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ntroduction

The relationship between health care and socloeconomni.c
.development is a complex one, Standardz of health directly and
indirectly affect the rate of development; at the same time gooa
health care itself is a major objective of the development
process,

It is a commonplace today to say that what the developing
countries need is & greater emphasis on preventive as opposad
to curative medicine. But the problem is more difficult than that,
For a start the relationship between even preventive measures and
socloeconomic change has been little rescarched, Then, curative
services cannot be ignored « a demand for such services has been
created and there is now no returning to earlier stages of medice
al development, And the existing delivery system for both curative
'énd 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 addresséd.

(There are of course factors affecting health apart'frém
medical services., These are not ignored, but th:.: primary attenfiéd
of this paper is on medical services - on which government in
developing countries spend, on average, 8 to 15% of their budgets
EW.H.O. 1968, ». 93:]. To keep the paper to a manageable length
also the question of medical measures for population control is

not discussed as they are exdy an adjunct to more important




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



SECTION 1: THE TRANSFER OF WESTERN MODELS OF
MEDICINE,



For & long time, those. concernaed 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 problemns, Their aim was first to assist indigenous
peopnles, and cventually to educate numbers of them to ecarry out,
on their own, the medlical practices and techniques originally
develoncd in the West, The more enlightencd of the medical
profession recognisced that attitudes to heélth among indigenous
people were an integral part of their life-style and beliefs:
these vere not "irrational' prejudices to be broken down but rather
an effort had to be made to understand the reciplent culture so
that modern medical opractices could be made acceptable to it,
[;picer P 3=10:} it is only in very recent times, however, that
sections of the Western medical profession have begun to realise
how culture-~bound is our own ;ystem of medicine and how ethnow
centric are our own beliefs as to what constitutes Ygood" or
"bad" medical practice.. [foster Do 166-1?@]

The Western model of medical care developed in response
to particular social , egoﬂomic, 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 2 society with
levels of consumption, degrees of literacy, canitalelabour
ratios, and cultural norms very different from those in develop=

ing countries., The health delivery system ié based on the



individual doctor-natient relationship and has filled a particular

need for sectiqné of our own'society,:but has often been found
wanting for the poor and disadvantaged)even in industrialised
countries-which raises immedicte doubts.as to its-relevance
elscvwhere, Declsionemaking structures on medical care are often
of an informal nature, Again, these were sufficilent when the
health sector used up only a small fraction of the national
reésources, but in recent years, even Western countr%es have had
to re-cxamine 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 ceven lesg than can industrial ones, The lack
of "flt! of the Western 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 Communiist countries.

The remainder of this section will explore in greatet d:
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,
The é@%ﬁi section of the paper will return to this theme and
discuss mod%ps and institutions better fitted to strengthen the

links between medical care and economic development, and some

attempts in newly independent countries to introduce new




institutions and some obstacles to their acceptanca,

a) Biomadical_TecQggA&&x

It ic widely believed that there are at our disposal the
medical means to cure the worldls ills, and that all that is
lacking is the will and the money to apply them. McDermott[iQ@é]
has pointed out that thie is not 50, For many of the most importe
ant diseases occurring in developing countries we have no specific
decisive preventive or curative measures,

Some diseases have navef been major problems in the West.
Medical technoltigy does not yet exist for the elimination of
hookworm, or liver fluke from South East Asia, or schistosomiagis
endemic in the Middle East and elsevhere,

Equaily imoortant, are the discases WiILGIl Woere uliminaied

e}
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or greatly reduced in industrialised societies without a full
>understanding of their aetiol6gy or therapy ~ what McDermott

terms an "historic bypass® [1964 Pe 664]. Thie applies in
particular to the pneumonia«diarshoea complex of early childe
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
pnegmonia 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
therany that can be aopliéd. In Western societies, the incidence

of infantile pneumonia and diarihoea has fallen with higher



living standards, better nutrition hnd improved sanitation -
but we do not know the specific reason foy the decline, nor
whether there is any method of transferring it without the
general improvement in sociozconomic conditions.[hcbermott
1966 p, 138-144],

However, even when there is no gap in bicmedicsl teche
nologyz Fhe techniques that have been developed are often Too
- expensive to anply in developing countries, Madical recearch
has not been as conteconscious as industyrial rescarch, Medical
services have been provided on a costeplus basis and the attitede
has been that no price is too bigh for good health - until the
enormous increasce in medical costs recently has caused questione

ing even in the United States, Research in the medical epea
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the words of the report of the Scereatary Ldvisory Committee on
.Hospital Effectivencess "it kéeps creating new things to do, inw
instead of just new ways to do things,® [Eited-by Field 1965].
-Furthermore, the vast bulk of medical reseagzch 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
proFassipasl

cheavly to large numbers by nnnekmmsitrid personnel has been
) . .

largely neglected,
As in other fields, what is needed is an "intermediate
techriology" appropriate to the economic level and resourca

structure of developing countries. Thus we have devised a


http:gener.al

technology of detection, therapy, and prevention of tubérculosi§
which has virtually eliminated ﬁhat 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
onc dollar per head per annuw., The systematic search fo; an
intermediate technnlogy in wedicine has Jgigﬂiﬁabegun.

An advanced and comnlex medical teéhnglogy has had as its
concomitant a highly éifferentiated and specialised medical
profession, In wealthy countries, bnth the technology and the
specialisation hal?arisen in resnonse to the demand for more
sophisticated medical scrvices (though there is obviously a
lot of feedback -« technology influences demand). 1In developing
countries, there is a similar trend towards specialisation withe
in thé medical profession, for which technoiogy provides a
justification but which is divorced from the economic demands
of the socicty in which the health system is embedded, and

hampers the process of meeting these demands,

b) Health Delivery Systems

Modern medicine is firmly based on the individual QOctor-
pétient relationship: on individual nmatient care by a physician
or a sma;l team under the direction of a physician. This system
developed naturally from the traditional medical systém virem in which
technolog& 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 found 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-
val who decides when he is "sick." It is the individual who |
decides whether fo try patent remedies or traditional cures,or
to scek medical advieca, Finally, it is the individual who
décides whether to follow the physician's directions and consune
his nostruas, Thus to work efficently, the system requires a
literate population with some sophistication about disease and
some faith in the medical profession,

With increasingly complex technology, the doctore-patient
relationship has been modified but even if the patient is now
treatéd by a different specialist for each complaint, or ig in
a hospital, the basic pattern of the provision of clinically
decisive medical services by the individual doetor (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 fonod and water sunplies, vector control, santication);
and personal health care. In both Sweden and the U,Se; the per-
centage devoted to personal health care was a little over

96%. [ Btesh p, 42].

This same pattern of medical care - though often delivered



by a medical assistant or other subpfofessional in a health
centre ~ is the dominant one in developing countries, Figures,
from the same survey, for Chile and Cecylon show 90% and 94,45
respectively of health expenditure allotted to personal health
care, There has of course for centuries been a traditional
relationship between the villager end the indigenous healer;
but the new system is'not developing from.this one but is being
set 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 same [see Abel-Smithﬁél But the:;: central
one~tow~one doctorepatient relationship has been retained as the
means of delivery, even when,as in the L d ¢'s,it has been
largeiy separated from its original rationale of providing
~comfort &nd psychological supvort, Further, it has been re-
tained even though it is clear that the medical and economic
environmments are illwsuited to the system, As outlined above,
for many of the disezses in developing countries, there are no
clinically declsive treatments availabie, there is an urgent
need for preventivé as opposed to curative medicine, numerous
comnunicable 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,

A

Whaf1has been said here about the doctor-patient.



relationship applies also to the institutions that have srown
around it., The Bospital, as Lt developed, accommodated its
practices partly to meet the needs of physiciens and specialists
ascoclated with it, and partly to provi&e the best possible

care to the individual patient once he had been edmitted to

it. It concentrated on the productive rather than on the dige
tributive aspects of health care, and was not primarily concern-
ed with the overall health pattern of the community around it,
"Most hospitals today have no knowledge of communityebased health
indices, no particular conceri: for how well the community is
doing. No one is assigned respounsibility for Kknowing; no one
scems to care, Lt is almost as Lf hospital officials ezpect

the people to serve the hospitals (by creating a flow of patients)
rather than the hospitals to serve the people; only their worthy
motives keep hoswitals above suspicilon,.® [}igmond, Pe 101].

