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March 15, 1961

Henry R. Lebouisse, Director
The International Cocperation Administration
Washington, D. C.

Gentlemen:

As requested by your organization, . The Johns Hopkins
University appointed four professors to review as & group the
activities of the Brazil - United States Cooperative Hezlth and
Sanitation Program during the period of 1842 to 1960. "Primary
emphases in this review were tc be placed upon, but not tc be
limited to, the following functions.

1. A determination of the degree of the impact of the
cogperative health activities of the Servicio Especial de Saude
Publica, (hereinafter referred to as "SESP") on the econamic,
social and govermmenial development of Brazil.

2. An evalunation and recording of those philosophies,
principles and methods of operation employed by SESP which have

proven most satisfactory in its accoumplishments.

Their study incorporated office and field analyses both
in Brazil and in the United States during the months of April
to October, 1960, inclusive.

Dean E. L, Stebbins, M.D., of the School of Hygiene and
Publ:.c -Health served as consultant to the group.

Tﬁe Tindings are incorporated in the Report herewlth

respectfully subnitted.

Timothy D. Bal:er, M. D.

jﬂ Wiy AL 7 . mcc ffuf"
Margaret Bright, FPh. D.

Mark Periman, Fh. D.

Abel Wolman, Chairman
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CHAPTER I

BACKGROUND

The purpose of the initial part of the report is to
provide the minimum perspective necessary Yo an understanding
of the situation which we found in 1960 in Brazil. It conw
sists of three substantive sections; (1) the population

problem, (2) the disease situation, and (3) the pattern of
existing heglth services in Brazil,
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THE POPULATION OF BRAZIL

At the time of the 1950 census Brazil had a total
population of 52,645,479 persons, roughly one-half of the
estimated pogpulation of the countries of South America, One
estimate puts the population at mid-year 1960 at 67,390,000
persons, The 1960 census is now underway, and the aceuracy of
the estimate remains to be checked against the total count of
the census. All estimates of population in Brazil and rates
using these estimates as a dencminator should be viewed with
caution. Such estimates ordinerily assume rates of growth cone-
gidered typical of the intercensal years 19%0-50, because re=~
lisble date on births, deaths and migration are not available.
The decernial census of Brazil is considered to be reasonably
accurate; official vital statisties, on the other hand, are con-
s_’zi:"c{'ei‘égj:jg? .ber'se under-reported as to be almost worthless.

l. The Repid Population Growth

(ne of the most important facts about the population of
Brazil ig that ite rate of growth is among. the most rgpid 'in the
world and that this rate has accelerated. In the fifiy years
between 190050, the sbsolute population increased by 204 percent
end in the single decade 1940-1950 by 28 percent. Respective
anmugl rates of ineresse for these periods were 2.2 and 2.5 percent,
All indications are that an anmmal increase of 2.5 percent, or
perhaps en even higher rate of growth, hes conbinued throughout
the decade 1950-60. OFf the factors contributing to the growth of
populetion in the country as a whole, immigration is today rela~
tively unimportant. The population is growing largely as a result
of natural increase, the balance of births over desths. Although
reliable official data on births and deaths are not available
for the country as a whole, such evidence as does exist leaves
little doubt of a growing gep between birth and death rates.

Estimates of the birth rate based on census calculations
placed the true birth rate for the country arcund 1950 within the
limits of 40 and 48 per 1,000 population, which is one of the
highest birth rates in the world. While there is scue veriation
in the level of the birth rates found in larger cities and the rest
of the country, as well as between certain states as compared with
others, the overall Brazili»n birth rete is conducive to rapid pop-
ulation growth. General opinion is that in the past decade the
birth rate, high as it is, has changed relatively less than the
death rate.

If we assume g birth rate of between 40 and 48 per 1,000
population end an anmual rate of population growth of around 2.5
percent, estimates of the true death rate for Brazil for 1950 were
between 17 and 21 per 1,000 and the current expectstion of life at
birth was around 35 to M0 years. In the past decade there is no
doubt thet the death rate has been declining. Beductions of fifty
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Percent or more in the infant desth rate have occurred in certain
arcas where public health programs have been introduced and vhere
the rates were fomerly very high. In such areas, death rates

have declined in most age groups. Even 1f only the simplest of
bublic health measures are further extended, all indications for the
immediate future suggest still further reductions in the general
death rate,

The immediate outlock for Brazil, then, is for & rapid pop~
uwlation growth through natural increase. It will be probably far
In excess of most countries of the world. Nonetheless, a rapid rate
of population growth does not, in itself, pose the great problem for
Brezil that it does in many countries of the world, because Brazil
possesses vast unsettled areas. Ibs area covers over eight miliion
square kilcmeters; potentially it should be dble o absorb large
increases in population. However, it is also true that not all
regions of Brazil with high rates of rapid growth will be able to
absord increases in population. Particulaxly is this the case in
such areas as the northeast where the true birth rates are high
and vhere Improvemente in public health are yielding improvements
in the death rate. There the rate of growth will aggzavate the
population pressure on exigting rescurces, On the other hand, many
other areas, particularly those vhere industrialization is occurring
as well as isolated interior regions, could stand considerable ii-
crease from natural casuses and by migration fram overcrowded areas
of rapid population growth.

2, Distribution of Population

As yet, the population of Brazil is wvery unevenly distributed,
confined as it is to a two hundred mile band along the eastern sea-
coast, to the capital cities, and to the southern and northeastern
states of Brazil. Increases in the density of populaction are,
however, presently occurring in other areas in the country. Ime
portant exsmples of relatively recent dense settlement in the
interior have been in Sao Paulo state, In southern Mato Grosso,
in northern Parana, in the "triangle" of the Minas Gerals, and
in central Goias. Other important settlements in the interior
have occurred in Rio Grande do Sul, in the Rio Doce Valley of
Minas Gerais, in the Tubarao and Itajai valleys of Santa Catarina,
along the San Frencisco River westward from Salvador in Bahia, in
southern Ceara, western Paraiba, and along the Parnaiba Rivex
separating Piaui and Maranhao. Vest areas, nonetheless, remain barely
occupied. Almost half of the area of Brazil is in the states of
Amazonas, Fara, and dMato Grosso, where in 1950 the mumber of persons
per squave mile was 0.3, 1.0, and 0.k, respectively.

Another importent feature of the population of Brazil is
that both quantitatively and qualitetively it is among the most
rurel in the world. In 1950 in fact 6% percent of the population
of Brazil was living outside the seats or district centers of
municipios. In all, 31 percent was living in centers of 5,000 or
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larger, 23 percent in centers of over 10,000, 20 percent in centers
over 20,000, 16 percent in centers over 50,000, and 13 percent in
centers over 100,000. In the decade 1950-60 the urban populatiaon,
at least in the larger population centers, is believed to have in-
creased more razpidly than the rural segments; thus a larger pro-
portion of the total population is today living in the larger pop=-
wlation centers than was the case in 1950.

Brazil's urban population is concentrated in & relatively
few centers, foxr the most part state capitals. Among these, of
course, are Sgo Paulo and Rio de Janeiro which in 1950 ranked among
the 16 largest cities of the world. Altogether in 1950 there were
14 centers which had populations which exceeded 100,000 population;
by 1960 possibly 18 to 20 centers are now included in this category.
With only & few exceptions, the larger urban centers are on the
ecastern seacoast. These large urban centers are now experiencing phEhom-
enslly repid growth through ip-migratisn. With the exception of Parana
Where there has been a population éxpangsion into the interior,between~
1940-50 a1Y capital cities grew more rapidly thaa their respéctive
i';;l;ezé We believe that this relationship has contimued in the decade
3. Internal Migration

Although precise data are not availeble, the -volume of in-
ternal migration in Brazil has been increasing in recernt decades and
will, no doubt, continue to grow in the future. Both "push" and
"pull" factors sre operating., The rapid growth of population through
natural increase in areas such as the northeast will place even
heavier strains on existing resources and, in consequence, tend to
"push" people to areac of greater econcmic cpportunity. Out-migration
fram the northesst especially during periods of drought is already a
well-established pattern. "Pull" factors include; (1) increasing
employment cpportunities in urbanizing and industrializing areas
and in certain agricultural areses, particularly in the south and
central part of Brazil; {2) better communicstion and roads, and
(3) greater knowledge of conditions in Brazil provided by those
vho have already migrated as well as by the govermment. For the
most part those moving from rural areas can be absorbed most rapid-
1y as agricultural workers in newly opened agricultural or in those
already developed areas near to mgjor industrial cities where agri-
culbursl workers are migrating to seek urban employment, This is
the pattern we see in the south of Brazil, which is now attracting
large numbers of migrants from Minas Gerais, and fram Bahia and other
states of the northeast. Migrants moving-directly from remote rural
regions to the larger cities have had difficulty in finding remunera-
tive employment and satisfactory living conditions.

L, Points of Emphasis

We have touched on oply a few of the important conditions,
characterlzing Brazil's present population develcpment, We tuxn now
to their consequences, regarding the extension ‘of publ:.c health
services in Brazil.
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First, the rapid rate of Brazilian population growth re-
guires a continuing increase in expenditures; if these services
are to be exvended and improved these increases must be dispro-
portionately large. Furthemmore, in & rapidly growing pcpulation
children predomingte and the ratio of productive workers to
"dependents” will decrease, This means that incressed expenditures
have to be met out of the produch of a relatively small proportion
of the population. It also implies that if child and maternal
‘health programs are given high priorities, these programs will re-
quire increasingly large shares of the total expenditures for
public health. Moreover, increased numbers of surviving children
inverisbly must lead to greater campetition for funds for
bublic services other then health, as for example, educatiocr.

