Latin America 

a. system evolved that catered to the urban employed and, through 

charitable institutions, to other sinall sections of the popula­

tion but left the rural areas largely unattended jjHall 1969, 

pp. 18-30 Bryant 1969, p. 71-1 0 . Very few countries have 

devised health plans which attempted a radical transformation of 

the systems they inherited. At best the organisation of medical 

systems has been adaotrd little by 1,jttlez 

The result is that many countries retain the basic struc­

ture of organi,ation and management that they have had for many 

years. 
Funds are often allotted to different divisions on the
 

basis ofAh;=Aallocations or organisational needs (e.g. an over­

crowded hospital gets a new ward) without close analysis of 'the
 

impact of the overall programme, or its several parts, on the
 

levels of community health. Certainly new elements -and in
 

particular malaria eradication campaigns- have been introduced
 

but a total attack on the community's problems has not been mount­

ed, nor have existing practices been radicall scrutinised on
 

the basis of cost effectiveness. No one knows what the effect
 

of a health centre in a particular location will be but it is
 

placed there if there is a vocal enough demand and the annual
 



budget permits it. The overall budget is often simply the surn
 

of the budgets of the different divisions. Alternate methods
 

of approach are not formulated -and the cost accounting and
 

budgeting system makes such approaches difficult for in the
 

words of a WH.O. document, 

"...in most ie veloping countries methods of allocating 
funds and systems of accountability and control are 
outmoded. In Particular, health budgets are seldom 
arranged in a rranner that is useful for recordihg the 
resources d.voted to Darticular-p arts of the health 
programme," /iO.HoO, 1967, p. 35.1 

Lack of coordination is a serious problem. In some Latin 

American countries different government departments duplicate 

facilities in some fields while it is not clear which is respon­

sible for the gaps in others. Very common is the problem of a
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while the Ministry of Health independently produces a medical
 

system focused on other needs. It is not surprising that there
 

is little fit between them -or that in Thailand, for examplo,
 

the ratio of doctors to population is 1 to 940 in Bangkok with
 

many doctors in private practice, whereas in rural areas it is
 

I'to 200,000 bryait p.75). Bryant cites another example of the
 

general problem:
 

tA division of tuberculosis control is responsible
 

for populetion surveys, diagnosis, and treatment.
 
Health centers are operated under a separate division
 
of rural health services. Patients travel past health
 
centers to tuberculosis clinics, and tuberculosis
 
personnel travel past health centers to patientsf
 
homes. These personnel are concerned about tuber­
culosis in the patients' family members, but other
 
problems are outside their responsibilty, even those
 
that share with tuberculosis the causal factors of
 



crowding, poor ventilationt dirtiness and ignorance.
Here the apDroach to the prob.em 'is determined by the 
organisatiornl structure of the health service, not 
by the nature of the probl.em." J[13ryant p.110 

These are particular examilAes which could be multiplied 

many times.
 

The developing countries have not, however, been short
 

of advice, or of advi'sors, Four of the general approaches that 

have been recommernded will now be examined. An effort has been 

made not to set up "straw mr/n" and obviously impractical and
 

obscuroepnproaches have been disregarded. 
The schools of thought
 

discussed (at times a number of authors with similar views have 

been grouped together) represent the most prestigious of the
 

research projects undertaken and those most frequently cited in
 

makes some contribution each lacks certain major elements.
 

a) The A.IDJohns Hopkins _
 

In 1961 A.I.D. awarded a grant to the Department of Inter­

national Health of the Johns HoDkins University School of Hygiene
 

to study health mannower requirements in countries at different
 

stages of economic and social development. Peru, Taiwan, Turkey
 

and Nigeria were selected as countries for study.
 

The first study -perhaps the prototype for the series­

was published in 1967 under the title "Health Manpower Planning
 

in a "eveloping Economy: Taiwan, A Case Study in Planning" [Baker
 

and Perlman ]. The technique employed was reasonably simDle.
 

First a survey was conducted of the present supply of health
 

wprkers (doctors, nurses, herbalists, dentists, sanitary workers)
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and the pattern of unage c. was worked out
 

with a breakdown of the client population according to age,?
 

sex, income group, and place of residence (urban-rural), Most 

patient care is at present undertaken by doctors and herbalists 

in private Dractice, so economic demands for services were pro­

jected for anuMber of years hence on the basis of the predicted 

enlarged population and its new age, sex, income, and geogra­

phical breakdown. To this was added the manpower needed to ful­

fill the pre'o':is tin Ten Year Plan for the governrient sector 

with a correction for understaffing of hospitals. These projec­

tions wore taken 'o be the manpower needs in the future and thus 

indicated trainin- needs today. 

The survey collected a great deal of interesting data, but 

it is somewhat difficult to soe the point of the whole exercise. 

As the authors stato they did-not consider the establishments 

of new institurions, technological change or changes in disease 

patterns Uibid p.4" . Nor did they attempt to identify diseases 
he), PC) HIthe eradication of which might be especially .n to economic
 

progress. Patient demand is an unreliable indicator of actual
 

morbidity rates. Patient demand in the dconoinic Sers3 (i. e. 

willingness to pay for the service) is an even poorei- indicator 

for planning, as patients may be prepared to go to the doctor
 

with a complaint which he cannot cure, while they may regard more 

serious illnesses as "normal". This is one of the major reasons 

why health services are publicly provided. The market fails 

because the public utility (i.e. the benefits derived from a 



healthier work force) or from reduced risk of infection) out­

weighs the cost, but the private utility as seen (perhaps imper­

fectly) from the patient's point of view does not. This is a
 

special case of external ecoonuies with which the market mecha­

nism cannot deal. 
 It thus appears to be a strange exercise to
 

use private demand for an existing service, unrelated to economic
 

development)as a basis for Yhealth manpower planning in a devel­

oping economy". (In fact, in Taiwan, the patient survey found
 

that by far the most 
common illness of those causing days lost
 

from normal activity was the common 
cold -for which, of course,
 

the medical profession can provide only the symptomatic relief
 

available in an aspirin bottle.)
 

The Peru study FlHall..969 7 is somewhat more sophisti­

cated -it introduces additional projections based on the need
 

for physicians to carry out specific programmes, and alternative
 

projections of government use -but esentially the manpower
 

planning method is 
the same with heavy emphasis on "effective
 

demand". 
 It is only in the last chapter, a!.most: as an after­

thought, that the imnlications of providing preferential service
 

to various sectors of the community are discussed, and sensible
 

pragmatic suggestions (somewhat along the lines of the next'-­

tiz) made on the renrganisation of the system, especially in
 

rural areas. Unfortunately these are not the basis of the pro­

jections in the rest of the study.
 

At one stage in the Peruvian study the author notes,
 

"The manpower planner is concerned with providing the
 



administrator with a reasonable supply of health person­
nel at some future date, ifi accord with the country's
ability to suvpport this personne!l and the principal health 
problems encountered, The administrator, or program
planner, is then concerned with the spcifics of how this
personnel should be utilised and dicstibuced."C p. 69) 

This is not of course the procedure follo:ed in the study 

as the manpower planning carried out is not on the basis of the 

"health problems encountered". But even if it were, the steps 

have surely been confused. First, the health problems must be
 

studied to see different ways in which they can be met with dif­

ferent types of health workers and limited resources; then man. 

power projections can be made. The Johns Hopkins studies of 

manpower planning are based on existing methods with existing 

types of health worker. Although it admits of some improve-ments 

ii sentiaiI.y a policy of "'ore of h- same" buz so:ewha 

better distributed. However if we are correct in believing that 

it is the system itself which is at fault then this approach 

is a blind alley.
 

b) The British Approach: Pracmatism 

There is no body of literature by British writers on th
 

theory of health planning for developing countries. There is 

however considerable literature setting out plans ot the basic 

ingredients of plans * Sometimes this is in the form of general 

rules applicable to all countries such as the manual compiled by 

Dr. King, "Medical Care in Developing Countries" Lking, 1966] 
Sometimes it is in the form of a plan for a particular country 

such as the 1964 report to the government entitled "The Health 



Services of Tanganyi[".a LTitmuss, 1964J . These documents have 

in common a basically pragmatic approach to decisi6n-making in
 

the health sector. The basic problems and resources and the
 

existing practices are examined usually from a background of
 

considerable practical experience as a medical practitioner in 

a poor country. Their deficiencies are :'Z.2 out, good features 

are highlighted and reorganisations suggested which will in the 

author's view create considerable improvements based on past 

experience.
 

The resultant plane are usually full of sound insights
 

and make sensible and common sense improvements on the existing
 

system. Thus, for example, Dr. N.RE. Fandall, formner Director
 

-of MerH e1 qrit-r-,: Vp in articles 1963 1964''nv seripes; of 

argues that there is little point in putting doctors out in rural 

areas where lack of facilities,, isolation, and the crush of cases 

. means that they are able to do little more than a health 

auxiliary. Thus he suggests a system of referral -where medical 

attention is graded from symptomatic diagnosis and empirica_ 

treatment at the periphery, &rough the regional health centre,
 

and finally to the central hospital when definitive diagnosis
 

and scientific treatment are necessary. As the patient moves
 

closer to the centre he gets in~reased care -at increased cost.
 

The system however, as Fendall is aware from experience, depends
 

on a good transDortation infrastructure or else it breaks down.
 

Fehdall has thus arrived by empiricism at the place where
 

systems analysis may have led him. And probably, to date, it is
 



this approach (on which, of course, the British have no mono­

poly) which has been most fruitful in practice. What it lacks,
 

however, is first, that it does not permit a systematic examin­

ation of the variety of possible methods by which any medical 

goal may be achieved. Second, it does not allow f a funda­

mental reexamination careof the basis of the whole health 

delivery systce;i. Finally it does not integrate health services 

to socioecono:7-ic development planning as a whole. 
o)-. msAu-Sv , !. Comnrehenri',re P.AoHO. An.oach andt .... "v . _.thje 


Subon.t ixo{s; ti on
 

At the other extreme from pragmatic increentalism is 

the rat-ional..co. -iprehensive mcthod which coi-ies under a variety 

of names, the most common of which dresystc:rm-aanalysis opera­or 

tions research. 
 The steps taken in this approach are much the 
same whether the problerm is preparing a national health plan,
 

a TB eradication campaign, or the optimal organisation of a tex­

tile mill. The steps may be sumnmarised as follows:
 

1) Forimulation of the problem and, in particular, defini­

tion of objectives
 

2) Collection of relevant data
 

3) Analysis and hypothesis formulation leading to an
 

input-output model
 

4) Derivation of solutions from the model by an iterativea
 

process of changing the value of a small number of key
 

variables and noting (with the aid of a computer) the
 

effect on output
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5) Choice of the optimal solution and forecast of result
 

6) A test run of the optimal solution in practice
 

7) Recommendation of the solution including a control
 

system. 