It is perhaps as well fo insist at this stage that it 1is
not suggested that individual patient care has no place in devu_
eloping countries - peoples! expectations have been awakeﬁed'
and cannot be neglected, and some services such as surgery can
only be met on an individual basis, Furthermore, experts in
industrialised socleties must be careful not to suggest a
‘system of second rate medicine for the peonles of developing
ones, Some economicse-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
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does not need scientific medical assistance, his discases are
"simple' and fgf this a feldsher (medical assistant) is enough -
& physiclan treats the mastors, and a peasant is treated by a
feldsher, Y [}ield, 1967 p.48], |

What 1s suggested here,on the otherhand, is that the
applicaticu of Wostern nodels has too often resulted in & system
where a small proportion of the population recoeivas firsterate
madical care by specialiste in the diseases ol the urben rich,
and the rest of the population receives fourtherate modical
care or.none &t all, The applicavion of medical techniology
in diffcrent ways could vesult in a2 delivery svsiem geared to
fhe problems of the country, its cconomic resources, and the
goal of economic develcpnient,

a taechioilopic Mimlsafith in health delivery systems implles
~of course a misfit in other portions of the health sectoyr which
are gearcd to tho inappropridte systen, and in particular, a
misfit in medical education and medical research, We shall
discuss these in the following sectioné as well as alternative
formulations-of the physician's role., But it might be mentioned
here that there is perhaps also a Ymisfit" in medical morality,
Medical morality has always emphasisced the doctor's responsibile
.1ty to do his utmost for the individual patient, Doctors will
acqulese to new patterns of medical care only when they acknow=
ledge that they have an equal resovonsibility 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
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laddington, "statistical morality." The realisation that the
medical good of the bulk of mankind can besf be furthered by
concentration on influencing cuch statistical parameters as

infant moﬁality, and not on personal relationships may be the
necessary moral basis for effective medicine in the “"Third World,"

¢) Structunes fox Dacision~Makine in the FHealih Socion

LR .
- ¢ TR Al i

-

Therc arc in industriaiisced countrics (outcide Eastern
Ehrope) at least twvo patterng of decision-making in the health
sector, One thing they bave in common is their relative uselecgse
ness as a model for developing countries,

In the United Staves, rugged individualism has been the
underlying philosonhy « cach swall unit has made its own decisions
in accord with its own goals, and rarely have there been coorditie
ating bodice with overal. responsibility for comaunity health -
though this overall mattern is beginning to change, In Europe,
there has been much greater public control of health services
and public ownership of health facilities datiﬁg back to the
philosophy that the community was resovonsible for the medical
care of the poor. Public ownership has necessitated more centrale
ised decisionemaking in some health afeas (and of course in some
countries grew into a National Health Sérvice) but the decicione
making processes have yqnot been iﬁtegrated into the overall |
economy, except occasionally as ﬁolitics demanded., Nor have
they been much influenced until very recently by systems analysis
or cost-benefit analysis - no nrice is tno high for good health,

Euronean eonlonisers introduced the European system of



salaried physic.ans in hoepitals and dispensarices into their
dependencies, at first for the benefit of the colonists theme
selves and later for the indigenous peoples, WThe physicians
were paid by salary, These sexvices were supplemented in some
countries (e.g. Indlae) by indigenous charitable effort and in all
countrics by medical wissionaries, Thus the low income countries
bhave developad a high proportion of publicly owned hospitels and
salaried physicians, ! [}hel«Smithf”ﬁ. 34]L However, although
there was publie control, Western countries had little to offer
in the technology of decision.making, Centralised control is

not sufficient for the formulation of rational wvolicy and indeced
a high dcgrée of control may be unnecessary (or a hindrance) if
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the right structures exist
is discussed at length in Scetion 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 educatofs have
had to turn for direction to the work done for developing
countries,

A Preliminarv 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 éociety as a whéle - &a
sub-system which is essential to the maintenance of society and
whieh can play an imnortaﬁé role in its evolution. Society
provides certain inouts into the system - economic resources, .

personnel, and "political" support. [fy’political support, we



mean that society acknowledges that gdéctors in the health sub-
system legitimately may make a the decisions on questions of
skickness and health,) It also obviously makes demands on the
health subesystem for service. The output of the sub-system
are these services and demands for resources, These inputs and
outputs are of course interrclated e,g, it is becoming evident
now that not only does’ a greater demand for services from the
health sector result in a greater demand by the sector for
resource inputs but also that a greater sunply of resource inputs
into the sector, once sociaty becomes aware of the extent of the
drain on its resources~as happened in the United States in the
past few yeérs - results in demands for more services or a

The sube~system has its own selferegulatory mechantsm,
- The demand of society are interpreted and fed into the system
by & decisionemaking 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 arcas of’
responsibility and some sﬁggéd basic values, This planning
‘body or informal network is feSponsible also for decisions

about the maintenance of the sub-system, i.e. about the structure
and content of medical edqcation and medical research, which in
turn reinforce the patterﬁ of the health delivery system,

Lt is suggested here that in many developing countries the

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

e
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have, by their education and training, acquired values relevant
~to the societies in which they were trained (or in which their
teachers vere tralned) but potentially harmful to the society
served by the health system.these actors now control. Of course
if there is to be change in a soclety, then key actors will have
to hold different values to the bulk of the soclety!s members =
"perfect fit" would lead to stagnation, However, the lack of o
orientation of the majority of the medical elite towards the major
goal of the nation -« economic development - has meant that the
changes effected in and by the health systems of developing

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



SEGTION 11: HEALTH AND ECONOMIC DEVELOPMENT.
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The link between health expéndiéures and econémic devele
opment has a relatively new, and still very small, place in
economic and develovpment literature, The accumulation of capital
has traditionally been regarded as the main engine of economie
growth, However, the demonstration by Solow, Denison and others
that the growth of G.N.P., in the industrialised countries could
not be accoutited for simply by increases in the quantity of
cépital and the size of the labour force re-focussed attention
on technological nrogress and the'ﬁresidual," More recently has
come thé suggestion that the traditional division between invest=
ment and consumption expenditures has confusaed rather than clare
ified understanding of the causes of long-tern economic growth,
The rise of the concept of "“investment in man® has led to a
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-to medical care,

Thus health measures are né longer regarded by most
econonists as merely services satisfying the consumption needé
of the people, These consumption expenditures are now recognised
as being of a special type (termed “deveiopment consumptioﬁ" in
the public health literature [ﬁ.H.O. 1967 p. 12}) which, iike
investment, leads to increased production‘in the future, and
which must be integrated into national planning for ec&némic
development, |

National economic ﬁlanners in many countries, Héwever, 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 canita
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 persists,as the
links between imnroved medical care and economic development (and
pooulation growth and economic development) are complex and
poorly understood, Llhe 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, 1 aftempt to set out below the current state of kiowe
ledge on the economic effects of health expenditures in develope
ing countries., Although this knowledge is still limited, it will
at least be possible to demonstrate the deficiencies in the abové
attack on the health s;ctor (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, Unfortune
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 ceteriﬁﬁs paribus assumption involved,'

and if we wish to judge an entire programﬁe we cannot assume that
other things_are equal,as the programme will bhave 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
ﬁorbidity but also changes in the outlooks and life~styles of the
poopulation and other miscellanecous effects, Quantitative effects
are nét only the changes in mortality from different diseases

but also the indirect short and long-run effects on age-structure
and pooulation growth rates,

Qualitative Effects

Qualitative results of. health measures may . be seen primare
ily in their effect on the individual wérker. The following
changes in the labour force some obvious, some less obvioué, 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



projects, a shortened period of training, and an increase in
skillg. Thus, the Rio Doce Valley Railroad Company in Brazil
during the 1940%s when malaria and diarrheal diseaces vere
endenmic had a payroll three times as large as it would "norme
ally! require in order to ensure a sufficient turnout on any
particular day. An anti-malaria campalgn and the introduction

]

of other health measures reduced requirements from 3 times to
Gther cosce

1,6 times the minimum labour forcc, [}erlman p. 245) kn the

Phillipines, South Africa, and Southern Rhodesia, documents

ghrre sharp reductions in the rate of absenteeism and total

labour requirements following anti-malrlal campaigns Eyinslow Pe

22.25 ],

Y T s 1
-, LX Rad - e

21+h moacurss have a synergistice effect with othex
inputs, especially education, Education statisties in d;veloping
coﬁntries mask a high rate of absenteeism and of eariy?drqp outs,
A child who attends school irregularly obvioisly gdins little b
benefit and many “"enrolled!" children do not every acquire .
functional literacy. [Myrdal PDe 1722=§]. But even the chiid
who attends fairly regularly gains very reduced benefit If he

is i1l and inattentive, or nartially blind or deaf. The effect,
‘for example, of impaired vision due to trachoma and conjunctive
1t@ﬁ‘on education should not be underestimated., In a study of
592Aézildren between the ages Qf 10 and 14 (who, incidentally,
--+were found to suffer from a total ofhl,86§wdisggge§,vd@%ggts, or
parasitic conditions) 67% were afflicted with trach§ma {bited in

Myrdal p. 1609}. Approximately 65% of a sample of€5§19?y§ar olds
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in four Ethiopian villages were found to be'sufferihg from
acute or subacute conjunctivitis (Sﬁhyt et al, p. 36), Furthere
more; it 1s being increasingly srecomniscd that the malnourished
child with diarrhoca (i.e. the average child in many parts of
the world) can suffesr brain damage which results in a permanent
mental petardation and reduced educability, (ﬁelsoé) Obvioucly,
an increase in health expsnditures in some arcas would greatly
increase the returns from education,

Also a lengthening-of life expectancy of an "educated"
man, at whatever level, increases his productive years and thus
the return on the education iﬁvested in him. To look at it
another way, it "reduces the rate of depreciation of investment
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(A high probabilityof premature death or disabling illness
also dictorts optimal manpowor planning because of the mathematics
of ensuring that there is a good chance that sufficient trained

men suxrvive,

"Not only must more persons be trained than still survive
to be emnloved but also the exnected number of survivors
must exceed the number reauired bv the manpower plan for
any desired probability level of obtaining the required
number, The ratio of the exnected number of survivors to
the required number is higher when the required number is
small and is an increasins funetion of the planners'desired
probability lev®il. Thus, high mortality rates make it
desirable to train men who are exnected to be redundant
with the gleatpgt exXpected redundancy in the most special-
ised skill. LFeldsteln p._j). '

d) Imnroved health changes attitudes and motivations. A numbey
of observers Cﬁalenbaump. 7, Muskin 1963, p, gj regard this as

probably the most important causal mechanism : high mdrtality
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and morbidity rates breed hopelessness while medical improvenents
demonstrate the possibility of change and present dramatic evide-
ence of man's ability to control his environment, Unfortunately,
this effect has been little studied specifiically though many

case studies have shown the immact of health services,once accept-
ed, on community.life [}auLj. Present experience at the Tuftsae
Delta Health Center in Mount Bayou Mississipi Qﬁaleanum p.i}

aiso provides evidence for theélimportance of this mechanism in
economic progress,