Second, the present distribution of Brazil's pepuletiosn
raises the question of whether at the present time it is even
practical to think that public heelth services can be equalized
for all segments of the country's population. The majority of
the Brazilian pecple still live in and sbout swall isolated pop-
ulation centers, and the costs of providing services to all such
dispersed areas would appear to be prchibitive at the present time.
Moreover, the very low density of the population and the lack of
camunication in many areas would render relatively ineffective
any attempts to provide e graduated range of public health ser-
vices esccording to the size of population centers. If, on the
other hand, public health services were provided only iu centers
where large numbers of people have access to them or are berefited
by them, the majority of Brazilians would be uatouched by public
health services. Such services would, moreover, be confined
‘largely to the eastern seaboard of Brazil, since here are located
the larger centers of population. Limiting services to these
segments of the population is not likely to be an accepiable so-
lution in g political democracy and no one does so sugcest. Nor
is it likely that a convincing case can as yet be made that gains
made initially in the larger urban centers will later be diffused
to the rural population. Qualitatively, the ways of life of those
living in the rural and urban areas in Brazil gre so different, the
distances between them are so great, and the means of commmication
still too limited to expect that the gains of the city todsy will
accrue to the country tamorroy.

Third, the increased internal migration, necessary if Brazil
is to develop econanically, creates public health problems and the
need for increased federal and state administrative action., A con-
sequence of recelving workers in the prcductive age groups is that
these areas must be prepared both to provide public heslth assistance
to new arrivals and to their families, and to prevent the spread
of contagion and disease among the existing population. Inersasingly,
as the mobility of the population increases, government will need to
assume increasing responsibility to provide care and facilities for
those enroute to new areas to prevent iliness and the migration of
disease.
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THE DISEASE SITUATION

In Brazil, as in many other countries where mortality and
morbidity from preventable diseases ars high, accurabte statistics
Tor evaluation of health programs are all but absent. It is poss-
ible, nonetheless to draw g few general conclusions sbout natione
wide disease trends over the past 18 years. In same SESP areas,
fairly reliable date are even availeble.

1. Prior History

Brazil's early development suffered extensively from the
influence of the great plagues. Brazil was adversely affected by
the world-wide cholers pandsmic of the second half of the 1Gth
century, but the disease did not persist. Plague was introduced
into Brazil around 1900 and was & public health program of ap-
Preciable magnitude for a number of years, even in Rio. Accounts
of yellow fever indicate that in Rio one epidemic, in addition to
cousing an estimated 80,000 cases, led to a marked depopulation
of the city through people fleeing fron the disease. As recently
as 12 years before the establislment of SESP there was a fulle-
blovm yellow fever epidemic in the national capital. Smallpox
Was & serious public health problem markedly a.ffeet:mg the total
death rate in BJ.O in epidemic years,

2 Gurrent Problems

By 1942, the year SESP was started, nome of the.foregoing
epidemic diseases were having major effects on the total death
rate, although there have been recent sporadic ocutbreal:s of jungle
yellow fever (1942), occasiongl cases of plague, end episodic,
smallpox oubbreaks.

Three other preventzble diseases vwhich played a major
role in causing death and disability in the early history of Brazil,
still maintain their statistical importance. They are tuberculosis,
the enteric diseases, and malaria. In 1860, the first year of
registration of deaths by cause in Rio, the tuberculosis death rate
was unbelievably high. Although the rate has declined since then,
it gpparently remains the leading cause of death in most age groups
in most state capitsls., The present Bragilian tuberculosis death
rates are, according to contemporary estimates, between 150 and
koo per 100,000.

Gastroenteritis is probably the major killer throughcrut
Brazil in the younger age groups. .

Malaria, one of the few diseases that is reported on a
nation~wide basis, has remained at a high level during the past
decade; 383,000 cases were reported in 1955. It has been epidemic
as well as an endemic disease. Extrapolation from SESP data and
perscnal cbservation and conferences in the Amazon region lead us
to believe that the malariil incidence is currently increasing.

“ﬁh
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Current estimates of the true number of malaria cases run between
six and eight million per year.

Another disease that currently threatens to became a major
problem throughout Brazil is schistosomiesis, With infection rates
as high as 80 percent in coastal Bazhis and the northeast, the ex~
tensive migration from these to other areas where the intermediste
host snail abounds may soon convert a local health problem into a
national one,

It is impossible, even for SESP, to give rates and thus to
note changes over the past decade, but diphtheria, tetanus, filari-
asis, Chagas' disease, pertussis, etc., all add to the unnecessary
burden that preventable disease places on the Brazilisn people -and
their econamy.

Malnutrition is also a major health problem in Brazil, hoth
in-terms of specific deficiency diseases as well as decressed re- :
gistance to infection., The extent of the problem may be geauged by
the fact that cases of Kwashiorkor may be regularly seen in the
hospitels of Rio, one of the most prosperous of Brazilian cities.
FAQ data indicate that Brazil is low in consumption of protein,
particularly milk and meat, and in fats and cils. Great disparity
in distribution of food by area and by social class makes malnutri-
tion an all too evident health problem among the poor.

Tn Brazil the toll of deaths fram specific diseases is not
accurztely known, -Essentially the only official reports are for the
cgpital cities, which have less than a £ifth of the countryls
population. Even these reports are subject to- considerablé error.
It is clear, however, that there is much variability in-desth
rates throughout the country. Calculations of.-the expectancy of
life in certain cities made by Mortara and Moraes show tremendous
variations. For exXample, for the years around 1950, the expectancy
of life at birth in the Federal District was sround 53 years; in
Araraquara in Sao Paulo state it was 61 years; in 17 cities in the
Amazon Valley it was 48 years; in.Ilheus and Itabuna in- Bahis. it
was 45 years; in Alagoa Grande in Paraiba it vas 38; and ih Esperanca
in Paraiba it was 31 years. The lower figuvres are probably more
typical of much of Brazil's population.

Changes in exyectancy of life from arcund 1940 to 1950 show
congiderable gain in both the Federal District and i the 17 cities
in the Amazon. The expectation of l:i.fe at birth increased frem 43
to 53 in the Federal District and from 37 to 48 in the Zmazon cities.
At all ages for'which calculations. were presented, the gains tended .
to be larger in the Amazon cities ywhere SESP was. working and the
initial level was lower. Im_proved publlc heal®h programs can make
great improvements in the present -life expectancy in Brazil. Greville
has estimated, for example, that, if tuberculosis-alone was eliminated
as a cause of death in the Federal District,. the life expectancy at
birth would increase by about three and one<half years; elimination
of infections and bparasitic diseases as a cause of death would in-
crease the life expectancy at birth by an additional five years.
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These estimates clearly show the need for great improvements in
the disease situation in Brazil.

EXISTING HEALTH SERVICES

1., 'The Constitutional PFPramework

The constitutional fesponsibility for provision of health
serviceg currently belongs to the states and municipioe, yet
responsibilities for public health programs as between the three
levels of government have not evolved according to the law. In
its TO years as a republic, Brazil has had no less than four
constitutions. In each the nominal or constitutional responsibility
of the various levels of government has varied; in fact there has
been an even greater variation in the actual powvers exercised by
federal,; state and municipio govermments., Both the first consti~
tution of 1891 and the Pourth of 1946 intended to give considerable
bowers to the states and municipios for providing public services,
yet under each the federal govermment had some authority to legis-
late regarding matters of public health. In the interval between
these two constitubions Brazill was ruled by decree with the federal
government exercising all power, Even though the present law gives
the stetes and locel governments constitubtional responsibility for
the provision of health gervices, the Constitution does not specific-
ally define the limits of power accorded to the various levels of
government. Moreover, insufficient time has elapsed since the 1946
constitution for clear-cut Jjurisdictionsto evolve, and the residusl
structure from earlier periods determines, probably more than the
constitutional guthority, where the responsibility actually resides.

The system of taxation as it has developed in Brazil like«
vise renders relatively meaningless the constitutional allocation
of responsibilities for public services. Ualess the various levels
of govermment are given the right for collection of taxes and un-
less they exercise those rights they are without revenues for pro=-
viding services except insofar as the federal govermment gives them
funds. Throughout the history of Brazil, -with the exception of Sao
Paulo state, states and municipios have had only meager revenues
from direct taxation. Thus, in 1950, of the total revenues dispensed
for govermmental services, about 50 percent was disbursed by the
federal govermment, 40 percent by the state govermments (of which
two-fifths came fram Sac Paulo state), and 10 percent by the
municipios,

While there is & tendency among Brazilians to assume that
differential revenues of the federal, state and local govermments are
a result of the centralization of all govermmentsl functions vnder
the Varges administration, this is not entirely -the case., The states
have always had the power for levying land and property taxes (non
urban) and the manicipio the power for levying taxes on urban real
estate, potentlally important sources of revenue. Traditionally,
however, the pover and amthority exercised by the land-owning class
in Brazil has been such that states and municipios have not exercised
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the authority constitutionally allocated to them to collect taxes
from lamd and property. Property values are devaluated for pur-
poses of assessment and the administration of colleetion is lax.
Thus, while needed reforms in state and municipio administration
were certainly delayed, the basically bad situation was not created
in the Vargas period.

The size and pepulation of states and municipios and the
physical isolation of population groups have also affected the
extent to which state and municipal goveryments have fulfilled
their functions of organizing and dispensing public services, Al-
though there are variations in the enforcement of laws, all states
require sbout the same minimsn populstion and g minimum amcunt of
tax receipts before an area is recognized as & mumicipio. Under=
bopulated and underdeveloped areas are thus at & disadvantage re-
garding develcpment of their public services. Extreme exémples
are the states and municipios in the Amagzon Valley. As we have
noted already, almost one~half of the land area of Brazil is in
the three states of Amazonas, Mato Grosso, and Para, yet these
states contain only about three percent of the country's estimated
populztion. In these states the average sizes of the municipio
are arcund 25,000, 14,000 end 8,000 square miles, respectively. No
other states have municipios mth average land areas gpproaching these,
although in wmost states, mmieipios in the Yemote areas are large
compared with those near the cgpital. The difficulties of providing
services with a given amount of revenue to widely dispersed popula-
tion groups is gpparent.