Thus the "essence of operations research is that logical 

-thought combined with careful observation,and methodological 

analysis shou].d form the basis for decision-making.,, LAnderson 

1964$ p. 3013 

This approach has been taken up most enthusiastically
 

-at least on paper- by American authors. It is best exemplified
 

in the work of the Pan American Health Organization which has
 

attempted to formulate a comprehensive blueprint for the apDlica­

tion of systems analysis to the entire national health plan 

5P.A.H.O. 1965J
 

The P.A.H.O. aporoach .identifies its aim (n E first
 

approximation for the purpose of explanation of the method) as
 

being simply maximum reduction in mortality rates: 11in assessing
 

the effects of a given health activity on any health hazard, the
 

yardstick used will be the number of deaths prevented through
 

-that activity, irrespective--of the benefits arising in the form
 

of a reduction in morbidity or disability." Libid, p.6]_1 
 Thus
 

the output is deaths prevented, and the inputs are resources of
 

all-types reduced to thbir-m6netary value a-t market prices.
 

The planning process is then described in a number of
 
steps; The first is '.diagnosis" of the existing state of health
 

of the conmmunity. This demands andepidemological study of morbi­



dity and mortality rates from different diseasesx in different
 

regions throughout the country, the factors affecting these
 

rates and an analysis of which are the most relevant to different 

health activities. It is then necessary to take an inventory 

of the resources already available and the activities being 

carried out so that an estimate can be made of how much it costs
 

to j.revent death from 
a specific cause by the most efficient 

method, This is thus far a highly simplified account of the 

P.A.H.O. method but it is already apparent that it has an enorra­

ous "information cost" given the paucity of reliable statistics 

in most developing countries and the lack of trained workers to 

obtain them. (One example of the difficulties that can occur
 

4even in a small r ccsfrom "- pilot stdi-*n 11"icarag-ua 
where moribidity rates were collected for particular diseases from 

the records of mobile clinics., rural health centers and by special­

ised surveys. Deatailed statistics resulted -but they were quite 

different from each of the three sources. [Ruderman, 1966).
 

With the information collected it becomes possible to
 

identify those health activities which on cost-benefit analysis
 

are the most efficient. Each regional planner will then proceed
 

to-prepare -two alternate--p-lans -using-these-techniques.---
One -plan 

-the minimum alternative- will be the most efficient method by 

which the existing health level can be maintained- more specific­

illy its aim is the maintenance of the "mortality rate resulting 

from reducible diseases and satisfaction of the demand for cura­

tive services per inhabitant at the same levels." Eibid p,56I, 



The other plan is the maximum alternative which would establish
 

"the highest possible rate of increase in the health level of
 

the community .. assuming unlimited physical and money resources" 

and limited only by the"area's capacity for effectively utilising
 

a greater volume of resources."Eibid p. 55. The national plan­

ner then coordinates the regional plans. The minimumn alternatives 

will have first call on the national budget. This ensures that 

equity is not disregardod completely in favour of efficiency 

and that no area is drained of health resources and allowed to
 

deteriorate because deaths can be more cheaply prevented else­

where (though the flow of resources to an area may be reduced as
 

the regional plan is the mosseffiCicnt plan for maintaining 

standards, not the existing one). The national planner will 

also have before him a list of the diseases that each region 

considers to hold highest priority once the minimum alternative
 

has been satisfied, the respective costs per life saved, and
 

the expenditures required for the proposed activities, 
He should
 

thena%1.ocate resources in excess of those required by the minimum
 

plans "in such a way that efforts designed to combat reducible 

diseases ensure maximum reduction in the number of deaths together 

with minimum cost per case treated," [ibid p. 72] 

It is obvious that many of the details of this blueprint 

.are open to-criticism, * Since even its supporters regard it 

* 
One aspect of the plan should be mentioned at this stage because
 
of its relevance to later parts of the paper and because it
 
is a prescription for enormous misallocations of resources, This
 



only as an early model, thid paper will not concern itself with
 

the specifics of the plan and others like it, 
but rather its
 

significance and its failingas a pointer to future effort.
 

It musT first of all be said that the application of
 

rationality to planning in the health sector ic long overdue.
 

It is surprising how rarely answers are demanded to questions 

like "How will p'og:aTr1me X change the disease pattern of the 

community?" "Has programme Y achieved the results claimed for it?" 

"Can similar results be attained by other equally effective and
 

less expensive methods?" To the extent that this approach has
 

been successfulin focussing on questions such as 
these, the
 

outlook of public health administrators has been broadened and
 

a enormous step forward has been made. 

But at the same time it seems to me very unlikely the 

-comprehensive-rational model in this style of blueprint form
 

is the use of market prices in calculating costs. What is 
important, especially in developing countries, is not the
market price of a resource, but its opnortunity cost -th6 
value of benefits it would otherwise produce in its best alter­
native use. Thus in many develoning countries the real cost 
of labour for example, is not the wage paid but in fact, zero,
since the worker would otherwise be unemployed and unproduct­
ive. On the other hand because exchange rates are overvalued 
and there is-little duty on medical supolies an imported med­
icine is undervalued at its market price -its real price is

the local value of 'goods which could otherwise have been import­
ed with the foreign exchange. In other words, "shadow" prices
 
must be used if a country is 
to make best use of its resources.
 



will be very fruitful for developing countries at least in the
 

short and medium run. 
 This is for two sets of reasons -one
 

specifically a 
result of the present state of medical knowledge,
 

and the other rooted in public administration practices and the
 

limits on human rationality.
 

First, cost-benefit analysis relies 
on our being able to
 

link a particular change in inputs with a particular change in
 

outputs, and this is precisely what we are unable 
 to do in the
 

field of public health. There are costs we can calculate -the
 

cost of establishing and running a health centre or hospital,
 

for example- and intermediate outputs we can measure -the number 

of patients treated, babies delivered, wells installed, etc, 
But
 

excep ery w s c malaria control) there 
is no way of linking these costs or intermediate outputs to the
 

benefits with which we are concerned: changes in morbidity and 

mortality rates.* One author at least has 
seen this and pointed
 

out that "by trying to quantify complex and poorly understood
 

relationships between health activities and health levels, the
 

method has served to concentrate attention on precisely those areas
 

where the scientific underpinnings of medicine and public health
 

Are weakest. Present knowledge is inadequate to relate cost to 

benefit, or cause to effect, even where routine statistical
 

information is relatively abundant and accurate." 
LHall, 1966 p.1306D
 

In economic terms we simply cannot specify production functions
 

* A promising study of the impact of Ethiopian health 'centres 
on
 
on community health levels and attitudesLSpruyt et al; 
was cut
 
short for lack of funds,
 



in most of the health sector.
 

However even if these problems are eventually solved
 

public administrat:ion experience in Western countries indicates
 

that the demand for "comprehensive rationality" cannot be satis­

fied. As Lindblom pointed out more than a decade ago, such a
 

demand ';assumes intellectual capacities and sources of information 

that men simply do not possess and it is even more absurd as an 

approach to policy when time and money that can be allocated
 

to a policy problem is limited, as is always the case ... Limits 

on humafi intellectual capacity and on available information set
 

definitive limits to man's capacity to be comprehensive. In 

actual fact, tberefore, no one 
can practice the rational comprehen­

sive method for really complex problems and every administrator
 

faced with a sufficiently complex problem must find ways drastic­

-ally to simplify." ELindblom 1957, p. 80.y81D
 

Once the simplifying assumption that the cznaI of the health
 

plan is to maximise the number of deaths prevented within a given
 

budget is dropped, it is clear that a very complex problem becomes
 

far more complex. It is no longer possible to set Lp some abstract
 

objective where, say, the prevention of blindness in children,
 

the palliative treatement of cardiac failure in males over fortm,
 

and reduction in maternal mortality rates each have some abstract
 

-.
weight and the best means for attaining these ends in their
 
C 0 rb iA ation.;optimal cf-r,_ can then be calculated. In fact the ad­

ministrator can only choose "directly among policies in which these
 

-values are combined in different ways. He cannot first clarify
 



his values and then choose among policies." Eibid p. 827 As
 

each aspect is more closely examined the problems of comprehen­

sive planning (even when it is coinputer-based) multiply. It
 

seems inconsistent to seek to establish a medical delivery system 

adapted to local needs and resources and at the same time advoc­

ate a system of health p].anning more sophisticated than the 

rest of the government mechanism and in fact of a standard not
 

yet reached anywhere in the world.
 

It is not suggested that radical change in the health
 

sector is not needed, or cannot occur. Rather$ it is suggested
 

that those who advocate radical change must take into account
 

existing practices if they are to change thcm, Two authors have
 

,i*,uation coMaunitydeSc h in health agencis- in the 

United States in the following terms: 

"..the lack of adequate methods and resources for compre­
hensive planning in community health .. has not inhibited 
the dpvelonmcnnt 7nd anplication of planning schemes that 
fit inadaeuate statistics into arbitrary for~nulas Arcane 
manipulation,; of limited data on too fe.1 variable; produce
sweepi-ng conclusions that claim to be binding upon tle 
com .unity." "Advanced technicues of como-rehensive planning, 
utilising highly quantitaced methodologies are not often
 
appropriate to the present situation of comnmunity heal.th
 
agencies and can be objected to on organisational, resources,
 
and methodological grounds..°this type-of planning lies
 
beyond the resources and the develooed comoetencies of most
 
executive and opeating personnel...." Hiileboe and 
Schaeffer 1967, pp. 5, 18]. 