Some authors drawing espe¥ially on the mood changes =in
Ieys
the direction of apathy and irritability- described by Joma2 et al

in experimental subjects with reduced ecaloric intake,have gone

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

-

malnutrition amount to a"disease syndrome of underdevelopment®,
This is said to be a serious obstacle to modernisation, Thus
Stauffer [}96Qf :

"Two -politically significant clusters of attitudes,
each dircctly associated with features of the discase
syndroie 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 discases to enforce the pattern. Much of the
lack of drive, the "laziness" and indolence, the propen-
sity to sleep, the willingness passively to accept fate,
and other similar attitudes attributed to the pecople of
underdeveloned societies by observers from outside, can
be largely exnlained by these biological conditions.,

In a similar fashion, a grouop of attitudes best described
by the word "irritability" is produced by these same
physical conditions. Certain behavior patterns frequent-
ly described as commonly prevalent amonig people living

in underdeveloped societies may be related; examples
include suspiciousness, quick temper, hostility, and
possibly some of the behavior that is frequently subsumed
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under the term "anomich,% CP*377)

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-
understandingfthis effect is a serious obstacle to rational
health planning,

The above are the major qualitative effects on the labour
fopce that have been ascribed to health measures, One other
special ¥asc =-where health measures are complementary to new land
ugsew ma§ 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 elsa~
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 regién.

Quantitative Acpects

There can be little doubt that measures designed to improve
the health of a populatipn cause a decline in mortality rates,
and at least in the short and medium-term accelerate the rate of
growth of population., They probébly'also increase birth rates
through their effect on ﬁaternal 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 Fhe workforce due to
participation By individuals.ﬁho would otherwise be disabled,
These factors oﬁ the whole tend to increase consumption more.than
production and &z to lower per capita income.

This 1is 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 reéponsible for the major portion
of the increase in world population and that modern wmedi.cine,
and even sanitation, has played a relatively small role [&aylor
and Hall:], (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 treétment at all was available,) An increased standard
of iiving and especlally improved diet was the major cause
[ﬂcKeowﬁj + 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 [}96d] 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
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l?redericksen 196i7 ). Furthermore he demostrated that the
decrgase in mortalit? in the malarious areas where the campaign
was éonducted and in the unprotected nonmalarious arcas has

Been almost the same, Country by country analysils in fact shows
a strong statistical correlation simply between per capité income
per sc ‘and decrcased mortalit;j%§aylor and lall p, 65ij. Not
just health programmas but any programme resulting in economic
development stimulates ponulation growth,

(The linkage in the other dircction i.,e, the impact of

population growth on per capita income is too broad a subject

to be fully discussed here, but 1t should be noted that statee
ments such as “total GNP rose by 5% but a growth rate of pope
ulatian af 3% ont tha ingreare in por capire income 299 wouals
.ly exagerate the deleterious cffeets of popuiation growth and
oversimplify comnlex relatiounships., Not only do programs which
create rises in per capita income also result in population
increasses but population increase itself in most cases céntFibutes
something to economic growth. The harginal producti#ity 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 vopulation to increase, The population
explosion is a major problem but as Liebenstein [j951] and

 relahomstp b gcomomie developnat s

others have polnted out, it5#s, more complicated than is general-
ly recognised in nublic discussion,)
Health programmeé of course alsgjﬁgvv an effect‘in the

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



In the short run, it seems that fahily planning techniques have
the best chance of acceptance when they are integrated in a
larger Health plan C}aylor and Hall p, 655.6F., In the long
run a decline in infant mortality rates may be a necessary pree
condition for lowvered birth rates, Parents in developing .
countries are concerned about the number of children still alive
, when they reach old age, want to have a sou 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 importe
ant [Liebenstain Ch, le. Once again the laws of probability
(as learnt by experience) acentuate the fall in the birth rate

with better chances of survival

"if ldesired fanily size' is interpreted:as a target

R . o e DU T TR L 1 L EETE N .

GUGLCY S ShLiaion SUrviviag Lo adulihoosd, the aunber
of births must increase as the probability of survival
through childhood decreases, If tha numnber of bicths
were increascd just enough to make the expected number
of survivinn children equal to the desired family size,
a lower survival ovrobability would incrcase the actual
pooulation size and the proportion of children but would
not affect the rate of population growth., It is there-
fore more imnortant that a lower survival probibility
increases the parsnts! wngertainty about how many of
their children will rcach adulthood, If parents want
some minimum probability of achieving their desired
family size, then the ratio of the expected family size
to the desired fanily size must increase as the proba=-
bility of survival decreases tovards one-half, Thus,
even with a constent desired family size, the rate of
population growth will be higher as the probability of
survival falls", {1, Feldstein p.6

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

‘medium term will increase'population growth, but the same charge

%can be made legitimately against most other measures promoting

economic develoopment,and the effect of health measures in the past



has been greately exaggerated,

Qualitative and Quantitative Effects Combined

It ig clear from the discussion above that while health
measures can have an overall favourahle effect on economic deve
elopment, the relationship is a complex one for the economy as
& whole, Moreover the planner will have fewer empirical studies
or theoretical models to guide him,

Malenbaun [op. cit,] has attempted to correlate variations
In agricultural output with health inputs, He examined differ-
encec in agricultural output as between different developing

countries, different provinces in Thailand, different blocks in

}-l-

India, and different points in time 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 edudétion inputs. In
three of the four cases health inputs Y“explained" a sizeable
pronortion of the variation in outvut, . However the basic séatis-
tics used in this study were vefy crude and the results are at
best suggestive and say nothing of the direction of causal link-
ages, |

Enterline and Stewart have devised & 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 asgsociated with an increase of life expectancy at birth
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from 30 to 32,5 years require an increase of 0.8% in output pér
worker in order to maintain per capita income. An increase to

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

time the changes bhad worked th@mselves out. Using this model
Mushkin [}963 PD, 12-1é] calculated that it would be quité reason-
able to expect.increases in productivity of these maghltudes from
health programmes which increased life expecfancy by the relevant
amounts,

Various other simplified models have been devised (e.g.
see U.N.R.I.S.D.[ﬁ. 26] for a model which includes social variables
but neglects the impact on population growth ) but there hes
been only one asttempt to anply the approach empirically, Barlow

A A1 € =k e oL LN N Jepreny IR o1 7y [} s s
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he attempted to show (taking into account both productivity

and population effects) the probable changa over time that would
have occurred in Ceylon's per capita income had malaria eradicae
tion not been introduced after World War II. He calculated that
in the late 40!3 actual per capita incﬁme exceeded the hypothe«
tical figure by 10% but by 1955 because of differcnces between
the hypothetiéal and actual population growth rates the hypo-
‘thetical (no-eradication) figure for per capita income was overe
taking the actual, His model has however been criticised both
as to its assumptions and on the grounds that he undefestimatéd
the impact of malaria eradication on productivity e.,g, on main.
taining exports, Certainly the model ignoregall‘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 Implications

The most pessimistic implications of bothé& the inter=
relatedniess of the effects of health measures with other factors,
and of the present deficiencies in our knowledge of their impact,
are drawn by Myrdall [}968 Do 1618] as follows:

"Freom the planning point of view the effect of any

particular policy measure in the health field

depends on &ll other policy measurcs and is, by it=

self, indetcrminate., This means that it is impossible

to iupute to any single measure or set of neasures

a deéfinite return in terms of Jmproved health condi-

tions,"

But this is a counsel of dispair. A significant propore
tion of government expenditures will continue to go to the health
sector,; These expenditures can at the least be speixt more

efficiently thaty they are at present; and at best can positivee

;-50
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ly promote eccnomic development,. , Even if a full social cost=
benefit analysis of each health project'cannot be undertakeﬁ,
the discussion to this point has already drawn attention to a
number of guidelines at present neglected, These issues are
returned to repeatedly in the rémainef of the paper, but one or -
.Itwo of the implicot lessons in the above analysis may be brief-
ly spelt out here, |

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

tion to their qualitative and quantitative effects on each of

~ratl,,



the populations conéerned -evgniif vgfy,often,no preéise numbers
can be placed Qn these effects, The consideration of the econo-
mic impact of health measures ig not a fraditional concern of
health planners nor one to which primary atténtion need be devot-
ed in Western countries. As a result, techniques and practices
of health planning (such as they are) in the West are not neces .
sarily those aporopiate to developing countries, Nevertheless
even the most basic assesment of their econonmic considerations
would result in drastic alterations in many existing programmes,

While the assesment of the primary effects of health
programmes in terms of diseages prevented or cured, rather than
hospitals built is a first step, it seems that much more system-
atic attentlon must also be given tn the changeg induced i‘z\,'!_:_!z_n
attitudes and outlooks of the client population, Health prograi-
mes arg instruments of change} health workers are agents of
change, If this change is to be directed and purposive much
research needs to be done,