In this connection, it is perhaps useful to compare the
development of public services in the states of Sao Paulo and
Minas Gerais. DBoth states have had considerzble potential for
econanic development, but the public services provided in Sao
Panlo far exceed those provided in Minas (erais. Although not
the only factor, the size and distribution of population are i
portant contributory factors. BSao Paulo has a lend area only a
little more than two-fifths as great as Minas Gersis, but both
states have roughly the same number of municipios. The average
size of the municipio in Sao Paulo in 1950 was only 259 square
miles (zmong the smallest average to be found among the states
in Brazil), as compared with 564 in linas Gerals.

2. Central Govermment

Federal activity in the health field extends back to the
middle of the 19th century. In 190% Dr. Oswaldo Cruz first organ-
ized services for combating yellow fever. Since then the federal
government has assumed responsibility for control of diseases .
vhich cross state boundaries, notably epidemic and endemic diseases.
The rural Prophylactic Sexvice was crested in 1919 for the purpose
of cambating bubonic plasgue, malaria and other endomic diseases
among the rural population. Today, the most important unit within
the Federal Ministry of Heslth, as Judged by budgetary considera-
tions, is the Department of Rural Endemic Diseases. In cocperation



-0~

with states, this unit maintains rural disease centers aimed at the
control and treatment.of such diseases as yellow fever,schisto-
somiasis, filariasis, Chagas' disease, plague, trachoma, yaws,
leichmaniasis, echinococcus. disease and brucellosis.

The federal govermment also assists in the handling of some
specific disease control programs. The Nationsl Depariment of
Health confine 1%s activities to advising the varicus state de-
pertments of health regarding programs to control such. diseases as
tuberculosis, vensreal disease, leprosy, menval 1llness and cancer.
Likewise, under its Departwent of  the Child, the federsl Ministyy
only provides advisory personnel to assist the varicus state de-
partments orgamizing programs for maternal and child services., Yet,
in some Instances, the Ministry mekes substantlal allotments
specﬂlca.:l_'ly designated for use in state run programs, -the most
important at the present time is tuberculosis.

The Minlstry now has the responsib:llity for the malariz
eradication program except in Sso. Faulo state. This progrsim has been
ineffective and poorly administered. Its progress stands in. sharp
contrast ©o the sccamplishments of the A. Gambiae -eradication in the
nertheast, to SESP's spraying programs 1o the fmazcn and Rio Doce
Yalleys, and to the eradication program in Szo Paulo state. The
United States contribution to the Ministry's eradication program
is now many times that of its contributior to the SESP.,. Undoubtedly.
the commodity contribution of the United States:to this program
would have been more effectively utilized if it .had been accampanied
by the calibre of techrnleal and administrative campetence character-
istie of the SESP.

The Federal Ministry has assumed the respons:.blllty for
the control of the registration, training and standards spproval of
doctors, dentists and nuraes. It finances most teaching hospitals;
it has the responsibllity for the port health service, for the
registration of drugs, and for campiling statistics; and it cone
trols the Oswaeldo Cruz Institute.

The expenditures of the Ministry of Hezalth are important
for the record. In 1957 the Ministry of Health had jurisdiction
over expenditures for health services asggregating over four billion .
cruzeiros, exclusive of the- SESP funds. Of these expenditures, a
little over two billion cruzeiros weye spent by the National Depart-
ment of Health, having responsibility, among.other things, for the
programs in cancer, mental disease, leprosy, tuberculosis, health
education, ete. 'The National Department of Rural Endemic Diseases
was also financed to the extent of sume 1.2 billion cruzeiross.
In the consideration of these relatively large amounts of funds,
it is important to remember that they are devoted largely -to non-
preventive functions and essentiglly are less than public -health
in purpose and perspactive. -

The recent vecord in the public health field is samewhat
more impressive as an cutline of a program than it is-in field
accomplishments. The Ministry has lacked en adequate corps of
professionally trained personnel availsble on a long-term
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full-time career basis. The concensus reached by local observers
indicates that the inadequacies of the Ministry's actusl progran
have in the last decade became more, rather than less, apparent.

An important development in Brazil which has at the same
time increased national responsibility for health programs and
which has extended services to certain segments of the population
is the creation of the Previdencias. The Previdencias, created
under the federal social insurance laws, provide medical care as
an obligatory benefit for contributors and their families., Soue
five million contributors are covered; most are in urban areas
and are employed in ccmmerce, industry, banking, transpor:, merchant
marine, the federal government and railways and docks.

The federal govermment's participstion in the Previdencias
has spotlighted the practice of direct federal support concern with pro-
vision of medical and hospital care. Legislators from rural areas
ere therefore in a position to argue that the course of socizl
Justice requires that federal funds be granted directly to rural
states for the purpose of providing health services.

3. State Governments

The dependence of states upon the central govermment for funds
to cperate public health services is in itself a yeflection of their
dirficulty to assune initiative. Guite naturally, a great varia-
tion exists in the scope of the various state health services and
in the total allocation of money of such services. In 1957, the
proportion of the total state budget allocated to public health

. services ranged from 3.8 percent in Rio Grande do Sul to 12.5
percent in Maranhao. The average per capita expenditure was
Cr. $101h and only Sao Paulo, Rio de Janeiro and Parana states
spent in excess of Cr. $100. Sao Paulo spent Cr. $266.40, The
poor heavily populsted northeastern siates generdlly make low per
capita expenditures. For example, in 1957 Ceara spent no more
than Cr, $18.60 per persan.

Since 1957, expenditures have risen, but the increase
primarily reflects inflationary changes. The 1960 Sao Paulo state
budget allocgliion for publie health services amounted to epproxi-
mately Cr. $400 per cspita, while the per capita estimate for the
rest of the country was no more than Cr, $:0-50, -The expenditures
Tor public health in Sao Paulo should be kept separate from those
of the rest of the ecountry, because if included they greatly
distort average figures. The State of Sao Paulo hed in 196C a
budget for health services exceeding scmewhet that of the Federal
Ministry of Health, upon which state services depend so heavily.

Among the most camon state-regulated public health act~
ivities are the health centers and sub-centers. As we might ex~
pect, the states very in the degree of coverage of municipios with
health centers as well as in the quality and type of services
offered. The progrors for health centers in the two states of Szo
Paulo and Minas Gerals interested us most, because together these
two importent states contain almost one-third of the population of
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Brazil. The esteblishment of health centers was begun in Sao Paule
and Minas Gerals in the 1920's. Today health centers are esteblished
in most of the municipio sedes (county seats) of Seo Paulo and sube
posts in places of more than 3,000 population. On the other hand,

in Minas Gerais where there are scme 400 municipios, in 1960 there
were 27 health centers, and 214 sub-posts, and of the latter 60 were -
without physician service and virtually non-cperative.

In most othér states the health center progrem is even less
impressive. Most states have health centers in and about the capital
and larger cities, but large portions of the states, invariably rural
in nature, ars not covered. IEven when provided in the remote munici-
pio centers, the service is of little consequence for the population
because distances are so great.

States also provide special seivices, bul again these vary
Trom state to state and within the territory of a given state.
These services are likely to be available only in Jlogalities in and
about the capital, the larger cities, and the larger towns. States
also maintain their own hospitals and assist in the support of other
hospitals which they do not operate.

In general, the health services provided by states come under
the category of medical or hospital care to a greater extent than
under that of preventive health measures. The need to provide
medical and hospital care as part of the public health services in
Bragil is related to the poor econcmic and social conditions of the
general population, to the shortage of medical and health personnel,
and to the concentration of med.lcal personnel in the larger cities
and, towns.

L, TLocal Services

Just as the states have had to depend upon the federal
goverment Tor supporting their public health activities, so the
municipios have depended upon the states, - Purely municipio supe
ported services are rare in Brazil; only in most occasional instances
does the prefeiturs pay the salaxy of a part-time physician for a
health center or does it supply the building or rental costs or

even assist in support for & local hospital. When they are found
they lnvariably represent sporadic instances of generosity or political
pressure upon the locel authorities. - After a change of political
administration, these loeal contributions may be ‘suspended. In svm,
the provision of public health services is not yel recognized as the
continuingresponsibility of local governments.

Finglly, Brazil does not have .a notable tradition of privately=
Financed public heslth ageheies. True, Brazilians reccunt with pride
such activities as the system of Santa Casa hospitals, which were
originally established as Portuguese philanthropic organizations. Butb
these are exceptions, not the rulé, and often they ha.ve had to be
angmented 'by govemmenta.uy supplied funds.
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5. An (bservation

We believe that the division of responsibility for public
health service leaves much to be desired, True, there are real
limits on funds and coxps of skilled personnel, but major ime
provements in service could still be made, were there changes in
organization and administrative procedures., Such changes have
assumed the eir of being impossible because of the current atti-
tudes of helplessness among all levels of government and the
people concerned. We believe these attitudes developed because
of the chain of dependency of state Zovermments upon the federal
govermment for funds and of the local govermments upon states
for services. This condition is not likely to be changed until
states and municipios assume more responsibility for developing
their own services independently and take steps to collect revenues
to support these services. They have also developed because the
political practices unfortunately characteristic of so many levels
of Brazilian govermment discourage those who seek to have the
various govermments develop services in response to the needs of
the pecple. When political favoritism rather than techniesl com-
petence detemine the selection of personnel, programs of expediency
and insppropriate priorities are promoted in place of those which
would bring the greatest improvements.
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CHAPTER II
SESP: ITS ORIGINS, GENERAL DEVELOFMENT AND PROGRAMS
In this chapter we turn to an exam:mat:.on of the Brazilianw
Anevican joint experience in public health administration. The
ghapter has two points of focus. The first illustrates the bare

bones of the SESP's historical and administrative development,
In the second we turn to the various programs set up by SESP,

EICHTEEN YEARS OF SESP

The SESP was ipitiated in 1942 following a meeting of the
foreign ministers of the American states in Jamary of that year.
At that meeting the groundwork was laid for the inditiation of a
mmber of cooperative projects between the United States and the
various Latin American countries, The United States'interest
in calling this conferehce stemmed from a memo to President Roosevelt,
subnmitted by Nelson Rockefeller, pointing out the importance and
value of setting up bilateral cogperative endeavors to strengthen
various phases of the econamy, health, and education of uh.e Latin
Ameriean republics.