If these are the problems of the U.S., their soltuion in 

the next few years in developing countries, with a far greater
 

shortage of skilled administrators, cannot be exnected. In fact,
 

although the P.A.H.O. plan was produced less than five years ago,
 



(and comprehensive systems analysis continues to be strongly
 

advocated) it has lost a great deal of support within the Pan
 

American Health Organisation itself though a few central concepts
 

have been retained. A related avenue that the P.A.H.O. is at
 

present following is the presentation of scen.draios for one or 

two selected countries of the health situation that would result 

fr-om particultr changes in the medical system. These serve as 

alternatives from which policy makers can choose. This approach 

recognises that existing personnel, status systems, and adminis­

trative practices cannot be ignored and changes must take the 

existing system into account.
 

What then remains of the systems analysis approach? It 

will be argued in the next section that its most important appli­

cation lies in the analysis of the tasks of the doctor and medical 

institutions so that new health worker roles and new institutions 

can be devised. At least two other important elements also
 

remain:
 

'i) 
 The moulding of a new approach to public health administration
 

where somewhere in the process of review, administrators will
 

ask themselves not whether they have spent their budgets nor
 

whether the number of patients seen exceed&Jthat of the previous 

year nor whether there has been an increase in the number of 

doctors per 100,000 inhabitants but instead will ask themselves 

what the purposesof their programmes are in terms of community 

health, whether these objectives are being achieved, and whether 

there are cheaper ways of doing the sane thing. 



b) The direct application of systems analysis in particular 

restricted spheres where the linkages are clear and the objectives 

straightforward i.e. suboptimisationo Once it has been decided
 

that the aim is to provide TB therapy to all active cases with­

in a particular population or a certain frequency of outpatient 

care in a particular region, even if these are not ends in 

themselves, cost-benef'it analysis and linear programming can be 

used to provide minimum cost solutions for a particular progatname. 

There are of course considerable problems associated with sub­

optimising Ce.g. see Hitch and McKean 1966, pp. 128-131' but 

it provides a more rational answer than continuing traditional
 

methods; there remains also the problem of skilled planners for
 

such projects but many regions have similar rrob1 ims and similar 

diseases) and once an optimanl solution for TB treatment or for 

the organisation of mobile health clinics has been found for one
 

region, its modified use in other areas is likely to be a consider­

able improvement over previous methods. ( Feldstein L1969J has
 

formulated a linear programming framework for the allocation of
 

resources within a tuberculosis control division.)
 

d) The World Fealth Oranis,"ation and the Polonius Approach 

This survey of the decision-making for health in developing
 

countries would not be complete without some reference to the
 

W.H.O. which has produced a flood of literature on the subject.
 

Unfortunately this literature bears all the marks of the committee
 

approach at its worst: avoidance of areas of disagreement and
 

conflict and concentration on generalities and platitudes. Thus
 



perhaps the most representative document (C.H.O. 19673 is full 

of advice of which Polonius would have been proud, such as
 

"In some ca es the health and sanitary conditions,,are of 
such import-_nce for its development that the m-tinister of 
health should, where\ver posSib].e be a member of the plan­
ning authority '1 (p.17) "The planning Drocess could be 
greatly facilitatecd by a developmc-nt of clear concepts" 
(p. 28) 1'Tchin- and lea-rning are int'erdcepcmdcnt. Accord­
ingly tichrrs must be pr.-Iared for. th-ir teaching roles 
if the lan;:ners are to profit from the teaching. This 
implies the careful selection and preparation of teachers 
of planning" (p. 33) 

and so on.
 

The general level of planning advice is evident from a 

selection under the sub-heading, "Application of the planning 

process to health" (pp. 24-5): 

"Once an estimate of total health expenditure has been 
made, it mus't then be related to the population project.. 

will be one of the factors generating elcmographic changes. 
After alloct iing a prooortion of the budget to central 
and region_! services and to tr-aining, it is possible to 
calculate how much will be availc-blc-t for organized health 
services per uni.t of population. After various alter­
natives have been consifdered, it has to be decided how
 
this budget should be divided between in-patient and 
other medical care services and preventive services of
 
different types. In making these choices, consideration 
will be givcn to the disease patt-e.rn and chagnges in mort­
ality and morbidity and the possibility of altering this 
pattern by suitably deploying available resources. Altern­
ative budgets can then be prepared that envisage the
 
employment of different categories of staff with all the
 
supporting materials needed to enable them to work
 
effectively. The various options can be considered in
 
a concrete, manageable form.'
 

This passage has been quoted because it is typical of so
 

much of the literature on health planning. It neither provides
 

new insights for the serious administrator or medical man nor
 

,rules that can be followed by the clerical assistant. Certainly
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there are occasional flashes of sound sense but they are buried
 

in acres of anodyne prose the purnose of which is difficult to
 

discern,
 

One aspect of the W.H.O. approach is open to specific
 

criticism as a bar to progress in planning, This is the manner
 

in which.the W.H.O. sets its targets. The targets for the first
 

Development Decade, for example, were 1 physician per 10,000
 

persons, 1 nurse per 5,000, 1 technician per 52000, 1 health 

auxiliary per 1,000, 1 sanitarian per 15,000, 1 sanitary engineer 

per 250,000. 5W.H.O. 1965, p. 158k It is of course very open to 

question whether this is the optimal combination of health work­

ers but the criticism is more fundamental than this; it appears 

absurd to set as tazriets not benefits or outputs, but irnputf 

It is as though a firim set as its target not the volume of
 

production or of sales, but the tons of coal or the Pmotunt of 

blectricity it would use. Ends in the health sector are changes 

in conxiunity health. Obviously this planning mechanism confuses 

means and ends; it measures production in terms of inputs rather
 

than outputs and progress in terms of an increase in inputs.
 

It thus has an inherent bias towards the inefficient use of
 

resources and against the search for new institutions through
 

which community health can be improved.
 

The outline above of each of the major theoretical approaches
 

to decision-making in the heaiun sector nas attempted to focus on
 



its specific merits and deficiencies, There are, it seems to me,
 

three areas in which all the literature is deficient and which
 

should in addition be exrolicitly identified at this stage, though 

they are for the most part discussed elsewhere in the paper: 

a) 	The plannirng literature almost without exception takes exist­

ing medical roles and medical institutions for delivering health
 

as 	givens, and concentrates on altering the mix. 
It is of course
 

argued here that these institutions should not be accepted as
 

constraints in nlanning 
 but that the creation of new institutions
 

is 	 the central part of the planning process. 

b) 	With a few exceptions the literature does not tackle the problem
 

of 	linking health outputs to socioeco-nomic change (apart from the 

admonition that health planning should be integ.rated into econo:: 

mic planning as a whole). It is unlikely that this can be done
 

satisfactorily in quantitative terns* -the problems of calculating
 

the benefits of social projects are at this stage far from solu­

tion 5U.N. Research Institute for Social Development, 1965]. But
 

as discussed in Part II, 
research can be very useful in determin­

ing the direction and general dimensions of change brought about
 

by health activities. Even though numbers cannot be placed on
 

tifse changes, an awareness of these elements is essential to souhd
 

planning.
 

c) Without exception the literature ignores the existing power
 

* 	 One paper entitled "How to Integrate Health Planning into the 
Planning of Economic Development as a Whole" solves this 
problem by concluding that "neither develotment nor health 
can be planned in terms of prices"I [deBernis 1966, p. 383
 



structure of the health sector in developing countries and the
 

political (in the broadest sense) obstacles to the introduction
 

of new methods. Medical systems are not the least prestige -or
 

power- conscious of social or bureaucratic systems; those who
 

have a stake in the existing system can be expected to defend
 

it. The introduction of change is not just a technical problem;
 

it is first of all a political problem. As such it requires
 

prior political analysis so that programmes can be presented in
 

such a way and through such groups that they are most likely to 

.win acccpta..ce .;- from the bulk of those who will. have to 

implement them (or at least so as to isolate those groups who 

-will most certainly oppose them). 



Health Worker Roles
 

"With today's drugs, an intelligent villager, trained to
 

recognise the two or three ailments most commonly found in a given 

area, may be able to do more to save lives and end sickness than 

the best doctor in the world could have done 25 years ago" [U.N. 
rd. 
,.,5 p. 50j This simple observation is buried in the 1963 

report of the U.N. Conference on the Application of Science and 

Technology for the Benefit of Less Developed Areas. However 

reluctant the medical profession may be to recognise its impli­

cations, it provides a basic clue for the rational reorganisation 

of the pattern of health worker roles in developing countries. 

"
The next few pages e za Im, of the most .. "tUnt.n, sle o 

elements in the existing pattern and current propsals for reform.
 

The central proposition of an alternative and less conventional
 

approach to reform, will then be discussed.
 

There is a wide variety of medical roles in different
 

developing countries and the numbers, status and functions of
 

"auxiliary" medical workers, in particular, differ greatly. But
 

there are similarities -especially in the role of the physician.
 

Most doctors in developing countries have been trained either in.
 

Western mediral schools or in schools patternod on Western stand­

ards. Such changes as have occurred in curricula in recent years
 

have not yet had a significant impact on the basic orientation
 

of the majority of practitioners. Curative medicine based on
 

the individual patient holds pride of place; .together with this
 



there is a strong belief that while it may be temporakily nece­

--ssary to make do with "inferior" personnel, diagnosis and treat­

ment should be carried out only by professionals with internation­

ally recognised qualifications.
 

Private practice -necessarily organised along Western
 

lines- remains widely prevalent, popular impressions to the
 

country. Over 50%X, of doctors in Latin America are in private
 

practice EP.A°H.O. 1969J. The typl,cal ti:E:- doctor in Peru, 

for e.rarmple, works in a salaried position till noon each day 

and in solo private practice in the afternoon and evening [Hall
 

1969, pp. 98-991. In Taiwan about 75% of doctors are in full­

time orivate practice and some of the remainder in part-time. 

The low salaries, lack of facilities and frusratIonS of govcrn" 

ment service in most countries drive even the most idec,.,U.istic 

of Dractitioners towards privatc nractice FdeCrae.acr and Fox]. 

With private practice goes urban concentration - almost without
 

exception, developing countries show a concentration of doctors
 

to population five to ten times higher in the capital city than
 

in the rest of the country.
 

Those doctors who do practice in t health 

centers, especially in the rural.areas, are usually overwhelmed..
 

by the crush of patients with individual ailments and find them­

selves in the conventional Western medical role. Individual
 

patients are "cured" and returned to their community - the doctor
 

has little time to consider his imact on community health levels.
 