) example

A very simple,may be given as to how even without elabor-
ate techniques or expensive research, mozeirational choicétiay
stillzbe madedmong'health 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
hi$
it comes within the scope of its budget, will usually ask three
types of question, First he will ask whether it will really

“benefit" bwnmedit the people in some readily demonstrable way
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i.e. will it be fully utilised? Second he will ask (especially
if he has bcen'caught out before) whether there are available
the local resoufces 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 supvose that the answers to these questions are in
the affirmative and examine the possible results., First we will
find (hqpefully) that the facility is working well and the number
of surglcal patients 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 the hospital and that given that the vast
majority of diseases in the area are communicable and non=surgi.c-
.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 tﬂe
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,
[étapleton 1968 p.3:]. 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 modezn surgicai faéiyities in developing
countries -onlf that their loéation aﬁd nature should bes nation=
ally planned and integsated 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 onc might ask how eny proposed programme will affect
‘the health pattern of the communilty, taking other diseases into
account -and whether such a change . might not be brought about
more simply and cheaply with fewver undesired slde-effacts,
Idecally one might also look at the impact of the programme on
thél work force taking into account the existing level of under=
employment, the inpact of the programme on the outlook of the

people

S E7

ite impael on the rest of the delivery system and on

¥

indigenous medicine, 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 community 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,



SECTION  1II

ADAPTATION AND INNOVATICN IN HEALTH CARE
DELIVERY SYSTEMS
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This paper has so far argued that while health meaéures
can play an important role in socioecconomic development (Section
11) the 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 institutions
in developing countries, The aim is both to sce how Western
models have been adapted to local conditions, and to examine
alternatives suggested by the concept c¢f technological "misfit®
and the goal of economic development, Obviously no one come
prehensive programme will match the different problems and
fesources of different areas and no attempt will be made here to
set out detailed prescriptions., However one can indicate general
avproaches and innovations whicﬂgg%alysis Sugeasts wWould resulc
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"

¢) Medical institutions =hospitals, health centres,'research

institutes, and medical and paramedical schools,



Decision Makine in the Bealth 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,
1t then examines a number of pronosals for change and discusses
their merits and deficiencies, Some suggestions are made as to
the essential components of a framewerk for decision—making in
this sector,

Health planning is perhaps the area in which Western
medical experience has least relevance to the probléms of develw
oping countries, Health servicés in many Western countries, and
in particular in the U.S,, have grown like ¥opay, responding to
increased demand here, altering to mecet the internal pressures
6f the medical system there. -Their develooment in any area has
‘been guided by loosely connected and sometimes competing decisione
making institutions-~hospitals, federal, state and local agencies,
medical schools, medical associations, and individual doctofs.

As a result some areas are well suppolied with vital facilities
and servéces while others face criticgl shortages, Even in
countries such as the United Kingdom where a National Health

'
Service has resulted in a degree of rationalisation, changes have
come slowly and usually in. response to obvious breakdowns, polit-
1cal pressures, serious discontent on the part of some gropy of
health sector personnel, or unguided technological change,

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



integrating the provigion of health care services into planning
economic
for miiwiwil development., Some have looked to the Soviet model
for guidance: the Soviet Union recognised early the need to
mzintain the health of the labour force if industrialisation was-
to be attained end geared its medical programme to that end,
Today the Russian system has less relevance as it is based on
- what is probably the highest ratio of doctors'to population in
the world; but éven the historical expericnce of the Soviet
Union can have only a limited appeal, It was able to achieve
integration of medical services only by a strict gsystem of bureau-
cratic control of the madical profession and of other health
vorkers within a highly centralised economy and a strictly regul-
ated scciety field 1962]. Few developing countries have the
administrative or the political resources to adopt such a:task,
Information on the day-to-day - functioning of the Chinese medical
system 1s unfortunately far too scarce and unreliable for its
relevance as a model to be properly assessed,

However Western technology still has something to offer

AV

'developing countries -if not directly from the health sector then
ffom 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
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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 Eiitmuso Pe de sy in Latin America
a.system evolved that catered to the urban embloyed and, through
charitable institutions, to other small scctions of the popula=-
tion but left the rural areas largely unattended {ﬁall 1969,

pp. 18-30 Bryant 1969, p, 71~@j o« Very few countries have
devised health plans which attempted a radical transformation of
the systeme they inherited, At best the organisation of medical
systems has been adanted little by littlé=

The result is that many countries retain the basic struce

© " ture of organisation and management that they have had for many

years, Funds are often allotted to different divislons on the
basis’8%:;;2£tzllocations or organisational needs (e.g. an over-
crowded hospifal gets & 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 éampaiéns- have been introduced

but a total attack on the community's problems has not been mount-
ed, nor have existing praq;ices been radicallg 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 sum
of the budgets of the different divisions, Alternate methods
of apnproach are not formulated ~and the cost accounting and
budgeting system makes such approaches difficult for in the
vords of a W,H.0, document,

,..in most dJdeveloping countries methods of allocating

funds and systems of accountability and control are

outmoded. In particular, health budgets are seldom
arranged in a manney that is useful for recordiing the
resources devoted to particuler parts of the health

programme " {H.Hno‘ 1967, p. 35 .

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 &

Uil’
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medical school turining out graduates in the Western (radit
while the Hinistry of Health independently produces a medical
system focused on other needs, It is not surprising that the;e
1s little fit between them -or that in Thailand, for example,
the ratio of doctors to population is 1 to 940 inlBangkok with
many doctors in private practice, whereas in rural areas it is
1 to 200,000 (Rryat p.75). Bryant cites another example of the
general problem:

WA division of tuberculosis control is responsible

for population surveys, dlagnosis, 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 patients!
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 ventilation, dirtiness and ignorance,

Here the avproach to the problem 'is determined by the

organisationzl structure of the health service, not

by the naturc of the problem." [Bryant p,110]

These are partiecular examnles which could be multiplied
many times,

The developing countries have not, however, been short
of advige, or of advisors, Four of the general approaches that
have been recommended will now be examined, An effort has been
made not to set up "straw myn" and obviously impractical and
obscurcapproaches have been disregarded, The schools of thought
discussed (at times a nunber of authors with similar views have

been grouped together) represent the most prestigious of the

research projects undertaken and those most frequently c¢ited in
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makes some contribution each lacks certain major elements,

a) The A.1.D.~Johns Hopkins Approach: Manpower Elanning

In 1961 A.1.D. awarded a grant to the Department of Inter-
national Health cf the Johns Hopnkins University School of Hygiene
to study health manvower réquirements in countries at different
stages of economic and social development, Peru, Taiwan, furkey
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: Téiwan, A Case Study in Planning" [?aker
and Peflman:f. The technique employed was reasonably simnle.
First a survey was conducted of the present gupply of health

workers (doctors, nurses, herbalists, dentists, sanitary workers)
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and the pattern of usage Gﬁﬁﬁﬁﬁgﬂﬁé£$§$$E§EB was worked out
with a breakdan of the client population according to agé,e
sex, income groﬁp, and place of residence (urban~rural), Most
patient care is at present undertaken by doctors end herbalists
in private practicc, 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 necded to fule
fill thg.prenexisting Ten Year Plan for the government sector
with a correction for understaffing of hospltals. These projecs
tions were taken to be the manpover needs in the future and thus
indicated training needs today,

The survey collected a grazt deal‘of interasting date, bu;
it is somewhat difficult to see the point of the whole exercise,
'As the authors statve they did -not consider thes establishments
of new instituvrions, technological chénge or changes in discase
patterns [;bid p.4€] « Nor did they attempt to %Sentify diseases
the eradication of which might be especially Q;Zﬁégé to ecoﬂomic
progress, Patient demand is an unreliable indicator of actual
mérbidity rates, Patlent demand in the économic sensa (i, e,

: IR
willingness to pay for the service) is an even poorer 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) outw
weighs the cost, but the private utility as seen (perhaps imper-
fectly) from the patient's point of vieﬁ does not, This is a
special case of external ecoromies 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 !health 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 [jHall,l969j is sbmewhat more sophistie
cated ~-it introduces additional projections based on the need
‘for physicians to carry out specific programmés, 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
té various sectors of the community are discussed, and sensible
pragmatic suggestions (somewhat along.the lines of the next“gg;f%
ti=w1) 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 persoil=

nel at some future date, in accord with the country's

ability to support this personnel and the princiral health
problems encounterced. The administrator, or program
planner, is then concerned with the specifics of how this
personnel should be utilised and distibuced." Cp.64)

This iz not of course the procedure followed in the study
as the manpower planning carried out is not on the basls of the
"health problems encountercd", 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 dife
ferent types of health workers and limited resources; then mane
pover 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 improvements
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~better distributed, Fowever 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 Aporoach: Pragmatism

There is no body of literature by British writérs on th
theory of health planning for deveioping 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" [king, 196é] .
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 Tanganyilfa" [Titmuss, 196QJ o« These documents have
in common a basically pragmatic approach to decision-making ih
the health sector. The basic problems and resources and the
exlsting practices are examined usually from a background of
considerable practical experience as a medical practitioner in
’ pointed '

a poor country. Their deficiencies are luvesm out, good features
are highlighted and feorganisations suggested'which will in the
author'!s view create considerable improvements based on past
experience,