Quite possibly, the basis for Mr. Rockefellerts .suggestion
was his familiarity with the marked success of the program of the
international health division of the Rockefeller Foundation which
had been operating irn Latin America through the early part of the
20th century. Its campaign in Brazil for the eradication of Aedcs
Egypti, the vector of urban yellow fever, and its campaign to
eradicate Ancpheles (ambiae in the northeast of Brazil to remove
the threat of epidemic malaria were extremely impressive pioneer
examples of international cooperation.

But the ectual participation of North Americsns in the SESP
was undoubtedly dictated by the necessities of the second World War,
which the United States had just entered. Manifestations of this
awvarenass may be seen in the selection off the initial SESP programs
in the Amazon and Rio Doce Basins. Both are described at length
in later chapters of this report.

Although in the first three years of the SESP cperation the
United States'contributions were substantial, making up & far greater
percent of the budget than those of Bragil, by 1945 the Brazilian
share greatly exceeded that of the United States. In subsequent
years the Brazilian conbributions have grown, while those from the
United States have remained virtually unchanged. The gpparent
relative disparity between Brazilian and United States contribu-
tions is made to eppear much larger than it truly is because of the
greater rate of inflation of the Brezilian crugeiro in relation
t0 the United States dollar. An earlier ‘evaluation team saue
eight years 2yo cumented that it was ungble to find ocut in any
detail just what the United States expenditures had been in the
SESP progrem. Although 1t hes been next to impossible for us to
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unravel the exact total amounts of expenditure over the past 18
years, the total United States contribution to the SESP program
seeams to have been in the neighberhocod of 17 million dollars.

Following the expiration of the original agreement, United
States participation in the SESP program was on a year to year
basis which made cperations extremely difficult, but due to the
high ealibre of the United States and Brazilian tgp administra<
tive personnel, the program was asble to grow steedily.

The pattern of United States participation in temms of
personnel folloved a similar course to that for the contribution
of financial support. In 1943-4l sbout 7O United States technicians
were working in the program. This mmber steadily decreased to apw
proximately 25, at. which level it remained from 1946 onwards.
During the past 18 years spproximately 200 American technicians
worked in the SESP progrem in Brazil with tours of duty varying
from a few months to as long as eleven years. There was not.only
a8 quantitative shift in the persomnel, but a quelitative one in
terms of the roles in authority of the United Sitates technicians
vis~g~vis the Brazilians. While the United States technicians
initially served in positions of direct administrative responsie-
bility, the program soon recruited or trained ccampetent Brazilians
to take over the key roles while the Americans remained as advisors
or consultants. The mumbers of Brazilian personnel have steadily
increased since 1942; at present there are over 3,000 Brazilians
in the progrem.

Early in 1957, the director of the USOM in Brazil decided
that the time had came to cut off the Unlted States participation
in the SESP program. Apparently, there had been discussion earlier
within the SESP group, both among the Brazilians and the Americans,
to plan for the eventual development of a campletely independent
operation by the Brezilien government, but the United States repre~
sentatives had been reluctant to encourage drastic slterations in
the administration solely to make it confomm with the standard ICA
procedures for foreign sid. Similarly, among the Brazilians there
were some who felt that the joint program served to bubbress their
owyn position, because it strengthened SESP in its struggle to
remain free from political interference.

Nevertheless, in spite of the grave misgivings in the Health
Division of ICA/Washington and in the United Stetes health field
party in Brazil, on June 22, 1957 the United Staltes Ambassador ta
Brazil did send g note to the Minister of Foreign Affeirs in which
He put forth the Mission Director's ordginal suggestion, Our
Ambassador reguested that the Brazilian govermment take steps to
set up a pemanent purely Brazilian organization for SESP by June
30th, 1960. The Brazilian director of SESP immediately realized
theat after the new administrative position had been taken, it
became mandatory to develop plans to maintain SESP as a stable
organization.
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Subsequently, a law was passed by the Brazilian Congress,
effective July 1, 1960, which made SESF & permanent foundation,
controlled by a deliberative council and adwministered by a super-
intendent. The Fundaczo SESP now has its own adwministrative process,
a specified jurisdiction, and a budget assured by law. In eifect,
elthough the Fundacao SESP is technically incorporsted within the
Ministry of Health, it is an autoncmous bodya

SESP'S ACTIVITIES

1, Gene;'ag. Public Health Programs

We believe that it was fortunate that early in its develop-
ment, the SESP program was under the direction of persons aware of
the value of incorporating preventive medicine into curative mediecal
programs. - Today, irmunization, prenatel tcave, child care guidance,
scme laboratory service, contact follow-up for venereal disease

and tuberculosis, health education, etc., are ::.ntegrated in most
SESP health un:.ts.

SESP has programs whlch have affected all stated in Brazil.
It. now operates or assists states in the operation of over 250 health
centers and sub~posts in 16 states.- In many of these states, SESP.
is virtually the only local health service cutside of the capital
cities. SESP has developed-a rural heslth program of the highest
order in tems of the organization of services, the naintenance of
professional standards, and choice of disease priorities.

Tuberculosis

: Tuberculosis is, from the v:l.ewpo:.nt of econamic growth, one
of “the most important public health problems in Brazil, The SESP
tuberculosis program has lagged in scme areas, but, fortunately,
fuberculosis control has now been given a h:n.gher priority in recent
SESP planning, and -a cooperative program is being developed with
the tuberculosis sérvice of the Ministry of Health. -

The “tuberculosis probler is of such magnitude and the potential
mumber of health frorkers SESP can mobilize is so small that conventione
al methods of control will, in ell probability, not be adequate. An
imaginative gpproach is needed to perwit-the development of & program
of the scope required. The old, precise policies ‘of opligatory sSane
itariim care have no pla.ce in a modern tu'berculos:.s control program
for Brazil. -

Mgternal and Child Health -

One of SESP's most Importent recent imnovations in the re-
duction of infant mortality has been the establishment of ‘re~hydration
centers, The scientific coneept of parenteral fluid thergpy in
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treatment of severe dehydration accompanying disrrhea in infants
has been well established for a number of years, but its practical
gpplication to a non-hospital setting in Brazil should be credited
to SESP. By adopting generally a lifegiving technique, formerly
extended only to limited numbers, SESP forged a new weapon for

the battle against needless infant death. Despite the introduction
of improved water supply and the development of a wide spread privy
pProgram in particular SESP localities, disrrheal disease has re-
mained & problem of the first magnitude. Such efforts as rehydra-
tion centers, distribution of milk and instruction of mothers in
the essentials of child care are necessary supplements to environ-
mental sanitation programs to displace gastroenteritis as the lead-
ing cause of death.

Prenatal care, safe supervised deliveries, postnatal care,
and virtually complete care for the infant and child up to two
Years of age are all offered in most SESP maternal and child health
Programs., These activities have been successful in lowering the
infant mortality rate and reducing meternsgl mortality. The pre=-
natal care has resulted in early detection of pre-eclampsia and
consequent prevention of toxemias, discovery of potential dystoeia
cases which require the physician's attendance, and improved nu-
trition of mothers through -diet counseling. The training programs
for midwives through its stress on non-interference has undouvbtedly
reduced the toll of maternal deaths from infection.” The midwife
program plus the availability of -a physician for difficult de-
liveries has brought a real service to the rural areas where SESP
works., The postnatal care is less important in the prevention of
mortality, hut results in the prevention of some morhidity. Heither
of these services are as fully utilized as the infant and child
services, -

In most SESP areas the infant and child services are utilized
by essentially all levels of the community., While many adults will
g0 the private physicians, the children .are invarisbly teken to
SESP clinicsy Usually this is for & continuing preventive type
of care, stressing immunizations, anticipatory guidance, and some-
times diet supplementation through dried skim milk. Curative
pediatric service is also available, thus furnishing a continuity
of care which could offer a2 model for many other countriea. The
services of infants and children are probably best understood,
most fully utilized, and most gppreciated by the cammnity.

Mzlaria

Prcbably the most obviously successful public health program

SESP undertook was the residual DDT program egeinst malaria. Towna
such as Breves, where SESP had been unable to find even enough
healthy laborers to build a hospital, were changed into relatively
healthy places with a sufficiently healthy lebor force to support
nevw industries, Towards the end of the 1940's, the responsibility
for malaria in SESP areas was taken away from SESP and vested in

the National Health Service, where it has not been administratively
well-handled. It would probably have been much more effective to
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allow SESP to handle the spraying operations in these areas just

as the state health department of Sao Paulo has handled its progrem.
This would have prevented unnecessary duplication of loecal organiza-
ticn.

Other Disecases

SESP records lead us to conclude that vehereal disease 15 a
public health prceblem of considerable megnitude. SESP units have
prograns Tor detection and treatment of venereal disease in all
patients coming to their attention. 8o limited is this technique,
howrever, that it will never have much effect on the total problem.
A mass testing and treatment program is needed to lower venereal
dissase morbidity in the general population, Venereal disease
control dogs not deserve the priority given to tuberculosis control
even though the former might be much easier to accamplish.

SESP has no specific programs aimed &t controlling schisto-
samiasis; rather this responsibility has been given to the Department
of Rural Endemic Disease., Although this problem unquestionsbly
deserves the immedigte gttention of Brazilian medical research workers,
we do not urge that it be fitted into the SESP program at the present.

Dental Health

SESP has a dental program which appears to be well~administered.
Services are offered in topical ‘spplication of fluorides and mass
treatment of earies, particularly in the younger age groups. SESP
has also pressed for fluoridation of water supplies, but this has
been accomplished in only a few places. It is hoped that the dental
program will not divert funds from more pressing public health
problens.