Most health centre'doctors in an Indian study considered curative
 



medicine as their primary task; one third spent less than 20%
 

of their time on preventive medicine Lakulia et al. p. 35-443
 

and reorientation courses have had little impact on these attit­

udes. [ibid p.68].
 

Nor can it be said that the doctor is effectively using
 

his training even in his clinical work. The rush of patients
 

and the. lack of facilities ensures this. Three hundred patients
 

a day is not an unusual load. In Indian health centres, the
 

average time soent with a patient was reported by one third of
 

doctors to be one to three minutes, and by another third to be
 

30 to 60 secondst [ibid p. 387 The story is much the same through­

out the world, the rural doctor has neither time nor facilities
 

to provide anything but elementary medical care, his medical
 

anxious to return to the city.
 

Western-style medic l-morality demands that the doctor attend
 
who Vo*C.+¢,1.,,,elr 

to each patient~and 
...

tthe fact is that public health work 

is widely held in very low esteem by the medical profession. The
 

study cited above found that the belief that curative medicine
 

had a higher priority than preventive and social medicine iwas held
 

not only by health centre doctors but also by university teachers
 

of social and preventive medicinel The Chairman of the W.H.O.
 

Executive Board found it necessary recently to warn a medical
 

audience of the hopelessness of the situation in developing coun­

tries "unless Public Health doctors can gain universal acknowl­

edgement as the equals in status of their colleagues in other
 



specialities." [Refshauge p.9j The Assistant Medical Officer,
 

whose training and duties are on a par with that of many doctors
 

but whose role is specially designed for develoning countries is,
 

in practice, even less inclined tha the physician towards public
 

health or preventive medicine (apart from carrying out immunisat­

ions). URosinski and Spencer p. 125-31
 

The large majority of these medical practitioners thus
 

piactise medicine along the lines of the Western model based on
 

the doctor-patient relationship which we argued in Section 1 was
 

inapDropriate to societies in which they live.
 

As far as the role of "auxilliaries, is concerned, the
 

first thing that must be said is that if the shortage of doctors
 

in developing countries is overwhelming, the shortage of auxil­
. ".L ...r ,% .I TT . .lfr. ...............0 


as many qualified nurses as there are .doctors and in some countries,
 

the pronortion is even less [W.H.O. 1968D. This means that
 

doctors often have to perform services for the natient which else­

where are provided by a nurse or other assistant.
 

However, primary attention - and controversy - at present
 

centres not around personnel who assis't the doctor (and for
 

whom the urgent need is everywhere recognised) but around person­

-nelwho replace the doctorI in some or all of his activities.
 

Already mentioned is the Assistant Medical Officer regarded as
 

an essential health worker by some, as a colonial vestige by
 

others, as being peculiarly suited to poor countries by his
 
cs
 

supporters andttoo costly to be used at community level but
 



to he scadt 
not well enough trainedat a supervisory levelk" [Bryant p. 179J
 

by his detractors. Next in skill is the medical assistant who
 

has received sufficient training for diagnosis and simple therapy,
 

but not, say, for differential diagnosis and major surgery.
 

Both these grades are obviously related in many ways to the 

Russian feldsi]erwho assists doctors in urban areas but replaces 

the doctor in the countryside. Like him, they provide essential
 

services but suffer the image of being "second class doctors."
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ISidel]. Some countries, in particular in Africa,AFiji, and New 

Guinea are continuing to train A.M.O. Is, others have and 

are retraining andupgrading existing A.M.O.'s to full profession­

al status, while in Latin America, A.M.O.'s and medical assist­

ants have never been trained and are regarded as totally contrary 

to medical tradition. 

The functions of these health workers and the arguments
 

surrounding them have been well described elsewhere Eby Rosin­

ski and Spence, Fendall 1968, de Craemer and Fogo, Bryant pp.
 

172 - 1983 and there 'isno need to repeat this debate here., Nor
 

are the roles of other workers such as midwives, dressers, disp­

ensary aides, sanitation workers and so forth discussed here as
 

their roles are reasonably straightforward and their exact place'
 

in the system will obviously differ from country to country.
 

Rather the remainder of this Dart will be concerned with the
 

general priniciDles along which these roles might be orgahised.
 

Proposals for reform inevitably centre around the doctor,
 

the 15 richinI of the present system. The deficiencies in the 



present use of his services are recognised - and energy is devoted
 

towards change in two directions: changing the doctor from practit­

ioner to the leader of a medical team, and enticing him from his
 

fascination wit'diseases of the urban rich into the countryside
 

where the bulk of the people live. Thus, "in a developing country 

a doctor's main task must be to act as a teacher, organiser, sup­

ervisor and consultant*to a team of auxiliariest" [ing 1.15]
 

and he "will have to meet the demands of leadership in social,
 

educational, and civic affairs, as well as 
those related to public
 

health, sanitation, and health education," [Dograriaci p. 1803.
 

Further, it is argued, since the doctor is not at present trained
 

for this role, his basic education and orientation will have to
 

be changed, 

It will be argued here, however, that thi? a in some ways 

a misguided approach. 
The doctor takes up the study of medicine
 

in order to practise medicine not to lead teams, organise or
 
-o,, o etihes prrh ie 

inspire. Perhaps t%'a-is what he should be best left to do.
 

This does not mean that there will not be specialists in public
 

health or preventive medicine, that medical education should not
 

be more closely related to the social realities of the develop­

ing country, nor that there will not be a certain proportion of
 

"managerial physicians." It is suggested, however, that a) the
 

political, social and psychological obstacles to turning every
 

practitioner into an organiser-teacher-visionary are probably
 

too.great to be overcome voluntarily, b) such a change would
 

constitute a waste of his medical training, *and c) alternative 



and better pathways to meeting the medical needs of developing
 

societies are available.
 
a Complete 

The enormous resistance of the medical profession to t: 1
 

reorientation - even if its leaders often pay lip-service to it ­

is obvious. Despite frequent assertions of the need for reform,
 

theprofession remains essentially the same. For the concept of 

what is a doctor, and what are, and are not, his functions, is 

deeply ingrained. As it has developed, it has come to stand for
 

a blending of patient care and modern technolog~y - whatever it
 

is that the reformers wish medical men to become, it is not a
 

"doctor" as the term is understood by members of the profession,
 

or those who aspire to becom0e members. Undoubtedly this will
 

change, (especially as Western medical ideas themselves are chang.. 

ingl and then the profession may &aLL'at dfiffeetL L'ype of 

people, and evolve in a new direction. But it is a change that
 

is impossible to force on those who are doctors today (and
 

medical teachers today) - for it demands that they admit that
 

their whole life-style is wrong. Certainly, medical school
 

cuuricula can be altered to increase the amount of time devoted
 

to forms of cheap therapy and to increase the amount of time 

devoted to Dreventive medicine - and this should be done. But 

the primary image of the doctor as the clinician in the white
 

coat will take a long time to fade. The leaders of the Soviet
 

Union in the 1920's felt that they could reorganise the health
 

care delivery system only by breaking the power of doctors as
 

a corporate group and, a more difficult task, reducing their
 



status to that of other health workers (Field, 1961, pp. 541-5].
 

Governments in developing countries do not have the political
 

and administrative resources 
to make this a viable option.
 

Furthermore, governments and elites in newly independent
 

countries have a very deep (and understandable) suspicion of
 

advice from industrialised countries that their standards should
 

be different from those of the West. This is especially so if
 

it means that their professionals t qualifications would not be
 

recognised elsewhere;and, in fact, if medical schools in Africa
 

and Asia were to make all the changes advocated in their curricula
 

their graduates might well not be able to practise in the West 
-

just as Western doctors are in factfor the most part incompetent 

to Dractise the.-tye of medicine nccded in developing countries. 

The case of the Congo where the government (and the medical assist­

ants themselves) regarded thermedical assistant as a colonial 

vestige, considered that "in an independent country one must be 

a doctor," and arranged at enormous cost and loss in professional 

time, for the retraining as doctors of the majority of these
 

already well-qualified medical assistants, illustrates this
 

point. Ede Craemer and Fox3, While this attitude may fade with
 

time, t:ie drive to maintain "international standards" serves an 

imDortant political function, and explanations from Western
 

experts that different standards are not necessarily"inferior"
 

standards are unlikely to win acceptance.
 

Finally, there is an imnortant psychological and sociolog­

ical obstacle to luring doctors out of the capitla cities.
 



As a society moves from traditional to "modern", vertical
 

mobility increases; but, in the early stages, the avenues 
for v
 

vertical mobility areAextremely limited. Education is obviously 

one of the major means of moving upwards, and medical(and perhaps 

legal) education is possibly the best inethod for a young man to 

.move rapidly up to a high (and secure) status in society, This
 

has been a common (if unadmitted) reason for entering medical
 

school in 'estern societies (it might be terned the "my son,
 

the doctor" syndrome); it is even more important in developing
 

countries where upward 
aths are much more limited. fioster 1966
 

Thus the fundamental motivation (whether unconscious or half­

recognised) of at least a significant percentage of men who
 

become doctors is to escape from their forme status, to move
 

up in society, and to become the god-like figure with the steth­

oscone. 
To ask them to move to rural areas and become concerned
 

with sanitation and the living conditions of the villager, cannot
 

be achieved simply by curriculum changes in medical education 
-

one is asking again that they overturn the whole purpose on 

which their life is based. Demands that they do so will lead 

(and have led) only to extremely strong resentment, rationalis­

ation, and resistance - resistance which is all the stronger for. 

the fact tha: its underlying cause cannot be admitted. 

Furthermore, in so far as there is a continuing demand 

for curative services and some of this can only be met byaclinical
 

physician, he is not well placed to do his work in a rural setting.
 

.There, as has been suggested above, the service he offers in his
 



minute or so with each patient is little different from that of
 

the medical assistant. He is 
better placed in a central hospital
 

at the end of a refe;:'ral system where he has the facilities to 

Use the skills acquired in his training and can pass them on to 

others. Particularly misguided are schemes which suggest that 

there should be a comrpulsory neriod of two to three years in a 

rural outpost for each doctor after graduation. Doctors on 

graduation have acquired few skills and their first few years
are, 

out of medical school 17- a crucial period in which they learn 

from senior memberl-s of the profession, and lay the foundations 

of their subsequent practices. The young doctor in an isolated
 

community with no one readily on hand 
 to guide and correct him, 

and no colleagues wi.th whom to discuss problems, will almost 

inevitably forget much of what he has learned and emerge practis­

i ng bad medicine, vossibly for the remainder of his career. 