The resultant planc are usually full of sound insights
and make sensible and common sense improvements on the existing
system, Thus, for example, Dr. N,R.E. Fandall, former Director

of Mediecal Services in Kenya in a series of articles £§963,1964]

&
*

argues that there is little point in putting .doctors out in rural
‘areas where lack of facilities, isolation, and the crush of cases
=iz means that they are able to do little more than a heaith
auxiliary, Thus he suggests a system of referral =wvhere medicai
attention is graded from symptomatic diagnosis énd empiricai
treatment at the periphery, through 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 ind¢reased care -at increased cost.,
The system however, as Fendall is aware from experience, depends
on a good transportation infrastructure or else it breaks down.,
Fehdall has thus arrived by empiricism~gt the place where

systems analysis may have led him., And probably, to'date, it 1s

1



this approach (on which, of course, the British have no mono-
poly) which has beer most fruitful in practice, What it lacks,
howvever, is first; that it does not permit a systematic examine
ation of the varlety of possible methods by which any medical
goal may be achieved, Second, it does not allov f2z a fundae
mental reexamination of the basis of the whole heaith care
qelivery system, Filnally it does not integrate health services
to socioeconomic development planning as a whole.

c) Systoms Anniysis: the Gomnrehensive P.AKH.O. Approach and

i

!m

wboptinisa tion

At the other extreme from pragmatic incrementalism is

the rational«comprebensive method which comee undar a variety

df names, the most common of which d= ystcms-analy31s 0 opera-~

tions research, The steps taken in this approach are rnuch the

"same whether the problem isg preparing a national hoalth plan,

a TB eradication canpalgn, or the optlmal organisation of a tex=

_tile mill, The steps may be summarised as follows:

1) Formulation 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 iteratives

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 solutioﬁ including a control

system,

Thus the ﬂessence of operations research is that logical
-thought combined with careful observation. and methddological
analysis should form the basis for decision-making."l:Anderson
1964, p. 304]

This apnroach has been taken up most enthusiastically
-2t least on paper- by American authors, It is best exemplified
in the work of the Pan American Health Organization which has
attemnted tb formulate a comprehensive blueprint for the apnlica-
tion of systems analysis to the entire ﬁatioual health plan
[p.a.m.0. 19657 .

The P.A.H,0, aporoach identifies its aim{in 4% first
approximation for the purpose of explanation of the method) as
being simply maximum reduction in mortality rates: " in assessing
the éffects of a glven 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
'ggrgwredquggn in morbidity or disabiiity." [;bid, p.6]_. Thusi
the output is deaths prevented, and the inputs are resources of
all types reduced to tHeir monetary value at market prices,

The planning proceés is then descriﬁed in a number 6f
steps, The first is '!diagnosis" of the existing state of health

of the community, . This demands andepidemological study of morbi-



dity and mortality rates from different diseases, 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 brevent death from a specific cause by the most efficient
method, This is thus far a highly simplified account of the
P,A,H,0., method but it is already apparent that it has an enormu‘
6us "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

b

3 TP | 2 ME minaam man
even in a small reglon comes from a pillot study in Nicaragus

£

vhere morbidity rates were collecped for particular diseases from
theé records of mobile clinics, rural health centers and by speciale.
ised surveys, Dedtailed statistics resulted ~but they were quité
different from each of the three sources. [ﬁuderman, 196§D.

With the information collected it becomes possible té
identify those health activities which on cost-beﬁefit analysis
are the most efficient.. Each regional planner will then proceed
to-prepare--two alternate«pians~using~these~techniques.~~One—plan
=the minimum alternati&e- will be the most efficient method by
which the existing health level can be maintained- more specific-
1lly its aim is the maintenance of the "mortality rate resulting
Erdm reducible diseases and satisfaction of the demand for cura-

tive services per inhabitant at the same levels, " [ﬁbid p.56t].
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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 theYarea's cépacity for effectively utilising
a greater volume of resources,“[ibid Pe 55]. The national plan.
_her then coordinates the regjional plans, The minimum alternatives
will have first call on the national budget. This ensurcs that
eauity is not didregarded 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 elsee
where (though the flow of resources to an area may be reduced as
the regional plan is the most efficient plan for maintainiﬁg
standards, not the gxisting one). The national planner will
also have before him a list of the discases that each reglon
considers to hold highest priority once the minimum alternative
has been satisfied, the respéctive costs per life saved, and
the expenditures required for the proposed activities, He should
thenallocate resources in excess of those required by the mipimum
plans "in such a way that efforts des;gﬁed to combat reducible
diseasés ensure makimumireduction 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
1s a prescription for enormous misallocations of resources. This
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only as an early model, thid paper will rnot concern itself with
“the specifics of the plan and others like it, but rather its
significance and its failingsas a pointer to future cffort,

It musf 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 "ﬁo@ will programme X change the disease pattern of the
community?® "Has programme Y achieved the results claimed for i1t
"Can similar results be attained by other equally effective and
less expensive methode?® To the extent that this approach has
been successfuliin focussing on questions such as these, the
outlook of public health administrotors has been broadened and
a enormous step forward has been made,

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

“comprehensive-rational model in this style of blueprint form

el

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 ite opportunity cost =thé
value of beneflts 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 unvroducte
ive. On the other hand because exchange rates are overvalued
and there is:little duty on medical supplics 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 & 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, babiles delivered, wells installed, etec, But
except in very few special cases (e,g. malaria control) there
is no way of linking these costs or intermediate outputs to the
beriefits 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
reiationships.between health activities and health levels, éhe
method has served to concentrate attention on precisely those areas
where the scientific underpinnings of medicine and public healthA

-Are weakest, Present knowledge is inadequate to relate cost to

1
benefit, or cause to effect, even where routine statistical

information is relatively abundant and accurate,t LHall, 1966 p.lSOé]

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 attitudes[Spruyt et al,] was cut
short for lack of funds,



in most of the health sector.

However even if these problems are eventually solved
public administravion 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 & policy problem is limited, AS'is always the case ... Limité
on humah intellectual capaclty and on available information set
definitive limits to man's capacity to be comprehensive, In
actual fact, therefore, no one¢ can practige the rat}onal comprahene
sive method for really complex problems and every administrator
faced with a sufficilently complex problem must find ways drastice
ally to simplify," [Lindblom 1957, p. 80,84)

Once the simplifying assumption that the :jﬁ of the health
plan 1s to maximise the number of deaths prevented within a given
budget is dropped, it is clear that a very compléx problem becomes
far more complex, It is no longer possible to set up some abstract
objective where, say, the prevention of blindness in children,
the palliqtivertreatément of cardiac failure in males over fortggm,
and reduction in maternal mortality rates each have some abstract
Weight and the best means for attaining these ends in their

combingticas
optimal cotzsiScanisdmzse can then be calculated, In fact the ad-

ministrator can only chqose "directly among policies in which these

.Nalues are combined in different wéys. He cannot first clarify



his values and then choose among policies." [ibid p. 82] As

each aspect is more closely examined the problems of comprehene
sive planning (even when it is computer-based) multiply. It
seems inconsistent to seck to establish a medicdl delivery system
adapted to local needs and resources and at the same time advocs
ate a system of health planning more sophisticated than the

rest of the government mechanism and in fact_éf a standard not
yet reached anyvwhere 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 eccount
existing practices if they are to change them, Two authors have

. .
n comaunity health agencies in the

'.h

described the situation
United Statecs in the following terms:

W, .othe lack of udOQUdtC mathods and resources for compree
hensive planning in community health ..., has not inhibited
the develooment and anplication of planning, schemes that
fit lhadequate statistics into arbitrary formulas, Arcane
manipulations of limited data on too few variables produce
sweeping conclu ions that claim to be binding upcn the
cominunity.," "Advanced techniques of comprehensive plaaning,
utilising highly quantitated methodologies are not often
appropriate to the present situation of community health
agencics and can be objected to on organisational, resources,
and methodological grounds...this tyneiof planuxnn lies
beyond the resources and the develoned competencices of most
executive and opecating personnel..ee" [Hilleboe 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,

valthoﬁgh 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 dealef support within the Pan
American Health Organisation itself though a few centrai concepts
have been retained. A related avenue that the P.,A.H.,O., is at
present following is the presentation of scendraios for one or
two selected countries of the health sitiation that would result
from particular change$ in the medical system., These serve as
alternatives froin which policy makers can choose. This approach
recognises that existing personnel, status systems, and adminisQ
trative practices cannot be ignored and changes must take the
existing system into account, |
What fhen remains of the systems analysis approach? It

will bg 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:
al) The mouldfng 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 pa@ienfs seen exceeddthat of the previoﬁs
year nor whether there has been an increase in the numBer of
doctors per 100,000 inhabifants 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 sawe thing,




b) The dire¢t application of systems analysis in particular
restricted spheres where the linkages are clear and the objectives
straightforwvard 1,e. suboptimisation., Once it has been decided
that the aim is to provide TB therapy to all active cases with-

in a particular nopulation or & certain frequency of outpatient
care in a particular region, even if these are not ends in
themselves, cost-benafit analysis and linear brogramming can be
used tb provids minimum cost solutionz for a particular programme,
There are of course considerable problems associated with sube
optimising (e.g. see Hitch and McKean 1966; PP. 128-13{3 but

it provides a more rational answer than continuing traditional

methods; there remains also the problem of skilled planners.for
such proiects but many reglons have similar problems and similar
diseases, and once an optimal 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 [1969] has
formulated a.linear brogramming framework for the allocation of

resources wWithin a tuberculosis control division,)

d) The World Fealth Orranisation and the Folonius Approach

This survey of the decision-making for health in developing
counﬁries would not be complete without some referenceito the
W.H.0. 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 platitﬁdes. Thus



perhaps the most representative document (W,H.O0. 19673 is full

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

of o countery
"In some ca es the health and sanitary conditions, are of
such import-nce for its development that the mlnl“LbL of
health should,; wherever possibley; be a member of the plan-
ning authority" (p.l7) “rhe planning process could be
greatly facilitated by a development of clear conceptst
(p. 28) *"lTeaching and learning are interdevendent. Accorde
ingly teachers nust be prepared for their teaching roles
if the leayners are to proiit 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
brocess to health" (pp, 24-5):