Statistical Services

Scme measure of the relative importance of disease prcoblems
and the costs involved in overcoming them are essential for setting
priorities, When particular health problem s are overwhelming, as
in most places in Brazil, refined measurements are not necessary,
end priorities are obvious. But, as programs unfold, it 1s im-
portant to measure accomplishment and to collect data upon which )
to base decisions on new priorities. SESP has evolved a statisties
service which is necessary for the development of its programs.
Agide from a mninor favlt of publishing reports based on statistically
insignificant numbers, we are enthusiastic gdbout its work. We trust
that the director of the Fundacao SESP will continue his interest in
improving the SESP statistical service, so that it will serve as an
example to the other health services in the country.
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Laboratary Services

Today the national practice of modern medicine and public
heglth cannot exist without lsboratory services. By virtue of the
excellence of its lsboratory service, SESP stands in sharp cane
trast to virtuslly all other health units we visited. All SESP
laboratories in heglth.units were used and used well., It may be
desirable to improve SESP's laboratory effectiveness by scheduling
a review of the procadurezused and by establishing basic standard
tests appropriate to the general needs of SESP as well as to the
gbilities of its technicians. It would be desirable to establish
quality control checks on lesboratory accuracy in order to maintain
high standards of performance. New tests and technigques can also
be introduced to simplify the work of the SESP laboratories. In
particular, we urge that SESP give a high priority to developing

. 8dequate sanitary lsborstory facilities for control of purity of
water. In sum, we conclude that SESP has an excellent lghoratory
service but that it will contlimue to require imaginative regional
and central office supervision.

Other Services '’

Although pharmacies do not usually fall within the purview
of public health activities, the SESP system of pharmacies in all
of their heslth units and hospitals would benefit from better
regional and central office supervision, They are usually well run on
the loecal level, but policies that permit such wastes as large-
scale dispensing of i.v. calcium gluconate as a placebo in grippe
should be revised. A standard phamsccopeia, frequently reviewed,
is necessary for optimum, economic cperations.

Health education of the general public has a long tradition
in Brazil and SESP has incorporated 1t into its program. The
present pattern of utilizing nurses, visitadores, and sanitarians
to promote health education through their routine contacts with the
public seems to be satisfactory. In the future it might be possi-
ble to reach a lgrger segment of the publiec by indoctrinating the
school “teachers with a few basic health principles with the hope
that they would pass them or to the children. SESP is already well
awvare of the advantages of concentrating on school children, and
many of its demonstration sznitation projects are located in the
gchools.

2. Environmental Sanitation

The evolution of envirommental sanitation in Brazil since 1942
has been one of the striking conbributions of SESP and the United
States. That these activities have held a high priority until re-
cently was a reflection of the great deficiencies of sanitary
facilities in the country as a whole and, secondly, of the madjor
part which these deficiencies undoubtedly played and still play
in the dissbilities and deaths from gastro-intestinal diseases.
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The early work in the Amazon and Rio Doce Valleys was
heavily directed to improved water supplies and excreta disposal.
In this environment the engineering division of SESP grew to
maturity, under excellent Brazilian and American leadership. The
full-time employment of engineers working with a minimum of
politiesl interference provided the morale for maximum public
service.

Although the creation of the Amazon Valley Comnission (SPVEA)
and the San Francisco Valley Cormission (CVSF) gave reason for hope
that these agencies would provide both the financial backing for and
the sense of econamic cpportunities to extend sanitation work in
these new areas, these hopes did not materislize. However, in 1960,
at least the CVSF had begun to show signs of vitalizing the San
Francisco Valley, The challenge to SESP engineers to help this
organization to strengthen sanitary facilities in the area of its
responsibilities still remains +o be met.

After the second World War wabter supply programs for more
widely distributed areas acquired top priority for SESP engineers.
In 18 years SESP planned, designed, constructed, and in 42 instances
operated approximately 131 publie water systems, serving same
500,000 pecple in all, and even thern only from public fountain
or standpipes.

The great majority of water systems were installed in towns
with populations of less than 2,500, although a few systems have been
congtructed or planned in towns having more than 10,000. SESP con-
centrated its work in remote towns having small populations, rather
than in centers containing large groups of pecple. By eccepting
the definition of its role as public health mentor to rural Brazil,
SESP did not seize the copportunity to advise simulitaneously the
larger cocaumunities of Brazil.

We believe that the water supply development record of
SESP has not been based upon an orderly determination of public
health or econamic development priority., Greater stimulation of
state and local responsibility in extending water facilities at
g more rapid rate than in the past should be stressed, The ad-
vantages of self-supporting systems as a neans to this end have
been explored by SESP, but the practices are not yet widely
applied., The provision of minjmum service to relatively small areas
without charge to the cdnsumers perforce limits the development of
panitary systems to the amount of* funds appropriated by the central
govermment, Consumers can be educated to realize that the quality
and gquantity of serviece can (and probably should) be determined
to a considerable degree by their own cgpacity to pay.

SESP engineers have been aware for several years that such
practices as here noted hold major promise for the future and have
in fact formlated national legislation to implement such policies.
Unfortunately, this legislation has not yet been pressed to the
point of passage and application.
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Perhaps our most basic criticism, however, is on another
plane, It is only in the most recent years that the United States
counterparts have realized that SESP should undertake the cbliga-
tion of encouraging and assisting state and local agenecies in their
long~range plaming. The major developments in the states of
Sao Paulo and Rio Grande do Sul.in water and sewerage facilities,
both in recent years and as projected o 1965, may easily have had
their spiritual origin and strength in SESP examples elsewhere,-but
direct offieial participation or stimulation by SESP engineers in
these important programs has not been gpparent. On the contrary,
we were impressed by the fact that these examples of engineering,
Pfiscal and economic planning have had little effect upon SESP's own
concept of its role in national planning. Fortunately, the SESP
leadership has became inereasingly aware that the former program
principles need mpjor adjustment for the future, if progress is to
keep pace with population growth, let alone exceed it. SESP can
take some pride also in the fact that the state programs noted above
are mammed in part by former SESP treined officials.

Installation of sewers and sewage treatment plants has natur-
ally lagged far behind water supply. We take no -exception to this
order of priority. Yet, SESP's exclusive devotion to smaller popu-~
lation units, its deliberate avoidance until recently of the sewer-
age problems of larger centers has been, as with the water program,
unwise., Public health endeavor must be concerned with the totals of
people ultimately protected against enviromnental diseases.

In similar review, we suggest the wisdom of an early appraisal
of the privy construction program, even though this effort does not
represent a large sector of SESP activity., Not only do we wonder
about the problem of maintaining the present number of privies, bub
whether Brazil is not engaged-in a losing .game of building even
enough to match its. annual population inerease, The merits of
privies ag compared-with sewers should be reviewed, particularly
with regard to the overall public health results and the relative
magnitude of expenditures. Perheps, the very suggestion of evaluat-
ing the privy program borders on heresy , but the merii of an ob=-
Jjective look cannot be gainsaid vhere the resources of SESP now and
in the future are so likely to be strained. In this area local com-
munity responsibility certainly must be increasingly stressed if any
future optimism is to result.

In other programs such as industrial hygiene, strean pollue-
tion sbatement, and bathing beach control, new problems have emerged
and are receiving SESP consideration. Quite properly, these new needs
for SESP concentration are being carefully assessed. I7 remedies are
being slowly undertaken, it is because the problems do not pose the
critical issues already cbvious in the water and sewerage situation.
Nevertheless, they too will grow in relative and absolute significance;
vhether they will be handled locally is again & Hest of SESP1S
agbility to educate local authorities through national stimulation -
and gppraisal.
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3. Medical Caxre

Although .all agree that many of the significant acewmplish-
ments in reduction of morbidity and mortality in SESP areas are
¢learly due to what constitutes conventionally defined public health
programs. SESP has, nontheless, spent the bulk of its budget on
providing medical care. IFram its earliest days to the more recent
assumption of hospital care in the San Francisco Valley and else-
where, SESP has accepted the responsibility for meeting the pressing
needs for medical care in rural areas, It is doubtful whether an
organization could operate in rural areas, if it were to concentrate
only on the public health side of a medical program, because the
immediate and chief demand of the people is for medical care. If
it was not satisfied, they probably would not be interested in or
see the need for development of safe water supply , immunization
programs, gafe exerets disposal,ete.

Yet it should not be overlocked that successful SESP medical
care programs often pave the way for public health programs with
their more lasting benefits. In addition, the concentration of
curative and preventive medicel services in one agency permits con=
tinuity of care. On the whole, we ¢cbserved that the bulk of SESP's
nmedical care effort affected cnly the poor; in most towns adults
who covld efford private medicel care preferred not to-use the SESP's
facilities in spite ot the apparent fact that in several instances,
the private care appeared to'us %o be of’a lower professional -
standard. As a resvlf, the less-productlve lower income group re-
ceived the better medical tafe. We were particularly impressed
vith the standard of medical cere in The SESP healtn centors, It
is prohably well sbove the average of Brazil despite the large turn-
.over of young doctors in the ldwer ‘@chelons. We noted as among the
mcre slgnificant factors in ma:l.nta:.nlng the high level of medical
care, the SESP's system of supérvision and. reporting and the atten-
tion it devoted 4o maintaining a splend.ld .espr¥it de corps. "As is
ineva.tablg ; vrfortunately, in some areas the vitally Heeded field
supervision has been allmwed to lag. For example, in Aunazonas the
murse in charge told us she was quite concerhzd about her lack of
opportunity to make £igld visits., ‘The physician-di rector expressed
less concern about his corps ‘of ph.ys:n.c1 ang vhich was actually being
given almost no field supervision. If SESP must use inexperienced -
physicians in remote posts, it must also maintain, if not expand,
its program of well-planned field supervision.

Good hospital care is always expensive, SESP has 25 hospitals.
From whet we observed, these hospitals offer good care, and, as might
be expected, they take a large share of the SESP budget. We realize
that it is highly uwnlikely that SESP will be able easily to withdraw
from the hospital program, because in most places, there -is no appro-
priate local aagancy available to take cver the responsibility. In-
deed, ir one arza vhere SHESP has turned over a hospital to municipal
authorities, w2 discovered that services degencrated to the point
vhere informmants told us: "Before the hospital was the best in the
eity, now it is a great misfortune to be sent there.” It seems in-
evitable to us that SESP must continue to operate its several
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hospitals, yet we caution against expansion of this function,
Portunately, according to our view, the SESP director is concerned
by the rising costs of hospital care and plans.to institute a study
to determine alternative means for providing adequate hospital care
at minimum costs and under local jurisdiction and management.