We argue here, therefore, that while gradual reform in 

the doctor's function and education is worthwhile, the training
 

of large numbers of doctors ( major W.H.O. aim) and transform­

ation of their traditional role is not.a major element in the
 

solution of the problems of the develoning countries. Rather,
 

both doctors and expensive Professional medical schools should'
 

be de-emphasised and resources 
devoted to the training of new 

types of health workers each with his own role within a reorgan­

ised health care delivery system that aims at imDrovements in 

community health levels. 

The same aDnroach z be anplied to the provision of 



medical services as has been anplied in the oast to other tasks
 

performed by skilled craftsmen when it became necessary to meet 

the demands of a masp market, The particular medical need can 

;:J be identified, and the task that normally meets that need 

examined and analysed. The task can then be broken down into its 

component-parts in such a way that at minimum cost each one of 

these parts can be nerformed by a"specialist" - an individual who 

is trained specifically to carry it out, and whose training is 

low cost and reauires only a few weeks or at most a few months.
 

Uiorison pp. 258-97, (One immediate advantage is that, unlike 

so many doctors Tzzyin developing countries, these new
 

workers will not be subject to the temtations of the "brain 
drin:") t is of coiirsqe more difficult to bring "iv on of 

labour of this tyne into the provision of services than into
 

the production of goods - but it is important to keep in mind 

that many of the most important medical tasks in developing
 

countries do not reauire direct contact with the patinet, and
 

experiments to date in breaking up even the clinical aspects
 

of the doctors job have been most encouraging. It has been
 

shown that many of the doctor's activities can, in fact, be
 

computer Drpgrammed and carried out by persons with minimal
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training. There will remain some tasks that only a skilled
 

professional can perform. Other tasks may reauire somewhat longer
 

periods of training. But this anproach is the onLy hope of bring­

ing to the mass of the people at a reasonable cost the benefits
 

of medical technology at present available to therich."
 

This approach has of course begun to be applied in the
 



United States to the process that Kissick terms the "downward 

transfer of functions." LKissick p. 80. Studies in this country 

have concluded that "much of the work of general practitioners 

could be done by people with different education and training," 

Lhase and Craig p. 31Jand recommended that doctors should
 

restrict themselves to delivering medical care appropriate to 

their education and training) while hospitals and medical schools 

exueriment on a large scale with the use of non-physician person­

nel - includVdsome whose job roles are not yet defined - in the 

delivery of primary medical care Eibid p. 403, Kissick defines 

the reorganisation of U.S. medical care in the following terms: 

"Giving each service the level of skill it needs, no more
 
and no less, may be the principal, challenge to health man­
pow.r. Meeting this challenge roquires detailed study of 
healcLLs~~ &~&z­
into the conm))onf_.nt tasks. Then ineivicouals possessing 
only a limited range of skills and competencies can be 
drawn into the rnaumjonTer pool to nerfori- many' of the 
tasks, f,-ecing, thro.;e more highly trained encd skilled 
for the performnnce of duties requiring their more advan­
ced level of comrnetency." Ep. 841 

The best known of the U.S. programmes is Duke University's two
 

year programme for training "physician assistants" who are then
 

directly employed by private practitioncrs. Other programmes
 

include the training of "medical emergency technicians" at Ohio
 

State Univertity and 'paediatric public-health nurse practition­

ers" in child health at the University of Colorado.
 

This approach then. should be able to produce a standard 

of medical care which is acceptable. It will not be equal to 

thatsay in the best private urban hospitals in the.U.S. - but 

http:conm))onf_.nt


this is a luxury.product that is not available even to the
 

vast majority of Americans. The rich are always able to pur­

chase better medical care - the aim of this approach is to
 

meet at least the miniuvoum needs of the poor, at miinimum cost. 

It would replace the overworked and expensively)but inadequately
 

trained substitute doctor)with a team of health workers each 

with a short period of training but sufficient for the task.
 

In his particular task, whether screening for particular ill­

nesses, well-.baby examination, immunisations, cari of parr.ic­

ular skin lesions, the health worker will not be a substitute
 

for the doctor; he will perform his specific task better than the
 

doctor in a new delivery system.
 

Undoubtedly, this proposal will also meet with resistance
 

from some areas of the medical profession. Any suggestion that
 

diagnosis or treatment should be placed in non-professional hands
 

cuts across medical beliefs. Furthermore, doctors are extremely
 

reluctant to think in economic terms or to apply cost-benefit 

anallsis to theirractivities."// This is firstly because part,of 

of medical dogma is that all life is priceless and that "every. 

thing possible" must be done to save it (though in practice this 

means that a doctor must do everything for his patients - the 

profession is less concerned with the priceless lives of those 

who do not have the opportunity to become patients). Secondly,
 

doctors obviously do not wish to embark on an exercise the purp­

ose of which is show which of their act .ivities could be equally
 

well (if not better) performed by others at .less cost - for in
 



this there is a threat of damage to their image of their own
 

role and of a breakdown in their monopoly over the provision
 

of medical services. Nevertheless, it seems that this profession­

-al resistance could be overcome - and limited experience to date 

in Latin Ame-ica; tends to confirm this. First, these proposals 

do not directly transform the doctor's traditional role - the
 

demand for the physician's services will continue and insofar 

as his role affected, he is released for the medical tasks most 

requiring his skill and judgment. Second, it does not create 

"second class" doctors which are the subject of so much heat. 

The now health worker can in no way be regarded as a "dotor" 

on thecl-eap as his skill and training is very limited. If a 

d ?,, b t!?e ple r!n anC ihe= an then profess­

ion might be led to believe that there are many means to the end
 

of community health, and that maintaining the same standards as 

the West does not necessarily mean adopting the same methods,
 

Finally, the very fact that this approach is likely to be applied 

first in the U.S. and other Western countries may make it more
 

acceptable to both medical and political elites in other Oarts 

of the world.
 

ExperimentationAin the deliberate creation of new health 

roles has of course been going on for many years. The concept
 

of a health team consisting of a health officer, a community
 

nurse and a sanitarian trained in the same institution and going
 

out to work in rural health centres was developed in Gondar from
 

1953 on jyan, Spruyt et al3 and is an early example which, despite
 



teething problems, has worked out well - though its impact on
 

health levels i-s still uncertain. Another interesting innovation
 

in Venezuela and Colombia is the rural health aide. This worker
 

is usually a woman with pris-Lary education fPho is trained for 

from one to three months at a centre in her region. She then
 

returns to her hone coirrmunity where, for a small salary, she
 

carries out such functions as immunisation, elementary maternal
 

and child health supervision, treatment of minor illnesses and
 

injuries, and collection of some demographic, vital and 

ogical S'atistics [Ilall p. 236; P.A.HO. interview2,
 

The success of these ad hoc innovations provides support
 

for the expectation that the systematic application of a systems
 

analysis approach to primary medical tasks can result in the
 

formulation of a new o-cost delivery systemu.for bo"th v1 

-and preventive medicine. 

Before leaving the cuestion of medical roles, brief
 

mention must be made of the indigenous healer. The healer has
 

had high status in the past in traditional society and has at
 

the least provided the individual with psychological support in
 

times of illness. It should be remembered that this was also
 

pretty much the limit of the Western doctor's effectiveness until
 

the turn of the century.
 

The introduction of Western medicine has left the indigen­

ous healer in an ambiguous position. In some countries, his
 

position has been undermined while in others, a temporary
 



compromise has been reached. Among Taiwanese who continue to
 

consult herbalists, the older and less educated predominate and
 

the horbalicsc practice is declining Eker arid Perlman p. 71-2
 
-:p 

on the other hand, it is reported that "the African turns readily 

enough to tHstern practice for treatment, especially where ,..the 

-benefit is irmecite and dramatic, but for the removal of the cause 

of his illness, he turns to the traditional practitioner. Thus, 

while he may accapt Woetorn mndicaments for the control of his 

tuberculosis, he relies on traditional methods to counter the 

malign influences x..hich led the tubercle bacilli to invade his 

body." Fendall 1964 p. 

But organiscd Western medicine t- for the most part host­

ile to the traditional practitioner, belittles his role and looks
 

forward to his demise. Thus a Pan American Health Oroeganisation
 

working paper report.s that 

"in certain sections of some Latin American countries
 
there still exists a kind of indigenousmedlcinl, a 
leftover from the primitive minis tra tions of nriests, 
witch doctoz.s and fortunotellers to the aboriginal 
tribes in the days prior to the colonization of Amer­
ica. Todav, this does not represent an imnortant 
element and is lirmited to small ethnic groups living 
in remote mountainous or jungle regions which do not 
yet enjoy the benefits of civilization." 

At worst, this hostile attitude can spell misery to a population.
 

"The introduction of medicine has meant a loss of faith in the
 

known, and when the new medicines proved too expensive people
 

found themselves without any medicine." LMead, p. 252J
 

It seems clear that the traditional healer does in fact
 

have a continuing role. First he can play much the same part as
 



did the Western practitioner till the 1920's LMacDermott 1964,
 

p. 6633 i.e. he can continue to provide the individualised
 

attention, support and compassion which the sick per-son needs,
 

while the real inroads on community health standards are made
 

by impersonalised public health technology and economic change
 

within the cormunity. Secondly, the ranks of the traditional
 

healers'are a major source of manpower as low level health work­

ers. Probably nowVThe;'e have they been better utilised than in
 
e)IS tIAS.

China where the 370,000 or so traditional practitioners 

were used by the now government as part of the health services.
 

They were given elementary instruction in hygiene, vaccination 

and preventive medicine. They were also used in hospitals because
 

patients liked them and they could provide symptomatic treatment 

where Western medicine had no cure0 FFox p. 34] The question of 

more recent Chinese attitudes. to the place of traditional medic­

ine is too complex to be entered into in this paper - but in the
 

-
early days of the regime, we have a model of th. best use of the
 

traditional healer as a proDagator of simple preventive medicine
 

and a provider of comfort and support to the individual patient.
 