"Once an estimate of total health expenditure has been
made, it must then be related to the population projecte

N
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will be on= of thc deLOV’ generating demographic change
After allocating a provortion of the budzet teo central
and regionzl services and to training, it is possible to
calculate how much will be available forr organized healt
services npeor unit of population. After various alters
natives have been considered, it has to be decided how
this budget should be divided between in-paticent and
other medical care scrvices and preventive services of
different types. In making these choices, consideration
will be given to the discease pattorn and changes in morte-
ality and morbidity and the possibility of altorlnp this
pattern by suiltably 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 théy are buriled
in acres of anodyne prose the purnose of which is difficult to
discérn.

One aspect of the w;H.O. approach is open to specific
critiqism as a bar to progress in planning, This is the manner
in which the W.H.O. gets 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 5,000, 1 health

auxiliary ver 1,000, 1 sanitarian per 15,000, 1 sanitary engincer

per 250,000, [ﬁ.H.O. 19G5, p. 153] 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 thisi it appears
absurd to set as targets not benefits or outputs, but inpuﬁs,

It is as though a firm set as its target not the volume of
-production or of s=ales, but the tons of coal:or the amount of
électricity it would use. Ends in the health sector are changes
in community'health. Obvicusly this planning mechaniesm confuses
means and ends; it measures production in terms of inputs r;ther
than outputs and progress in terms of an increase in inputs,

It thus has an inhesent bias towards the inefficient use of

resources and against the search for new institutions through
; ' . .

which community health can be improved,

® [ . o . . . .
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The outline above of each of the major theoretical approaches

‘to decision-making in the heaitn sector has attempted to focus on
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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 explicitly identified at this stage, though
they are for the most part discussed elsewhere in the paper:

a) The planning literature almost without exception takes existe
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 olanning 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 socioecconomic change (apart from the

admoni,tion that health planning should he integrated into econo-

"3

mic planning as a wholq). It is unlikely that this can be done
'satisfactorily in quantitative terms® ~the problems of calculating
the benefits of social projects are at this stage far from solu-
tion [b.N. Research Institute fér Social Development, 1965] « But
as discussed in Partlll; research can be vefy useful in determin-
ing the direction and general dimensions of change brought about
by health activities, Even though numbers cannot be placed on
tHse changes, an awareness of these elements is essential to sound
' .
planﬁing.

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 develooment nor health
can be planned in terms of prices"] |deBexrnis 1966, p, 38]



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 technlcal problem;
it is f;éét oi all a political problem. As such it requires
prior political analysis so that programmes can be presented in
sﬁéhlg way and through such groups that they are most likely to
‘win acc;ptance erzinsrEs from the bulk of those who will have to
impiement them (or at least so as to isolate those groups who

‘Wwill most certainly oppose them),
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Health Worker Roles

"With today's drugs, an intelligent villager, trained to
recognise the two or three ailments most commonly found in a given
arca, 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.
ﬁﬁ&:g P. Si] « 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 Dcevelored 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 examine come of the most importent
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
devaoloping cduntries'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 deve}op;gg;ggqgﬁrie§mhgv9_peen trained either’inf
Westérn mediral schools or in schools ﬁatterncd on Western stand-
ards., Such changes as have occurred in curricula in recent years
have not yet had a signifi;ant impact on the basic orientapion
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 temporaiily nece~
—~gsary to make do with "Lnferlor" perconnel diagnosis and treat-
ment should he carried out only by professlonals with internation-
ally recognised qualifications.

Private practice =~necessarily organised along Western
‘lines~ remains widely prevalent, popular impressions to the
country, Over 50% of doctors in Latin America are in private
practice EP.A.H.O. 196?]. The Lypical gzl dactor in Peru,
for example, works in a salarijed pOSlthh t1ll noon each day
and in solo private practice in the afternoon and evening [Hall
1969, pp. 98-9?]. In Taiwan about 75% of doctors are in full-
time private practice and some of the remainder in part-time,
The low salaries, lack of facilities and frustrations of governs
ment service in most countries drive even the most ideélistice
of practitioners towards private nractice [hecraemer and Foé].
With vnrivate practice goes urban concentration - almost without
exception, developing countries show a concentration of doctors
to populatioﬁ five to ten times higher in the capital city éhan
in the rest of the country.

Those doctors who do naﬁ:“ﬂ* practice in t®» health
centers, especially in the ruralAareas, are usually overwhelmed;
by the crush of patients with individuai 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 impact on communi.ty health levels,

Most health centre doctors in an Indian study considered curative

60 |
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medicine as thelr primary task; one third spent less than 20%
of their time on preventive medicine [&akulia et al. p. 35-44}
and reorientation courses have had little impact on these attite
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 tihe snvent 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 sccondsl [ibid Pe 3%} 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

and are apt to doteriorate. 2nd he is unualle

H Y &5

e nd \
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‘anxious to return to the city,

| Western~style medlcalrmorality demands that the doctor attend
to each pagg;gtigggﬂgsztiazm; the fact is that public health work
is widely held in very low estecem by the medical profession: The
study cited above found that the belief that curative medicine
had a higher priority than preventive.and social medicine was held
not onlv 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 déveloping coun=-

tries "unless Public Health doctors can gain universal acknowl~

edgement as the equals in status of their colleagues in other



specialities," [}efshauge p.9:IThe 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 Dréctice, even less inclined than the physician towards public
health or preventive medicine (apart from carrying out immunisat-
ions)..[hosinski and Spencer p, 125~iﬂ

The large majority of these medical practitioners thus
prractise medicine along the lines of the Western model based on
the doctor-patient relationship which we argued in Section 1 was
inaporopriate to societles 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 auxile

iaries io worece, In country aftor country, thare are only half

as many qualified nurses as there age.doctors and in some countries,
thé pronortion is even less [ﬁ.H.O. 1968:}. This means that
doctors often have to perform services for the‘batient which else-
where are provided by a nurse or other assistant, |
However, primary attention - and controversy - at present
centres not around personnel who assist the doctor (and for
whom the urgent need is everywhere recognised) but around person=
‘nel who reonlace the do;tor, in some or all of his activities.
Already mentioned is tﬁe Assistant Medical Officer regarded a&as
an essential health worker by some, as a colonial vestige by
others, as being peculiarly suited to poor countries by his

as
supporters and, "too costly to be used at community level but
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not well enough trained,at a supervisory level" [Bryant Pe 17%]
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 feldskerwho assists doctors in urban areas but replaces
the doctor in the countryside. Like him, they provide essential
servicaes but suffer the image of being "second class doctors,"
[éidel]. Some countries, in particular in Africa::%iji, and New
Guinea are continuing to train A,M.O.'s, others have éé;gééﬁ'and
are retraining andupgrading existing A,M,0.'s to full profession=
al status, while in Latin America, A.,M,0.'s and medical assiste
ants hgve 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 [Ly Rosin-
8kl and Spence, Fendall 1968, de Craemer and Fo}e, Bryant pp.
172 - 198] and there is no need to repeat this debate here, r Nor
are the roles of other workers such as midwives, dressers, disp=
ensary aides, sanitation workers and so forth discusséd here as
their roles are reasonably straightforward and their exact pléce:
in the system will obviously differ from country to country,
Rather the remainder of this part ﬁill be concerned with the
general priniciples along'thch these roles might be orgahised,

Proposals for reform inevitably centre around the doctor,

the l'ncfiln of the present systeﬁ. The deficiencies in the
Jnenre _



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
wWhere the bulk of the people live. Thus, "in a developing country
a doctor's main task must be to act as a teacher, ofganiser, sup=
ervisor and consultant’ to a team of auxiliariés," [king l.léj
and he "will have to meet the demands of leadership in social,
educational, and civic affairs, as well as those related to publie
health, sanitation, and health education," [bogramaci Pe 18Q].
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 this & in some ways
‘a misguided approach, The doctor takes up the study oﬁ medicine
in order to practise medicine not to lead teams, organise or

the prociice ¢ Fmedicine
inspire. Perhaps ti&%z, is what he should be best left to do.,