Although it is clear that SESP cannot appreciably reduce its
medical care programs, the heavy case load of preventsble disease
{(even in areas where it has worked for 10 years or more) mekes ot
obvious that SESP expansion should pr:.mar:l.ly be in the more con-
ventionally accepted field of public health, To attempt to improve
health conditions in Brazil by the curative route may be likened
to trying tobail the ocean dry. Expanded basic public health .
brograms are the only apparent solution to Brazil's major health
problems., .

4

L. The SESP's Training Finction '

Al1] members of the team, 1nd_'a.v:|.dually and collectively, con=
cluded that the most important accamplishment of SESP oyer the past
18 years was its training Program which has reached approximately
3,600 health workers. Repeatedly, we were told "SESP is a school.”
Our' informents generally went further to explain that the “school”
was not just the formal programs, but, particularly the on-the-job
experience that doctors, engineers; nurses .and suxiliary personnel
received while working with SESP. SESP's "alwmni" include a long
and distinguished list of health workers s starting with the Director-
Genera.l of the 1E.Torll.cl Heal’ch Organlzatlon.

We met numerdus health workers who had left the SESP orgam-'
zation and found that almost 1nvar1a'bly they had -carried the SESP

philosophy with.them to their new JObS. Thus, by glving training to
scme 400 physicians, the SESP brogram has had a real impact on the
group of Brazilian phys:n.c:tans trained in the field of public health.
The "SESP philoscphy™ is not to be passed off lightly, for it. is
manifested in personnel willingly working nights, Sundays. and
holidays, in personnel striving constantly to improve programs

and initiate better techniques, and sbove all in tremendous esprit
de corps. In addition to training workers for governmental health
agencles » SESP has been the training ground for the newly initiated
Brazilian sanitary engineering profess:.on, many eXx-SESP engineers
have struck out on their own and have greatly strengthened the san- °
itary engineering resources of Brazil by adding the force of private
enterprise.

The table shows that. most SESP trainees Were in the specn.a.l
programs for aux:v.liary heelth workers, Our observation of these
short practical courses bears out the general opinion that they
are of excellent quality, that they are well-designed to meet
existing needs, and above all that they should be contimued.

In addition to training its owm personnel, SESP has given
observation or demonstration training to a number of pecple fram
outside organizations, including personnel from other countries.


http:makes.ot

-23-

PERSONNEL RECEIVING FORMAL TRAINING, 1942 - 1959%

PROFESSIONAL PERSONMEL AUXTLIARY PERSONMEL ... ..

Tralned  Trained = reinen

_Type . in U.8. ir Brazil « --- -Type- -~"-'* : in Brazil
Physicians ) 235 215 Sanitation auiiliaries 534
Engiusers lié o6 Public Healfh visiting purses 495
Dentists 27 - Hospital suxiliaries 32k
Graduate nurses 8L 195 .  Leboratory technicilans 286
‘ Undergra&ﬁate nurses - . 359- -Midwives_- 551
Others 53 . - Others S _ 62
Total si2 . 815 Total .. 2,282

% IN ADDITION, IN-SERVICE .TRATNING THRQUGH SESP REACHED SOME 12,000 PERSONS,
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In one area medical students are introduced to the SESP type of
coperation., Whenever practical, these activities should be expanded
to sexve both as a recruiting mechaniem for physicians and to give
the students. going into private practice an idea of how preventive
and curative medicine may be effectively cambined. Among its
training activities, SESP maeintains a fully accredited nursing
school in Manaus which partially fills a high priority need for

the vhole north of Brazil., SESP also constructed the nursing
school in Bac Paulo. In addition to ‘these major projects, it has
subsidized other nursing schools and has mater:.a.lly advanced nursing
practice,.

One point of concern about the SESP's training effect 1s what
we sense to be 8 lack of appreciation of different levels of emphasis.
We concluded that the SESP leadership, while it did understand the
full value of giving practical treining to visitadores and sanitar-
ians to meet the needs of today, did not appreciate the importance
of glving longer, academic training to those whom it needed to pre-
Pare to be Brazil!s public health leaders, Ve felt that more ef-
fort mist be concentrated on alternative ways to meet new problems
and on devising criteria to base decisions regarding the rehandling
of old problems. TFor example, we repeatedly were told that the
Sa0 Paulo School of Public Health was "too theoretical."  Of course,
excessive theoretical emphasis should not be placed on the training
given so lower echelon workers, but everywhere else it is recognized
that rigorous analytical training is far superior to "trade ‘school
emphasis” in preparing leaders. If aspects of the Sao Paulo theoret~
ical curriculum seem ill-suitéd to Brazilian needs, particularly its
long run as contrasted with its immediate needs, “then the curriculim
needs to be strengthened -~ not made less theoretical but given a
better theoretical orientation. We believe that SESP has sufficient
prestige to induce the Sao Paulo faculty to consider specific changes.
The SESP eppears to be the principal Bragzilian health sgency sending
apprecigble mmbers of students to the Sao Paulo School.



CHAPTER III

INSTITUTTONAL DEVELOPMENT AND RELATIONSHIP TO OTHER
GOVERNMENTAL AGENCIES

We have been particularly interested in analyzing how SESP
developed, both as an example of an experiment in international
cocperation and as e Brazilian institution. SESP, with its
eighteen year history, is one of the earliest bilateral programs
entered into by the United States and another country. By almost
any criteria it must be ralted among the most successful of such
brograms. Because it has differed markedly fram other govermental
institutions in Brazil and because, despite its unorthodoxy, it has
been sble to sustain itself within the structuré of Brazilian
govermment, its evolution is thereforé of concern to policy planners
in host countries who are seeking to introduce innovations into
their govermmental institutions which too often are rigid and un-
adapted to their changing goals. )

We believe what im needed is a way of looking at the develcp-
ment of the:SESP program over time. In this connection, we propose
that in any program the principles of organization and the goals
should be specified, Planning towards these goals and echievements
should be an integral part of programming., In addition, specific
program goals should be synchronized within the context of broader
goals both of a bilateral program and for the improvement of con-
ditions within the host country., These are the harder tasks for
those shaping the development of programs. They are, moreover,
the tasks of top echelon leadership rather than the rank and file.

The first section of this chapter deals with the prineciples
and objectives which have characterized the SESP over almost two
decades of operation. Subsequent sections consider the ways that
SESP has accommodated itself to those govermnmental agencies which
bear the responsibility to improve the health conditions of Brazil.

PRINCIPLES AND OBJECTIVES

SHSP's great achievement is that it has on the whole de=-
‘veloped a set of democratic and rational principles for organiza-
tion and administration, distinct fram what exists elsevhere in
govermmental insfitutions in Brazil., In establishing specific
brinciples, SESP has attempted to correct abuses of administration
custamary in Brazilian bureaucracy. It has built a career corps
of public health personnel whose selection is based upon technical
campetence rather than political favoritism. It has employed
personnel on a full~-time rather than part-time basis with the view
to building loyalty and improving service. It has insisted upon
self-determination of the use of funds allotted to its operation
and maintains striet accounting of these funds. Finally, SESP
has emphasized the importance of the unit of service at the local
level.
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In achieving these principles, SESP has had more than usual
success, As we traveled d@bout Brazil visiting local operations, we
found little political interference in the gperations of the SESP.
This principle of operation has came to be understood and respected
by those outside the organization. Unlike services of other more
typical govermmental orgenizations in Brazil, the type and quality
of SESP services is uniform. Standardized operating procedures have
been developed.

In developing its principles of organization and administra-
tion, SESP has benefited by being created as a binational progiram
independent of Bragilian govermmental bureaucracy., In addition to
the financial and technical gssistance gains, there is the general
belief that without its binational stzgtus, SESP would have been
subjected to political interference vwhich would have nullified the
principles for which it stood. Moreover, the particular type of
bingtional status, with administration the responsibility of Brazilians,
has added to the prestige of the principles develcped by SESP. That
effective and honest principiles of administration conld be adapted
by Brazillans to. Brazilian prcblems has created a favorable public
image of the orgenization. More difficulty has, however, arisen
in establishing program cbjectives than in establishing principles
of organization and administration, At times it has appeared that
these objectives have been so poorly defined that the program for
vhich SESP had responsibility was one which had grown by sheer ac-
cretion rather than by conscious design.

In the beginning years of operaticn objectives were not a
problem, With the end of the war emergency and the return of Brazil
to a constitutional republic, objectives were less clear. OSESP was
giver support from both the Braziliarn and United States governments
because of its wartime successes, and its contimred existence im-
mediately after the war was justified by hawving it opevate the
service it had established during the wartime emergency.

Later, legislation was enacted by the federal govermment foxr
development projects in the Amazon Valley (SPVEA), the San Francisco
Valley (CVSF), the dry areas of the states of the northeast, and
the frontier areas of the scuthern states of Brazil, and SESP was
designated as the agency to assume responsibility for health cone
ditions in the designated areas. Generally, this legislation ap-
plied to regions rather than to stabes; these were areas without
medical care and public health services.

During the pericd in question SESP ordingrily began its work
in the new areas both before additional funds were available for its
operaticns and before the details of the development programs had
evolved. Whereas its wartime operations had beer confined to only a
few states, these new responsibilities put SESP in control of opera-
tions in many states ineluwding six within the sphere of the Amazon
Valley suthority, and four affected by the Commission for the San
Francieco Valley,. SESP became-involved, in complex administrative
arrangements involving other govermmenial agencies such as the
regional development authorities ag well as additional state and
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manieipio govermments. The expansion of its responsibilities posed
difficulties which SESP had not experienced during its earlier years.
It met, for example, conslderable political pressure to esteblish
and maintain operations where they wers not economically feasible,
such as a costly hospital program in the San Francisco Valley.