M4edical Institutions 

Institutions will not be examined here in any detail-as
 

the general approach has already been discussed at length, its
 

application to the change of existing institutions and develop­

ment of new ones would entail much repetition and, in any case,
 

particular changes and innovations must be.related to the particular
 

health problem involved. Obviously institutions should be designed
 



lie
 

to support health workers in their new roles,. cost-benefit ana­

lysin should be applied to the different alternatives, and
 

research into intermediate technology intensified. Not all
 

improvements require great imagination -an emphasis on function­

ality and the use of cheaper building materials in new hospitals
 

would be a start. Not all innovations require new institutions
 

-the utilisation of tobacconist kiosks for the cheap sale of
 

aureomycin for the treatment of trachoma in Tunisia is an example 

of the use of existing institutions in new ways.
 

Two particular institutions -the health centre And the
 

medical school- which are of central importance, will, however,
 

be briefly discussed in the next few pages'
 

!)Hoalth Centres
 

The placem~ent of a government-financed health team within
 

a community to provide it with comprehensive medical services
 

has been the major institutional innovation in developing countries.
 

(A similar proposal to place comprehensive care units in a region­

al pattern around base hospitals in Britain was made in the'
 

Dawson Report in 1920. The aim was to maximise use of resources
 
to 

by minimising duplication andA ensuretZ more equitable access to
 

medical service, but zhe attachment to existing institutions
 

was too great to be overcome. [Takulia et al. p. iU).
 
In theory at least the "patient" for these health centres
 

is the kammunity as a whole. The team in a health centre is not
 

expected to wait until patients come to it but to go out into the
 

community to promote healthier living conditions and practices.
 



It provides curative and preventive medicine, Curative services
 

are supposed: to include all conditions which do not require
 

hospital facilities -the provision of these services is often a
 

prerequisite to the acceptance by the conunity of preventive
 

medicine,
 

The staffing and organisation of health centres vary from 

country to country. In Kenya they are staffed solely by medical 

auxiliaries i'ing 3:4j in India by a physician plus a team of 

auxiliaries LTnkulia et al.: . The precise definition of a health 

centre varies from country to country and Peru for example, has
 

a system of centres ranging from the health centre proper in 

larger towns, through the"medical post" logated in smaller towns
 
I(b,.at -h4....:4 ,, , " .' 1.1 y by2 physic4 -r ) to the Ih lh p--et.l 

providing minimal nursing, public health and first aid services
 

to small rural cormunities, aid the tpeoploes drugstore" in areas
 

without access to a pharmacy UHall 1969, p. 2411. In Kenya it
 

is planned that .!dispensaries" be replaced by "health sub-centres"
 

which like the health centre would practice integrative, compre­

hensive medicine but instead of being staffed by a medical assist­

ant offering definitive diagnosis and therapeutic medicine would
 

be staffed by a single dresser offering symptomatic diaghosis
 

and treatment rFendall 1963, p. 9801. Various schemes of organ­

isation and reorganisation - usually involving a system of referral
 

from the periphery to the central hospital of the more difficult
 

cases - have been described Fe.g. Fendall 1964, Hall 1969 p.232-53,
 

and it has been suggested that mobile clinics would be the best
 



solution in some areas* These are clearly cuestions that are
 

dmn e rn b I 
-- m to solution by cost-benefit analysis LRado in U.N. 

R.IS.D. pp. 127-9 

However two fundamental problems are evident in the 

functioning of health centres. The first, already mentioned in 

the previ.ous section, is that their impact on c6nnmunity health 

has never been properly ana].ysed. No full scale study of both
 

health centre and control areas has been undertaken. The pre­

liminary results in Ethiopi.a are equivocal .Spuyt et al. In 

Cali (Colombia), a city where the population/doctor ratio is 
In
 

as good as 910:1, a survey v7 theirarea by one of the most
 

strongly staffed health centres showed that while 40% of people
 

used the he'lth Crre. 9PA I ltj of it Aned d4-nit use it- and 

32% did not know anything about it, Over a third of the children
 

dying in Cali receive no medical treatment at all or none in the 

forty eight hours prior to death [Bryant 1969, p.88]. A great
 

deal more needs to be known about the interaction betweentthe 

health centre and its community before its functions can be
 

assessed and improved. 

The second problem is that while these centres are suppoe­

eddto provide comprehensive community medicine very often they

9 

do not. The more skilled of the staff - whether physicians or 

auxiliaries - are overwhelmed by the demand for curative services 

and have little time or inclination to supervise the other staff 

in the performance of their public health duties. This is certain­

ly the experience in India Fakulia et al.j and has been repeate
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elsewhere LBryant 1969J. These empirical observations reinforce
 

.
the case for a reassessment of the role of th health centre.
 

;;.edical. Schools 

The literature on medical education in developing countries
 

is already voluminous* and there is little new that can be added 

to it here. The message of the literature is always the same: 

the Western heritage and the desire to maintain international 

recognition of degrees has distorted medical education and 

urgent reforms are needed in teaching practices and the content
 

of the curricultum to match the social and economic reality of 

the country in which the graduating doctor will practice. African 

medical schools, for eamp].e, are urged, in view of the shortage 

of talpnt availabler to derepase their wastage instead of priding 

themselves on high failure rates Candau 1966, p. 448! All 

medical schools are urged to increase the time devoted to public 

health and oreventive medicine and to teaching the prevention and 

treatment of diseases common in their own countries instead of 
the~~ ~ C.dieaeof 

the diseases of their former ­
%hiist.^n 

country. Typical of this 

advice is an extract from a recent report of the British Paed­

iatric Association. 

"it is not enough to teach modern concepts of 
a) replacing fluid and electrolyte needs in infantile 
diarrhoea without discussing how this may be done with­
out laboratory aid for great numbers at the lowest cost. 

b) nutritional needs and diseases without indicating
 
how the inhibitorv influences of local beliefs and
 
customs May be overcome andhow measles might be prevented.
 

*Hyde U'1966 pp. 325-441containp a comprehensive bibliography for 
the years 1956 - 66. Further analysis is in Bryant[1969.j Ch. 8 
and 9. 



c) assisted ventilation without spending as much time on
 
the-vast problem of preventing tetanus.
 

d) -dietetic care in metabolic discase without a knowledge
 
of how inadequate lactation may be supplemented in very 
poor communities.
 

e) diagnosis in congenital heart disease without stress­
ing the causes and prevention of rheumatism. 

f) mana-in,, Fib.:ocystLic Disease of the Pancreas without 
spending proportionat time on tuberculosis." cited in 
*Stapleton 1969 p. 3-

In view of the uxnanimity of this advice, it is perhaps remarkable 

how little change there has been in practice, The addition of 

courses in, and departrents of, preventive medicine has not
 

much affected the teaching of the core of the curriculum. The
 

major target of the medical education - and of the doctor ­

continues to be theindividual patient who seeks care)and not the
 

surrounding commnunity.
 

There is little that can be added to this advice but the
 

approach to health worker roles in the preceding part suggests
 

two changes in emphasis from the bulk of the literature. First,
 

while agreeing that preventive medicine must be integrated into
 

the curriculum and thedoctor should learn more about the diseases
 

prevalent in his own country, the analysis above of the role of
 

the doctor suggests that attempts to place the ability to pract­

ice medicine with minmal suDporting facilities and the "motiva­

tion for rural medicine" at the centre of his training are misguid­

ed.
 

Second, it seems that there has been too great a pre­

occupation, especially among educators in the West, with the
 



problems of training doctors as comared with the training of 

other health workers. In this respect, Ethiopia was probably 

fortunate that no medical school was in existence in 1953 to 

divert attention from the Gondarexperiment. It is low cost
 

training of existing and new varieties of health workers that
 

demands urgent research and planning. Medical schools, even if
 

they do not train such workers, are the obvious places where
 

this research can be carried on. New institutions must be 

developed to do the actual training- and on the question of 

institution - building in developing countries, a body of general 

theory is of course being developed and should be of practical 

assistance, if the barriers between acadomic disciplines can be 

brokep down. 



SOME IMPLICATIONS FOR INTERNATIONAL ASSISTANCE PROGIAMMES
 



The length of this paper prec".i:des the undertaking here or
 

an exL~austive survey of the implicat.IJfns of its main themes for
 

international assistance programmes. Many conclusions have al­

ready been presented in the body of the essay. Here I will mere­

ly list some areas where it would seem that large amounts of
 

re'sources are being mis-alocated - resources that might be made 

available for more rational programnmes. (An examination of A.I.D. 

trogrammes A.I.D. !960. suggests that these criticisms apply to 

a far greater extent to programmes funded by other national and 

international agencies, and voluntary organisations than they
 

do to the official U.S. prograimme). 

The four major air.cas in ,..ichI i#t seems that resources are 

going co waste are in the provision of assistance to medical 

schools, the graduate and postgraduate education of nationals 

from developing countries in the West, the provision of equipment 

and construction of hospitals, and the sending of special teams 

to undertake curative services. 

The defects of medical schools in developing countries
 

have been discussed - assistance to them has been on a University
 

to University basis [Hyde p. 110-122] and U.S. schools have not
 

been well equipped to remedy these defects. They have for the
 

most part tended to develop departments in their own image. One
 

major difficulty is that good teachers can be persuaded to go
 

overseas only if it does not affect their career prospects and
 

there is the opportunity to carry out prestigious high-level
 



work. If the real need is for the training of lower-level. 

personnel and the development: of low cost environmental, nutri­

tional and preventive techniques there is a far more important 

role for Western medical schools in the development of new 

delivery systems and the training in particular areas of teachers 

for lower-level in,;tltutions. 

Obviously the value of training students from developing
 

countries in Western medical schools - a favourite form of
 

technical assistance in some aid programmes - must be re-examined.
 