This does ggg'mean.that'there will not be specialists in public
health or preventive medicine, that medical aducation 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, thét a) the
political, social and psychological obstacles to turning every

practitioner into an organiser-teacher-visionary are probably

toougreat to be overcome voluntarily, b) such a change would

constitute a waste of his medical training, 'and ¢} alternative
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and better pathways to meeting the ﬁéaical needs of.developing
societies are available,
The enormous reéisténce of the medical profession toiié%gfm
reorientation ~ cven if its leaders often pay lipeservice to it -
is obvious, Despite frequent assertions of the need for reform,
the profession remains essentially the same, For the concept‘of
what is a doctor, and what are, and are nof, his functions, is
déeply ingrained, As it has dJeveloped, it has come to stand for
a blending of patient care and modern technslogy - 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 becowe members. Undoubtedly this will
change,(especially as Western medical ideas themselves are change
ing} ax:ld then the profession may aitract diifereni iypes of
people, and evolve in a new direction, But it is a change that
is impossible to force on thbée who are doctors today (and
medical teachers today) = for it demands that they admit that
their whole life-style is wrong. Certainly, medical school
cupricula can be altered to increase the amount of time devoted
to forms of cheap therapy and to increase the amount of time
devoted to nreventive 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
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status to that of other health workers Efield, 1961, pp. 541-5].
Govermments in developing countries do not have the political
and administrative resources to makée 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 fheir standards should
be different from thosé of the West, This is especially so if
1t means that their professionals! qualifications would not be
recognised elsewherejand, 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 doctnrs are in fact,for the most part, incompetent
to practise the type of medicine neceded in developlng countriecs,
The case of the Congo where the government (and the medical assist-
'ﬁnts themselves) regarded the medical 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 retraiﬁing as doctors of the majority of these'
already well-qualified medical assistants, illustrates this
point. [de Graemer and Fox]. While this attitude may fade with
time, tie drive to maintain "international standards" serves an
important political function, and explahations from Western
experts that different standards are not necessarily"inferior®
standards are unlikely to win acceptance,

- Finally, there is an important psychological and sociolog-

ical obstacle'to luring doctors out of the capitla cities,
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As a society moves from traditional to "modern", vertical
mobility increases; but, in the early stages, the avenues for v
vertical mobility argrgxtremely limited. Education is obviously
one of the major means of moving upwanrds, and medical(and perhaps
legal) education is possibly the best method for a youtng man to
-move rapidly up to a high (and sccure) status in society, This
has been a common (if unadmitted) reason for entering medical
school in Western socleties (it might be termed the "y son,

the doctor! syndrome}; it is even more important in developing
countries where upward naths are much more limited, [}oster 196@7
Thus the fundamental motivation (whether unconscious or halfe
recognised) of at least a significant percentage of men who
become.doctors is to escape from their forner status, to inove

up in society, and to become the god-like figure with the steth~
-oscone, To ask them to move to rural areas and become concernecd
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 =~ resistaﬁce which is all the stronger for .
the fact that its underlying cause cahnot 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.

AThere, as hasd 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 referral 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 compulsory nerind of two to three years in a
rural o;téost for each doctor after graduation. Doctors on
gradvation have acquired few skills and their first.few years
out of medical school ﬁgaa crucial period in which they learn
from senior members 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 c¢olleagues with whom to discuss prohlems, will almost
inevitably forget much of what he has learned and emerge practis-
ing bad medicine, nossibly 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 (aﬁé major W.H.,0, aim) and transforme
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 broféssiongl 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 improvements in

community health levels.,

. can o : .
‘The same anvroach mx=% be anplied to the provision of

6



medical services as has been anplied in the vast to other tasks
performed by skilled craftemen when it became necessary to meet
the démands of a mass market. The particular medical need can
Eﬁ:ﬂ be jdentified, and the task that normally meets that need
examined and analysed, The task can then be broken down into 1its
conponent.parts in such a way that at minimum cost cach 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 requires only a few weeks or at most a few months,
[&orison pp. 258~~9__7c (One immediate advantége is that, unlike

so many doctors cusimswmsizin developing countries, these new
workers will not be subiect to the temntatlons of the "brain
drain. ") It ie of counrse more difficult to bring division of
labour of this tyne into the »rovision 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 require direct contact with the patiﬂft, and
experiments to date in breaking up even the clinical aspecté

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

shown that many of the doctor's activities can, in fact, be |
éomputer programmed anF cafried out by ﬁersons with minimal.
training. There will remain some tasks'that only 3 skilled
professional can verform, . Other tasks may require somewhat longer
periods nf training., But this apprnach is the only hope of bring-
ing t» the mass »f the ﬁeople at a reasonable cost the benefits
of medical technology at present available to therich,’

Ihis'approach has of course begun to be applied in the
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United States to the process that Kissick terms the "downward
transfer of functions," [gissick Pe 84]. Studies in this count:ry
have concluded that "much of the work of general practitionérs
could be done by people with different education and training,"
[;hase and Craig p. Bé]and recommanded that doctors should
restriég themselves to delivering medical care apnropriate to
vhile hospitals and medical schools

)

exveriment on a large scale with the use of non~physiclanpersori~

their education and training

nel - includéysome wvhnse job roles are not yet defined -~ in the

délivery of primary medical care [1bid Pe 4@]. 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 lesz, may be the principal challenge to health man~
power. Meeting this challenge requires deteiled study of
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into the cowmponcnt tasks. Then individuals possessing
~only a limited range of skills and compatencies can be
dravn into the manoower pool to nerform manv cf the
- tasks, frceing those more bighly trained snd siilled
for the performance of duties requiring their more advan-
ced level of competency." [p. 843
The best known of the U.S, programmes is Duke University's two
year programme for training “physiciaﬁ;assistants" who are then
directlv employed by private practitioncrs, Other programhes
include the training of 'medical emergency technicians" at Ohio
State Univerkity 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

that,éay;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 pure
chase better medical care « the aim of this approach is to
meet at least the minimum needs of the poor, at minimum 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 sufficlent for the task,
In his particular task, whether screenlng for particular ille
nesses, vwell-baby examination, immunisations,rcare of partice
ular skiﬁ lesions, the health worker will not be a substitute
for the doctor; he will perform his specifie task better than the
doctor in a new delivery system,

Undoubtedly, this pronosal 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 extremgly
reluctant to think in economic terms or to apply cost-benefit

F;L*°°;§:&}Si;“§g‘i;:grrzgi?v;lfz:kkf¥§f§_is firstl
> .ties, y because part. of

of medical dogma is that all life is priceless and that "gvery-
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 witﬁ the pficeless lives 'of those
who do not have the opportunity to become patients), Secondly,
doctors obviously do nnt Qish 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 6f a breakdown in their monopoly over the provision

of medical services, Nevertheless, it seems that this profession-
‘él resistance could be overcome - and limited experience to dat@
in Latin America, tends to confirm this, First, these proposals
do not directly transform the doctor's trédi;ional role « the
demand for the physicﬁan's services will continue and insofar

as his role affected, he is releasecd for the medical tasks most
.requiring his skill and judgmentﬁ Second,_it does not create
"second class" doctors which are the subject of so much heat,
The new health worker can in no way be regarded as a "doctoxr®

on thech2ap as his skill and training is very limited, If a

diatinntinn ~an he mada haturtaan ende and maane . then the profess-

_ion might be led to believe that there are many means to the end
of community health, and that maeintaining the same standards as
the West does not necessarily mean adopting the sane methods,
Finally, the very fact tBat this approach is likely to be applied
first in the U,S, ahd other Western countries may make it more
acceptable to both medical and politica; elites in other parts
of the world,
on agmal scele .

Experimentation,in the deliberate creation of new health
roles has of course been goiné on for many years. The concept
of a health team consisting of a health office;, 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 [?an, Spruyt et al] and is an early'example which, despite
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tecthing problems, has worked out well - though its impact on
health levels is still uncertain, &nothér interesting innovation
in Venezuela and Colombjia is the rural healtb aide. This worker
is usually a woman with primary education ¥who is trained for

from one to three months at a centre in her region., She then
returns to her honma comnunity where, for a small salary, she
carries out such functions as immunisation, elementary maternal

and child health supervision, treatment of minor illnesses and
eprdemigl-

PRI R

injuries, and collection of some démographic, vital and tanhnois
ogical étatistics{:ﬁall e 236; P,A,H,0, interviewj,

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
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formulation of a new Lowe=cosStT delivery sy

stem fG;
-and preventive medicine,
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Before leaving the question of medical roles, brief
mention must ‘be made of the indigenous healer, The healer @as
had high status in the past in traditional society and has at
the least provided the individual with psychological suppoft in
times of illness, It should be remembered that this was also
pretty much the limit of the Western doctor's effectiveness untii
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 Taiéanese who econtinue to
consult herbalists, the older and less educated predominate and
the herbalicts! practice is declining [éaker and Perlman pe. 71-2}
on the other hand, it is rcported that Ythe African turns readily

enough to Western practice for treatment, especially where ,..the

-benefit is immediate and dramatic, but for the removal of the cause

-of his illness, he turns to the traditional practitioner, Thus,
while he may accept Western medicaments for the control of his
tuberculoszis, he relies on traditionral methods to counter the
malign influences which led the tubercle bacilli to invade his
body " {%endall 1964 p, 5§]
15

But organised Western medicine &f for the most part host-
ile to the traditional practitiouner, belittles his role and looks
forward to his demise, Thus a& Pan American Health Orcganisation
working papoer reports that

"in certain scctions of some Latin American ccuntries

there still exists a kind of indicenouys medicinz, a

leftover {rom the primitive ministrations oIl nriests, .

witch docteors and fortunetellers to the aboriginral

tribes in the days prior to the colonization of Amere

lca. Today, this dnes not represcnt an important

element and is limited to small ethnie groups living

in remote mountainous or jungle regions which do not
yet enjoy the benefits of civilization."