Working with SPVEA and CVST brought SESP in contact with
one of the aunipresent and brutally negative realities of Brazilian
bureaucracy, procrastination, SPVEA has never completely met ils
financial comnitments to SESP. While CVSF has been a more reliable
financial contributor, it has not increased its contryibutions as it
had agreed to do. Both have diverted their funds to other types
of projects. As a result, SESF has been left with the financial
burden for the operation of certain services which the develcopment
authorities were expected to bear.

Similarly, in the late 1940%s and early 1950's SESP contracted
with certain states to undertaske cperatdions in areas where no medical
care and public health services were provided. The agreements called
for large financial contributions from the states, but again here, too,
SESP has borne most of the financeial and Eerson.nel responsibility for
these cperations. For example, SESP!'s 1047 agreement with the State
of Behia for sexrvieces in the cocoa-producing area has been honored
in the breech by the State; Bahia has not made the agreed upon
financial contr:.but:.on.

Thus, other agencies came to assume that SESP would provide
medica? and publie health services where they were non-existent,
irrespective of SESP*s being given funds, And, SESP, lacking a clear-
cut policy of where and under vhat conditions it shomld work, to'a
great extent ylelded to pressure to work wherever it was asked, pro-
viding it was Lkept fiee fram political interference.- SESP's record
of activity was largely one of providing its traditionsl type of
service in a larger mmber of remote localities., High operational
costs absorbed & large proportion of its budget so that its latitude
for imnovating activities was reduced. -

The need for more clear-cut program objectives became even
more pressing as the change in status ¢f SESP from a binational to
a Brezilian agency emerged. Two crucial questions were involved:
(1) should SESP be integrated idto the structure of the Federal
Ministry of Health or be established: as an autonamous agency and

(2) vhat should be the scope of activity of SESP once the binational
status was teminated.

INTER-GOVERNMENTAL TIES

l, Relation to State Governments

An evaluation report was presented by the United States
staff of SESP in 1956; and presumebly it has the support of
Brazilizns, too. It emphasized the failure of the Federal Ministry
to accomplish local public health services. It recamended that
in the future SESP should put its emphasis on developing local health
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services by working through.existing state departments of health.
The report delineated for SESP an area of organizational activity
distinetly different from the one in which it has previously
gperated.

In 1956, the first “eooperative" program between SESP and
a state department of health was established by esgreement with the
state of Sergipe. Since then, cocperative agreements have been
established with five other siates:- Espirito Santo, Maranhao,
Ceara, Rio Grande do Norte, Paiui and Mato Grosso.

The scope of cooperation varies considerably. For exanple,
in one state, the regional director of SESP was made the state's
Director of Health. In other states, the cooperative agreements.
have involved dual rather than joint responsibility for operations,
with SESP assuming responsibility for operations in particular
areas, the state for others, A third arrangement exists in Mato
Grosso vhere the state bears all the financial costs, but SESP
edministers the operations in certain areas. With the. exception
of Espirito Santo and Mato Grosso, the states with which SESPE has
entered wnto cooperabtive agresments are in the acrtheast; they
inelude some of the poorest states in Brazil,

Occasionally where cogperative agresments have not been
signed, SESP. has agreed to strengthen some existing local operaw
tions. Characteristically, these activities are in remote areas,
vhere there are difficulties in- cbtaining persomnel, and where
medicine and equipment are in shori supply. Apain, the details of
these specific arrangements vary considerably. Ideally SESP would
have preferred to operate 1ln a technical assistance capacity by
training personnel and assisting in the organization of services,
but it has often had to do much more, such as supplementing the
galaries of physicians in order thet they can render full-time to
their post, as well as supplying medicines and equipment.

The impact of this type of cooperation at the state level
has also varied. These arrangements have probably been most suc=
cessful in Pernawbuco, where SESP has had a number of operations
gsince the late 1940's., Recently a new agreement with the state
was negotiated to provide technical and financial assigtance to
interior state health centers and hospitals. Pernambuco officials
have consulted with the SESP regional director in formulating a
five year plen for improving and extending health and sanitation
services throughout the state. The SESP and the state officlals
have delineated priorities, have planned training programs, and
have defined divisions of responsibility.

In other states, notably Minas Gerais and Bahla, where SESP
hes operated for many years, progress under the agreecmonts is not
good, True cogperation, much less any enthusiasm, on the part of
the state departments of health in both Minas Gerals and in Bzhia
has not been forthecoming. The possible factors responsible for the
difference merit some consideration. First, 1t may be argued that
in those states where SESP assumed full-responsibility for operations,
the state came to expect that it would continue to do so. Bahia,
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as we have Indicated, has been singularly unabashed in gbrogating
financial respomsibility in agreements it incurred with SESP,
Likewlse, Minas Gerals does pay but is generally slow in reimburs-
ing SESP on its financial camitments. 1In the other states vhere
SESP first assumed financial assistance for gperations, the states
bave lilewise been little inelined to provide services. However,
developments in Pernambuco indicate this is not an inevitable result,

Crucial differences perhaps reside in the rescurcefulness
and personality of the regional director in Pernambuco as ccmpared
with his counterparts in such stabes as Minas Gerais and Bahia.
More }mportant, however, are perhaps the size of the states
and the achieved "demonstration effect" of SESP services in the
three states. Pernapbuco is a relatively small sbate as campared
with both Minas Gerais and Bshia., The earlier services of SESP
in Palmyra and surrounding towns were, moreover, located within a
relatively short distance frem the state cgpital and are connected
by good roads to it. Perhaps because operations were located near
the state capital, the opportunity existed for these cperations
to come to the attention of state health authorities, Such has
not been in the case in either Bshia or in Minas Gerais.

We aquestion whether SESP, working in interior locations, can
expect jts efforts to be observed and appreciated by state health
personnel who rarely travel any distance from the state eapitals,

If SESP wishes to stimulate improvements Iin state services and
expects to do so by demonstrating thet it can provide services
efficiently, it must examine the validity of the commonly held
assumption that. the interest, respect and financial support of the
state bureanecracy are gained by working in the interior and isolated
localities. A new and different strategy may be required to inw
Tluence and bxing the impact for change upon recalcitrant and une
yielding state bureaucracies. In the future SESP should extend its
barticipation in providing services in areas where demonstrable
results may be achieved among large population groups and where

its efforts will be easily observable to state health authorities
and to politicians,

Such perhaps are the hopes of SESP as it now extends its
sanlitation program. Devieting from its former course of concen~
trating its services in remote, poor and neglected areas, SESP's
new sanitation program is being organized to achieve rapid results.
Recently, SESP has signed agreements with several states to work in
areas where it has had no other operations. In certain instances,
these are logcalities vhere the conditvions of life and econcmic de~
velopment are most prumising, where receptive responses are to be
expected because of the higher levels of income and educagtion of
the population, and vhere the area is more densely populated.

The law creating Fundacao SESP specified the objecbives of
SESP. These include, among others, continued organization and
operation of publig health -and -medico~hospital aid services in
areas where programs of "valorizacao" aré being or will be developed,
as well as coordination, organization and administrmtion of services
in states whose governments may ask for them. There seems little
doubt as to which of these dbjectives is to recelve priority in the
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immediate years shead., At the present time there are few plans
for new health centers and hospitals, for which SESP would have
the full financial and operational responsibility., Wherever plans
for new operations -are underway, they are chiefly in cooperation
with states and incressingly involve contributions fram states,

Although SESP cannot immedigtely withdraw from its responsi=
bility as an operating health service, it is concentrating on re-
making its role to one of supplying technical assistance to state
departments of health. Moreover, when states now sesk augmented
assistance from SESP for improving their existing services, SESP
gives these requests high priority.: In states where the response
fran state authorities remeins apathetiec, the policy will be to
restrict the expansion of SESP activitiegs: perhaps existing programs
will be maintained, but no more will be undertaken. In scme states,
where the cost of operations has been great and where state obliga-
tions have not been met In the past, pressure may be brought to bear
upon these states to pay their debts or face the possibility of the
-ecamplete withdrawal of SESP support. Examples in this connection
involve the present agreements of SESP with the state heglth depart-
ments in Mipas Gerais and Bshia. Herebtofore, SESP has been reluctant
to close out its operations, because of unfavorable political reper-
cussions. However, as demands and ocpportunities increase for more
active Jjoint cooperative endeavors with states and muniecipios, SESP
may be in thé position to reverse its customary procedures.

In the meanwhile, thexe #s no question that SESP has pro-
vided considerable incentivesto the states in order to cbtain
their trust and to find avenues for mutual cocperation, Without
the benefit of férmal agreements, it has in many cases provided
training for state persomnel. In same instances, as in the case of
the tuberculosis program in certain areas, it has been willling to
organize and administer services for which the states have been given
credit. Furthermore, it has given moral support to state health
departments as the latter have striven under the adversities of
political pressure to raise standards for personnel and servicesg.
Finally, SESP is yilelding in some of its time~honorsd principles |
of organization and administration in order to adjust to the con-[
ditions within certain states. There is a growing awareness within
SESP that the econcmic resources in certainstates render it jmpossi=-
ble at the present time for states to replicate the standard types
of services SESP has operated, and that in the long run it may be
advantageous to start now with limited improvement of services
as they exist. BSESP is providing training for physicians and other
Ppersonnel in state operations, and in some cases is yielding on its
principle that personnel must be employed,on a full~time basis.
SESP stands firm, however, on the principle that employment should
be made on the basis of merit and not political preference. It insists
on striet aceounting of funds it provides. It intends to yield on
no prineiples which run counter to honest administrative practice.

Now that SESP is a pemmanent Bragilian agency, there will
wdoubtedly be new pressures from state officials and politicians.
But one important advantage of the new status of SESP should be
emphasized. For the first time, SESP has an assurance vhich will
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enable it to enter into long-range planning with states regarding
priorities in health programming, Such planning may in the long
run result in the replacement of disparate activities of many
state health services. It may also help to gain the support and
confidence for public health activities smong politicians, some
of whan seem reagdy to acknowledge the importance of improving the
health levels of the population.