It is not simply that the training they receive is inappropiate
 

and is often based on equipment unavailable at home, nor that
 

they often do not return home at all (points often made) but that 

when they return the-y beco:i-e a model against which local medical 

training is compared for fear that local graduates will be 

considered inferior. Postgraduate specialisation training abroad 

has also been overemphasised. The all too frequent effects 

have been well described by Stapleton: 

"If one of these young graduates goes abroad and learns
 
to use a comnlex bit of apparatus, when he returns the
 
only special thing he has learnt which he did not know
 
before is how to use this bit of apoaratus. His govern­
ment have already invested some money in him. They

have difficulty in assessing how imortant his bit of 
apparatus is or what contribution it will make to the 
economy and so they often have to buy more in order to 
enable him to use this skill which he has been taught 
abroad. I have little doubt that many postgraduates 
who have co;ne to England and Australia return home less 
valuable rather than more valuable doctors for their own 
countries." [Stapleton 1969, p. 59 

It has already been suggested that the provision of
 

equipment and the construction of hospitals can drain resources
 



away from more important areas. New equipment acts as a focus
 

for the medical profession (which is always anxious to acquire
 

the latest technological skills however irrelevant they might
 

be EReiser3 ) and diverts attention from other problems. It 

stimulates demand for similar facilities elsewhere and thus 

helps to entrench the existing medical system. The provision 

of high-Dowered clinical medical teams for short periods can 

have a similar effect. A particular problem is faced by the 

religious missions which provide a large proDortion of the
 

medical services in a number of countries and the majority of 

whose workers are clinically oriented. Their activities are 

very much based on treating the individual who presents himself 

at the mission hospital rather than with -. tr the health level 

of the community Lnryant 1969, p. 304-9J and they thus face 

major problems of readjustment if they are to continue to meet
 

the demand for curative services and at the same time develop 

new programmes. 

There will of course still be some need to aid developing
 

medical schools, train doctors, and provide equipment and
 

clinical services - but each of these programmes must be re­

examined to see if they really do assist developing countries in.
 

their major goals and If the money could not be better spent.
 

This paper has argued tha the Western medical model is unsuited
 

-to the conditions of developing countries and irrelevant to the
 

goal of socioeconomic growth. International medical assistance
 

should not be provided so as to reinforce existing Western-based
 



delivery systems.but.so as to help developing countries in a
 

search for new models.
 

http:systems.but.so


BIBLIOGRAPHY
 

Abel-Smith, Brian 	"Major Patterns of Financing and Organization
 
of Medical Care in Countries other than in the 
United States." Bulletin of the New York 
Acade.iv of 	 L ,6 540-5 9"(uyici y1 

Abel-Smit'h. Brian An intnrtional Stuiy of Fearlth Evoc':nitures, 
Public hcalth f apr no, 32, World cealth Organ­
isation, Geneva, 1967 

Agency for International Develonmen t Rcn oc tf n Haj.th. Pop
 
ulati.on 'Inrl tritio .....",.1E'S of the .,oncf
 
fr[ ,t:xowl I vcorent,Dept , of State
 
for k'iscai. Yoar,1,8 

Anderson, Stig 	 "Operations Research in Public Health" Public
 
Health R1enn3rs, LXX,[X (April 1964) 297-30--


Arbona, Guillermo. 	and Morales and Oteso, R. "Difficulties in 

Areas" AMer ic journal of floalt$ XXbXiWVL 
(1945) 105--62 

Baker, Timothy D. 	and Pernman, 'Nark He___alth %ilnno,_. i-ri a D lop­
ing tconc,m-: 'n-.' ...Case S.tucy in P.n 
The Johns iopkins iress, baltimore, 1961 

Barlow, Robin "The Economic Effects of Malaria Eradication,"
 
American Economic rcvir.7, May 1967
 

Blasingame, F.JL. (Chairman) Renort of the Victnam ..edical
 
Aporaisal Tea.m (minmeo) . ,:' Z--CS/
 

Bryant, J.H. "The Gap hetwee.i Modern Biochemical Technology
 
and Health Needs in Developing Countries,"
 
Science and Tncinolo-y in Develonin- Countries
 

dge University Press, 1969
 

-.	 Health and the Develooinp World, Cornell Univer-
Bryant, J.H. 

sity Press, 1969
 

Btesh, S. 	 "International Research in the Organination of
 
Medical Care," Medical Care, Vol. 3 (Jan. 1965),
 
pp. 41-46
 

http:ulati.on
http:Acade.iv


Buck, A.A., Sasaki, T.T., Anderson, R.I. Health and Disease in 
Four Peruvinn Villa~s, Johns Hopkins Press, 
Baltimore, 1968 

Candau, M.G. 	 "Problems in Developing International Health 
Programs ," American Journal of Public Health, 
Vol. 50 (June 1960), part 2, pp. 3-7 

Candau, M.G. 	 "Some Observations on the Problems of Medical 
Education in Africa," The JornaI of M!edical 
Education, vol. 41 No.-5(iay 1966), pp. ,46-50 

Cavanaugh, Joseph A "Future Health Manpower Needs in Latin America," 
PublicHealth Koenorts, LXXIX (1964), 911-916 

Chase, J. Samuel and Craig, William R. The Physician's Use of
 
of Time, Harvard Medical School., 1969 (nineo) 

de Bernis, G. Destanne How to Intes',tate Halth PlanninR into the 
,P].annin of cono'iic oas "hole, 

Unpublished documient i hP/WP'/66.2, W.i.O., Gen­
eva, 1966
 

De. Craemer, Willy 	and Fox, Renee C. The Ermer3, nc Physician 
Hoover Institution on War, [(evolution and Peace, 
Stanford University. California, 193 

Division of Medical Sciences (,7ational Academy of Science - Nation­
al Research Council) Public Health Problems in 
1.4 French Snpac<in Cointris in Afica daj- d­

sSu: Survey of ,Prources anc illrcds, Vols. 
1 & 11 (mimooT1966 

Duran, H. 	 "Health Planning in the Countries of Latin 
America" Canadian Journal of Public Health, Vol. 
56 (1965) p.f27-5 

Dogramacl, Ihsan "An Experiment in Medical r-ducation in Tvrkey," 
Journal of Medical Education, Vol. 41 No. 9 
Part I(Sept. 1966), pp. 1S0-185 

Fein, Rashi 	 "Heqlth Programmes and Economic tevelopment,"
 
in The Economics of Health and Medical Care, 
University of Michigan, 1964, pp. 271-282
 

Feldstein, Martin 	S. "Cost-Benefit Analysis and Health Program

P lann.ing in D!>velonini Countries, Harvard Univ­
ersity Press (mimeo), 1969
 

Feldstein, Martin 	S. Health Sector Plannin in Develoning Count­
ries, Discussion Paper iNo. 62 (Feb. 1969) 
Harvard Institute of Lconomic Research, Harvard 
University 



Fendall, N.R.E. 


Fendall, N.R.E, 


Fendall, N.R.E. 

Field, Mark G. 


Field, Mark G. 


Field, Mark G. 


Foster, G.M. 


Foster, G.M. 


Fox, T.F. 


"Kenya's Experience - : Planning Health Services
in DevcloDinA Countries," Public Health Reports 
LXXVIII (Nov. 1963), pp. 7P 

"Organisation of Hcalth Services in Emerging
 
Countries," Lancet 11, (1964) pp. 53-56 

"The Medical Assistant in Africa," Journal of 
"
TrojdicaI. Medi rint, and__I1",Ziene, 71 (71rTrI 6"), 

pp. 83-95 

Doctor and Pntient in Soviet Ru-sia, Harvard 
Univcrsity Press, 1i5T 
"Medical Organization and the Medical Profess­
ion" in Thle Transformation of Russian Society, 
Cyril BlackT(ed) Harvard University Press, 1961,
 
Dp. 541-552
 

Soviet Sociali sed edicine: An Introduction, 
The Free Press, New York, 1967 

Prob]. is in Intercultural 9ealth Pro'-trames, 
Social. Science, Aesearch Council, Pamphlert No.12, 1958 

"Cross-Cultural Medical Education. Some Social
 
and Cultural Factors," Journal of Medical Educ­
ation, Vol. 41 No.9 Part 2, (Sept. 1966), pp.

T166-f74 

"Medical Care in China Today" American Journall 
of Public Nealth, Vol. 50 (June 1960)Part 2, 
pp, 28-35 

Frederioksen, Harold "Malaria Control and Ponulation Pressure 
in Ceylon," Public -ealth Renorts, Vol. 75 
No.10, (Oct. 1960), pp. 868-8 

Frederickson, Harold "Determinants and Consequences of Mortality
 

Goode, Richard 


gall, Thomas L. 


Trehds in Ceyl6n," Public Health Reports, Vol. 76
 
No. 8, (Aug. 1961), p. 659-63
 

Comment on R. Fein "Health Programmes and Econ­
omics Develonment" in The Economics of Health 
and Medical Care, 'University of Michigan, 1964, 
pp. 282-5 

"Planning for Health in Pru - New Anproach to 
and old Problem." Avirican Journal of Public 
Health, LV3 (Aug. -1966). 29b-3O/ 



Hall, Thomas L. 	 Health Mlanpower in Peru, Johns Hopkins Press, 
1969 

Han, Leo-Min-	 A Historicanl Sketch of the Public Health Coll e 
and TairiinR Ce1nteir, Gondar, 1965 (i'neo) 

Haskins, Caryl P. 	 The Scientific Rnyolution and Word Politics I 
Council for orEeign ielations, i'arper & i\ow 

HilLeboe, Herman Ex Schaefer, Morris Pc.ners and BihlJolranhy on.C~rnn~tv~lihlmmi~, 6aduatc ,CchoolCorn~reunity 1-.aith Plan1- i; 1 G"coo ofof 

Public Af*airs, State University of New York at 
Albany, 1967
 

Hitch, C.J. and McKean, R.N. The Econonics of Drfc-nce. in the 
Nuclear o- Atheneum, i'ew York, 1966 -

Holmes, Alan Ch. Ediciition in jevelonin Countries, 
Nelson, London, 1i64 

Horwitz, Abraham 	 Health and Prof- res jin thr Americas, Pan Amer­
ican iea lch Organization, 1966 (Miscellaneous 
publicat., No. 80) 

Horowitz, A. 	 Health a Basic Com,)onent of Lconomic Develon­
ment, Pan A-!eri,can Sanitary Bureau,Misc. Public­
atiiS, NOo. 66, 1961 

Hyde, Henry Van Zile (eu) "M-ranpower for the World's Health: 

Report of the 1966 Institute on International 
Medical Education.
Medical Colleges," 