At worst, this hostile attitude ¢an spell misery to a populatioﬁ.
UThe introduction of medicine haé meant a loss of faith in the
known, and tihen the new medicihes proved too expensive people
found themselves without ény medicine," [&ead, Do 232]

It seems clear that the traditional healer does in fact

have a continuing role. First he can play much the same part as
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did the Western practitioner till the:1920's LMacDermott 1964,
Ps 663:Ii.e, he can continue to provide the individualised
attention, support and compassion which the sick peréon needs,
while the real inroads on community health standards are made
by impersonalised public health technology and economic change
within the community,., Secondly, the ranks of the traditional
healers are a major source of manpower as low level health work-
ers, Probably nowhere have they been better utilised than in
eristiag
China where the 370,000 or so medzitiny traditional practitioners
were used by the new government as part of the health services,
They were given elementary instruction in hygilene, vaccination
and preventive medicine, They were also used in hosp;tals because
patientes liled them and they could provide symptomatic treatment
vhere Western medicine had no cpre.‘[Fox P 34] The quastion of-
more recent Chinese attitudes. to the place of traditional medics
ine is too complex to be entered into in this paper - but in the
early days of the regime, we have a model of the best use of the
traditional healer é§ a'prooagator of simple preventive medicine

and a provider of comfort and support to the individual patient.

€) Medical Institutions

Institutions will not be gxamined here in any detail .as
the general approach has already been discﬁssed at leﬁgth, its
application to the change,éf 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
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to support hgalth workers in their new roles. cost~benefit anae
lysis should bé applied to thé different alternatives, and
research into intermediate technology intensified., Not all
improvements require great imagination -an emphasis on function-
ality and the use of cheapar building materials in new hospitals
would be a start. Not all innovations requlre new institutions
‘=the utilisation of tobacconist kiosks for the cheap sale of
aurcomycin for the treatmeni 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 pagesg;

DHcalth Ceutres

The placement of a government-financed health team within
‘a community to provide it with comprehensive medical services
has been the major institutionnal innovation in develoning countries,
(A similar proposal to place comprehensive care units in a region-
al pattern afound base hospitals in Britain was made in the’
Dawson Revort in 1920, The aim was to maximise use of resources
by minimising duplication andh;nsureaﬁ more equitable access to
medical service, but the attachment to existing institutions
was too great to be overcome.[}akulia et al, p. 1di>

In theory at least the "patient" for these health centres
is the (ommunity 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,
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It provides'curative and preventive medicine, Curative services
are supposed' to include all conditions Which_do not require
hospiéal facilities ~the provision of these services is often a
érerequisite to the acceptance by the community of preventive
medicline,

The staffing and organisation of health centres vary ffom
country to country. In Kenya they are staffed solely by medical
auxiliaries[jKing 3:43' in India by a physician plus a team of
auxitliaries [&akulia et al;j « The precise definition of a health
centre varies from country to country and Peru)for example, has
é system of centres ranging from the health centre proper in

larger towns, through the'medical post" logated in smaller towns

{both otaffod, idonally, by physiciane), to tha lhealth npett

Pproviding minimal nursing, public health and first aid services

to small rural comaunities, and the "peoplefs drugstore" in arcas
without access to a pharmacy [Hall 1969, p. 24:]. In Kenya it

is planned that dispensaries" be replaced by "health sub=-centres"
which like the health centre would practice integrative, compres
hensive medicine but instead of being'staffed by a‘medical'assista
ant offering definitive diagnosis and therapeutic medicine would
be staffed by a single'dresser 6ffering symptomatic diagnosis |
and treatment [%endall 1963, p. 980:]. Various schemes of organ-
isation and reorganisation - usually involving a system of réferral
from the veriphery to the central hospital of the more difficult
cases - have been described [;.g. Fendall 1964, Hall 1969 p.232-éj,

and it has been suggested that mobile clinics would be the best



solution in some areas, These are clearly questions that are
éﬁ%ggﬁgﬁéa to solution by cost-benefit analysis[:Rado in U.N,
R.I.S.D, pp. 127-9]

. ‘However two fundamental problems are evident in the
functioning of health centres, The first, already meﬁtioned in
the previous section, is that their impact on coémmunity health
has never been properly analysed, No full scale study of both
health centre and control areas has been undertaken. The pre-
liminary results in Ethiopla are equivocal.[ﬁpuyt et al;]. In
Cali (Colombia), a city where the population/doctor ratio is
as gond as 910:1, a survey é% thefarea by one of the most

strongly staffed health centres showed that while 40% of people

used the health centra, 28% knew of it and didnir uce it. and
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32% did not know anything about it, Over a third of the children
‘dying in Call receive no medical treatment at all or none in the
forty eight hours prior to death [ﬁryant 1969, p.8é]. A great
deal more negds to be known about the interaction betweentthe
health centre and its cbmmunity before its functions can be
assessed and imoroved.,

The second problem is that while thesg centres are Suppog-
edito provide comprehePsive community medicine very often they .'
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 [}akulia et al;j'and has been repeated



elsevhere | Bryant 196Q]. These empirical observations reinforce
the case for a reassessment of the role of the health centre,

sMedical 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 curriculum to match the social and economic reality of
the country in which the graduating doctor will practice, African
medical schnols, for example, are urged, in view of the shortage
éf talent available, ve decrease their wastage instead of priding
themselvés on high failure rates [Eand&u 1966, p. 445}. All
‘medical schools are urged to increase the time devoted to publice
health and nreventive medicine and to teaching the prevention and
treatment of diseases common in their own countries instead of
the diseases of their former o country, Typical of this
advice is an extract from a recent report of thé British 'Paed-
iatric Association:

¥it is not enough to teach modern concents 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 inhibitory influences of local beliefs and
customs may be overcome andhow measles might be prevented,

*Hyde [}966 PP 325—44]contains a comprehensive bibliography for
the years 1956 - 66, Further analysis is in Bryant[1969) 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 stresse
ing the causes and prevention of rheumatism,

. £) menaging Fibrocystic Pisease of the Pancreas without
‘spending prorortionate time on tuberculosis,™ [Eited in
‘Stapleton 1969 p, 3=

fn view of the unanimity of this advice, it is perhaps remarkable
how little change there has been in practice, The addition of
courses in, and departments of, preventive medicine has not

much affected the teaching of the core of the curriculum, The
major target of the medical education - énd of the doctor =
continues éo be theindividuél patient who seeks care,and not the
surrounding comnunity,

There is little that can be added to this advice but the
approach to health worker roles in the precading nanrt suggests
two changes in emphasis from the bulk of the iiterature. 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 minjmal suooofting 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-

occunation, especially among educators in the West, with the

<O
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problems of training doctors as comnared with the training of
other health workers. In this respect, Ethiopnla was probably
fortunate that no medical school was in existence in 1953 to
divert attention from the Gondar experimenit, It is low cost
training of existing and new varieties of health workers that
demands urgent research ahd planning. Medical schonls, even if
they do not train suclhi workers, are the obvious places where
this research can be carried on, New instifutions 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 academic disciplines can be

broken dovne



SOME IMPLICATIONS FOR INTERNATIONAL ASSISTANCE PROGRAMMES
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The length of this paper prec'.des the undertaking here of
an exuaustive sufvey of the implicatiuns of its main themes for
international assistance programmes, Many conclusions have als
ready been presented in the body of the essay, Here 1 will mere=-
ly list some areas where it would seem that large amounts of
resources are being mis-alocated -~ resources that might be made
available for more rational programmes. (An examination of A.I.D.
programmes EA.I.D. lQGS:Isuggests that these criticisms apnly 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. programme),

The four wajor arcas inm which 1t seems that resocurces are
going to 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 [ﬁyde p; 110-12ij and U.S, schools have not -
been well equipped to remedy these defeéts. 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 opportuhity 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 institutions.

Obviocusly the value of training students from developing
countries in Western medical schools = a favourite form of
technical assistance in some aid programaes - must be re-examined.
It is not simply that the training they receive is inappropiate
and is often bascd on equipnent unavailable at home, nor that
they often do not return home at all (points often made) but that
when they retura they becoms a model agaiust which loeal medical
training is compared for fear that local graduates will be
considered inferior. Postgraduvate specialisation training abroad
has also been overcemphasised, 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 speclal thing he has learnt which he did not know
before is how to use this bit of apnaratus. His govern-
ment have already invested some money in him, They

have difficulty in assessing how important his bit of

apparatus 1is 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 come to England and Australia return home less

valuable rather than more valuable doctors for their own

countries," [ Stapleton 1969, p. §]

It has already been suggested that the provision of

/

equipment and the construction of hospitals can drain resources



away from more iﬁportant 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 Eheisen] ) 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 highlﬁgwered clinical medical teams for short periods can
have a similar effect, A particular problem'is faced by the
religious missions which provide a large proportion 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 witiT the health level
of the comaunity [ﬁryant 1969, p. 304-?] and they thus face
ma jor problems of readjustment if they are to continie to meet
the demand for curative services and at the séme 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 prograrmes must be re-
examined to see if they really ao assist developing countries ini
their major goals and if the money coﬁld not be better‘spent.
This paper has argued th& the Western medical model is unsuited
“to the conditions of deVeioping countries and irrelevant to the

goal of socioeconomic growth. International medical assistance

'shoald not be provided so as to reinférce existing Western=-based
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delivery systems.but. so as to help developing countries in a

search for new models,

%
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