Association of AmericanThe Journal of .ed.cal 

Education, Vol. 41, No. 9 (Seot. 1966), Part 2 

King, Maurice (Ed) Medical Care in Develonins Countries, Oxford 
University Press, 	Nairobi, 1966
 

KissickWilliam L. "Health ManDower in Transit.on," Mlilbank 
Memorial Fund Ouarterly, Vol. XLVI, No. 1 Part2, 
Jan. 1968 

Landes, Jacob H. 	 Develon-ment and Practice of a Public Health 
Unit in Israel, U.S. Operation Mission to 
Israel, lel Aviv, March 1957 

Liebenstein, Harvey, Economic Backwardness and Economic Growth, 
John Wiley & Sons, New York, 1957 

Lindblom, Cha"Ies E. "The Science of 'Muddling Through'," Public
 
Administration Review, Vol. X1X, Spring 1959
 
p 79-68
 

http:Transit.on


-----

Lucas, A.E. Mainland China & Birth Contr.A evaiPolicy~~~~~~~adotiu n of ., i'uc,:tinrvard Univ­ersity oeminar on 
 fonteniorary China, 1969 (mimeo)

McDermott) Walsh "The R'le of Biomedical heearch in lnt rrationaDove lonmen The Journal of M cal .ca..iVol. 39 No. 7, JUly F16O4, op. 5-69McDermott, Walsh "Medical Institutions and -0edificaion of 

Disease Patterns," Ar!,eoicl Journiln of Psychiatry122 (June 1966), pp*139 -4-
McDermott Walsh 
 "Modern Medicine and the Demographic - DiseasePattern of Overly Traditional Societies:Technologic Aisfit," Journal of M.c.ic, Educa tion,Vol. 41, No. 9 Part 2 (Sept. 19665, opD. 1 6---McKeown, Thomas "Medicine and World Population" in M.C. Shepsand J.C. Ridley (dds) 
Public Healthation- .e, UniveIisity o Pittsbu g ad n r-CL?onul-

Malenbaum Wilfred Health and Productivitv in Poor Asre Discussion 
Paler Nr). S1 The ihartonand Co-mcrno, Dnt. of School -of FinanceJ-ci, University at
 
Pennsylvania
 

Maystrakh, 
C.V. Thp Orfanization of Public H.alth in theUS.RU.S. Dent. of Hca$Zdl"-ation and 'welRussian oTranslation areProgrampes, Be4hesda, 14Maryland, 1956
 
H|ead, Margaret (ed.) 
 ural Patterns and Technical Change,

UNESCO, 1953 
-
 olina, Gustavo & Noam, Ilana F. "Indicators of Health, r-conomy,and Culture, in Puerto Rico and Latin America,"
American Journal Iealthof LIV (1964) 

Morison, Robert S. "OpRortunitie., and Obligations with Respect
to International nction by United States Med­ical Education,, 
Journal of MedicalVol. Education,41, No. 9 Part2 (Sept. 1966), pp. 255-266 
Mushkin, Selma J. "1Heatth ProsraTmming in Developing Nations" 

June 1963 (mimeo)

?Mushkin, Selma J. "Healh as an Investment ,1 Journal of Political ... nom., (Sunplement) LXX (1962) 129-57Myrdal, Gunnar 
 Asian Drama: An Inouiry into the Poverty of
Nations, Pantheon, New York. 196­



,Nelson,John P. 	 "Infantile Diarrhoea and Neurological Defect."
 
flosnii:t1. Practi.c :!, July 1967
 

Health PlInning : 

OoneenVc:an-,nd .cthod (Scentj. Lic Publication 
Pan American Or;arisation Hr'l1:h nP'oblems 	 of 

0o 1 1i i) , ,,-hi , o n D .C . , 1 9 6 5 

Pan American Health Organisation S'ticv 'roun on %oordination of
 
ledlc.dica r : -, D.C.
.7AshingtonFC.-u-e ':3,Tnori 

Paul, Benjamin D. 	(ed)..i Ciitur- nd C.,-uituy, Aussel
 
Sage Foundation, New York, 19.--


Perlman, Mark 	 "Some Economic Aspccts of Public health Prograwmes 
in Underdevelooed Areas" in The Econn-ii.cs of 
Health ,nd ,ed ical Care, University of Michigan 
1964, pp. 286-99
 

Polgar, Steven 	 "Health Action in Lross-cultiral Perspective" 
in Hi nibno, of Medi.c.l Socio o0.v. Freeman, H.Z, 
Levine aol, Leo G.(1'ds) Prentice-Hall, 1963 

Popov, .G.A. Some ech iue in Public !Pealt Plannin:
 
'.H.O., -cnevi., 11,65 (unoublih.-wd docu:oent,
 

A'* k I ...../ !,., /, '., . 

,..terncational alth
Refshauge, William Aitralian 	 " -.­
c:rv Ic<e - t-he F'P::;in a+ .Iut-!!u!re,! ;.aicolm 

GiCl 	 3e01ori orth%1:%aion Shore 
Hosital, Sydney, 11 Auuwu -'1969 (minmeo) 

Reiser, Stanley J. "The Role of Voluntari.. .3. Foreign 
Aid: A Case Study of ProJ Public 
Poltci, 1966, harvard Univ "1'Yy Press 

Rosinski,.E.F. & Spencer, F.o. The Assisr.-t .+-dical OFficer: 
The Training of ue--.iarie in 
Develon (n o,ntis, Chanel Hill, North Carolina 
The University of North Carolina Press, 1965 

Roza, Frans W. 	 "Tra.ning Health Worker Gondar, Ethiopia" 
Public HYaLth Renorts, Vol. 77, No. 7 (July 
1962), pp. 595-601 

Ruderman, A. Peter Coinrment on 14. Perlman, "Some Economic Asver 
of Public Health Programs in Underdeveloped 
Areas" The Economics of Medical and RH:ilth 
University of ,+LicL-ian, 1964, pp. 299-305 

Ruderman, A. Peter "Economic Factnrs and Medical Education i
 
the Develooing Countries," Journal of Mc-ci. 
Educatinn, Vol. 41, No. 9, ?art 2 (Sept. 196o; 
pp. 162-165 

http:Econn-ii.cs


Ruderman, A. Peter "The Eidemologist's Piace in Planning for
 
Economic Development, t Public.Hoaith Reports,
 

July 1966, pp. 615-21
 

Saunders, L. 	 Culturil Differce and edi al Care, New York, 
Russel Sage Foundation, 1954 

Sidel, Victor W. 	 "Feldshers and 'Feldsherism': The Role and
 
Trainin. of the Feldsher in the U.S.S.R.,"


ewF;n;l2.n6 journal. of Vedicij-e 278, April 25, 
Play 2, 19683, pp. 934-40, 981-92 

Sierra Leone Government Ministry Of Health National Health Plan, 
Freetown, 1965 

Spicer, Edward H. juian Problc:,is in Technloilj -at, Science 
Editions, John Wiley & Sons, Inc., New York, 
Paperback Edition, 1965 

Spruyt, Dirk J. et al. "Ethiopia's Health Center Program - Its
 
Impact on Community Health," Ethiopian li.edical
 
Journal, Vol. 5, No. 3, July 1967, pp. 1-87
 

Stapleton, Thomas 	Somp Problcms in the Devetonrent of Medica. 
p.s11 StjPc'vh nre ,a - PaprTr re 4-o V-"ro 
iNasiorntji 1L-flu Zesenaran Anak Pertama, Semarang, 
Indonesia, April 1968 (mimeo)
 

Stapleton, Thomas 	 Probloins in Aidin- Dv].1nip_,Cotintries, Paedia­
tric Society of Victoria, march 1969 (mimeo)
 

Stauffer, R.B. 	 "The Biopolitics of Underdevelopment" Compara­
tive Political Studies, Oct. 1964
 

Takulia, H.S., Taylor, C.E., Sangal, S.P., Alter, J.D. The Health 
Center Doctor in India, Johns Hopkins Press, 
Baltimore, 1967 

Taylor, Carl E. & Hall, Marie-Francoise "Health, Population and
 
Economic Development," Science, 157 (1967), pp.
 
65L-657
 

Titmuss, Richard M. The Pealth Services of Tan anvica: A Renort
 
to the Govern-nent, Pitman, London, 1964
 

'United Nations 	 Science and Technology for Develonmnent. Reiort 
at the U.N. Conference on the ApDlication of 
Science and Technology for the Benefit of Less 
Developed Areas, U.N., New York, 1963
 

.U.N, Research Institute for Social Development Cost-B3pnefit
 
Analysis of Social Projects, Report of a IMeeting
 
of Experts Held in Rennes; France, 27 Sept.­
2-Oct., 1965, Report No. 7, Geneva, April 1966
 

http:ewF;n;l2.n6


akamatsu, Eiichi 	"Overseals Medical Cooperation" in N. Hirgash 
(ed.) Ldc-d? 11robleint in Southeast a, Centre 
for Southatst Asian Studies, Kyoto University, 
1968, pp. 11-25
 

..Winslow, C. 	 The Cost of Si.ckness and the Price of Health, 

W.H.O., Geneva, 1951 

Use and Training 	 of Auxiliary PersonnelW.HO, 	 "The 
M/edicine, ursing, 	 t4d;.fery and Sanitation,"in 

No. 212, 1961
W..H.O. Technricnlrc ort ,rc 

Suxtcl (tl.n, 	 r IorUse bt, Croni-ries i.l Disc.us-
W.11.0. 	 s .. Gen .va: HealthWorld 

Organisation, 1964
 

Plan-W.H..O. 	 Inter-relionn ,Selni5nar on VAtional Health 

n Addis Abeba, Ethiopia, 11-12 Oct. 1965.
 
Interim Report, Geneva (Unpublished W.H.O.
 

Documient PA/66.5)
 

"National Health 	Planning in Deveiloping Countrius "
 W.H.O. 

W.HO. Tcechnical 7,eaiort S-rios No3 1967, 
Geneva 

P 

W.rl.O 	 World ealth Statistics r!?eport, Vol. 21, 1968 

Study of Health Exenditures,'"An InternationalW.H.Q. 
W.H.O. ChrnnicleMIarch 1963 Vol. 22, pp. 83-94
 

Worth, Robert and 	Shah, Narayan K. Nenal Health SurveZ, Univer-


Sity of Hawaii Press, Honolulu, 1969
 