2. Relztion to Local Coverrment

Throughout the history of SESP, support has been given to
the idea that in a democratic society, public services must evolve
at the local level, Today SESP has spread its operations to include
work in same municipios in the eountry, generally concentrating its
work in the seats of municipios. In most of the communities in which
SESP has worked, beceuse there were few if any medical sexrvices
aveilable to the population, particularly the poorer segments, its
entry into the cammpnity was very welcome.

Whijye one finds little disagreement within all ranks of
SESP personnel that efforts should be extended to obtain the active
coopergbtion and material support of local govermmental and other
leaders, it is somewhat surprising that SESP has not made more
systematic effort to achieve this goal. The situation is being
remedied in the sanitation program by SESP; development of specific
procedures and mechanisms gs preconditions for beginning work in a
cammunity is now routine procedure. Similar procedures have not,
however, become general policy with regard to health centers and
hospitals. The reasons for the tardy enlistment of active come
muhity support deserve some attention here.

First, SESP's entry into the community, as in the case in
the- states, did not depend upon local authorities, however welcome
it might bave been. Money and personnel for gperation of services
were gvailable independently of the local govermment and have con-
timed to be so. . Thus, the initial glve~and-take involving local
government was not present to set the precedent for active local par=-
tieipation.

Second, SESP personnel were generally from outside the com-
munity, and with the autonomy granted SESP, its officials were under
no compulsion to adapt themselves to the intricacies of local poli-
tics. The principle of political non-interflerence under which SESP
has always operated was generally interpreted to mean that perscnnel
had institutional support for avoiding contact with loeal authorities,
lest such might lead to political entanglement.

Third, there is no tradition in Brazil for the municipios to
provide their own public services. General public gpinion in Brazil,
even in a state such as Sao Paulo, accepts the dependence of the
muniecipio upon the state govermment for providing these services.
Local officials are willing, therefore, to accept SESP services
without assuming any responsibility for assisting or providing them,
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What iz unexpected, however, is that considering the importance
which SESP hes attached to developing local services, it has so
long delayed efforts to attract active support and assistance
in its program.

Pourth, there is the tendency of SESP personnel to belleve
that assistance fram local govermment is not possible because of
the meager revenues at the latter's disposal. We gained the ime
pression that local SESP officials often made no atbtampt to solieit
understanding and tangible support from loeal govermmental and
other leaders. Of course, we found many isolated examples where
the prefect provided the building for a health center or paid the
rental costs,.or in seme other measure, assisted in pramoting SESP
brograms, but these examples reflected the particular initiative
of individuals both within SESP and within the local government;
they are not the result of standard aperational procedure within SESP
to ob:tga,in local Bupport.

Fifth, SESP has been slow in evolving administrative proce=
dures whereby municipios might be interested to enter into agreements
with SESP. Such procedures have evolved for agreements between SESP
and the states of Brazil in local sanitation programs, but nct for
cocperation in health centers, Exploration of this matter, samewhat
along the lines of the sanitetion program, seems to be needed,

3. The Focus of Sanitation Programs

In recent years, SESP has sought to obtain local supnors
for its waber supply and sanitation programs. Increasingly, it has
tended to establish local support as a necessary condition for
working in a given locality. Until 1960, most of these efforts,
however, were concentrated on small population centers.

In the earlier years, SESP made outlays for the construction of
city water systems, and it developed local sanitation programs in the
communities in which it operated health centers, defraying the coste
as it d4id in the case of providing medical care and other public
health services. These procedures have over the years been drastlc-
ally altered and attest to the lack of rigidity in cperational pro=-
cedures at least in this segment of SESP's operations.

In the case of the water supply program, SESP appreciated
from the first that it did not have the financial resources necessary
to camplete programs particularily if the expensive projects were
not maintained by the municipios. This factor underlined the im-
portance of obtaining commnity assistance in plamning for evexry stage
of the water system as well as SESP's enlisting the financial sup-
port of the municipio for construction, maintenance and gperation.
Today, SESP offers ‘technical assistance to muniecipios in drafting
plans for the construection of a water supply system, and it will,
under an agreement in which the municiplo defrays the finencial
obligations, assume responsibility for construction and/or main-
tenance and control, As experience has shown, the requests for
services are far in advance of the personnel aveilable for carrying
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out such work. Considerable eredit is due the technicians in this
progran who have assembled facts as to the community resources
and plans, ang who over the conference table have come to terms
with municipio smthorities. Wherever temms have not been agreed
upon, local authorities have at least had the experiencé of being
made to realize they must bear scme responsibility for assistance
they receive From the central govermment. This is an expérience
vhich does not come often to the municipios, and may in the long
run; foster a different attltude on the part of the municipioc.as
regards its responsibility for discharging public services.

.. The well and privy program has also undergone changes.
Early experience revealed that, while the services provided by the
health center might be needed by only certain segments of the pop-
ulation, the need for improved sanitation was general’ among the
poor and rich alike. What was needed for improvement of sanltation
therefore, was motivation on the part of the entire community.
Sanitation personnel began to assemble evidence as to the extent of
this need, usually by preparing maps of the towns in which health
centers were located. It is largely this personnel who established
the precendent for cammunity gppraisals, a procedure which has since
been used by health centers in determining vhere educational work
should be concentrated, in detemining progress of work in temms of
ineidence of certain diseases, death rates, ete.

The SESP's sanitation personnel have ccme to use the informae-
tion at their disposal to seek the support of local authorities for
assistance., Local cooperstion in the form of materials;, trensporta~
tion and outright financizl commitments has not always been obtained,
but with experience the SESP sanitation workers have increasingly
demanded that local support in same fomm be a2 uecessary condition
for SESP assigtance., If the municiplo authorities fail to give any
help in the sanitation program, SESP i3 prepared to relinguish. its
work in a given loeality, and move to a community wheré there is
tangible support. In addition, SESP has evolved specific types of
agreements involving the responsgibility of the municipio and individual
families, which must be fulfilled if SESP is to work in a given area.

The sanitetion programs have offéered greater possibilities for
experimentation than the program for health centers and hospitals.
As compared with the latter, the locale of operation may be more
easily shifted. Further, the need for Jmprovements in sanitation
are everywherc present. Since for the most part other govermmental
agencies have not provided sanitation programs, SESP has the oppor=
tunity for work in a .larger range of communities, many of which have
greater financial resources.and sre more developed econcmically,

In certain states, SESP has launched sanitation programs in
advance of health centers, . Here it is hoped that the experience of
gaining local support may be carried over in planning for health
centers where they are to be.estsblished. In still other states,
such as Mabto.Grosso and Goias,. agreements are “being gigned between
SESP and the states , whereby SESP bas the jurisdiction and atate
support for sanitation programs in municipios traditionally out-
side the jursidiction of SESP health centers, Thesé developments
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may possibly represent promising experiments in enlisting local
conmmnity supports as well as extending the influence of SESP.

It is at least our impression that sanitation personnel,
to a grea.ter extent than is the case of other SESP personnel,
have more interest in- and eawareness of commnity conditions and the
local leadership structure, and in general more experience in how
Yo pool efforts. Among sanitation personnel there also appears to
be less rigidity as to what are desirable operational procedures,
indicating a greater potential for adjusting to local circumstances.

4, Relation to Federsl Ministry of Health

The relationship between the SESP and the Ministry of Health
has been nomingl. Under the present conditions it may continue
to be so. When SESP was created as a binational progrem in 1942,
it was established as an autoncmous service within the federal
Ministry. While contracts were Jjointly s:.gned -by the Minister of
Health and by a representative of the United States govermment, SESP
was, in effect, free to -gppoint its own personnel, to disburse its
own funds, and in.general ‘to function as an autoncomous service.
The antonamous agency situated within the structure of- existing
bureeucracy is cammonly obsérved in Brazil today-and is the structure
vhich exists for many of “the programs created under binational
agreements., A feeling of fulility regarding efficient and honest
administration within many existing Brazilian federal ministries
today 1s so general that it has became institutionalized practice
to gain federal government approval for the creatlon of autonamous
federally supported a.genc:Leso -

The fear- of political interference has no doubt been an im=-
portant factor in .explaining why SESP has made so little -effort to
stimilate or enter: into cocperative relationships with the Ministry
of Health and its: various departments. There has been one important
exception involving cooperation between g departmenht in the Minigtry
and the SESP. In recent years the tuberculosis unit within the
National Department of Health, certain State Departments of Health,
and the SESP have worked together to-develop procedures for screen=-
ing and for the control of tuberculosis. This effort is not to be
minimized, particularly because tuberculosis is one of the most.
critical Brazilian public health problems. Cooperation is also.
beginning to be found between the National Denpartment of the Child,
the corollary State Depariments of the Child, UNICEF, and the SESP,
etimulated in the main by the coordinating efforts of UNICEF in
Brazil,

SESP, it would appear, has avoided involvement with officials
-t the top lewvel in the Ministry of Heelth, Although seeking supe
port to be constitubed as & permenent sgency within the Ministry
of Health, legislative support has been chtained for the continuance
of the SESP as a special service ocutside the control of the Ministry.
Under the law which has created the new Fundacao SESP, its cowbrol
and program is relatively independent of the Ministry. As we noted
earlier, the control of the Fundacao is exercised by a deliberate’
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ecuncil of seven persong of which the Minister of Health is but
one member. * A board of-control, with only one of its three members
fran -the Ministry, is in charge of inspection and finanecial ar-

rangements. Program objectives are, as we have also noted, specified

by law. The Fundacao, moOreover, hes an assured annual budget never
less than that of a previous period, -and employees with more than
two years of service will be entitled to the usual benefits accruiing
to federal employees.

The reasoning within SESP sppears to be that the constitu-
tional respons1b1]!:1ty for providing public health belongs to the
states snd that. SESP achievement would be greater if it assisted
* the states to carry out this responsibility. . Also important, no -
doubt, -is the view that political interference will be less of an
cbstacle in working with state governments than'in working with’
bhe Mlmstry’o ..

Expedient and desirable as the creation of -the SESP as a

. Fundacao beyond the control of the Ministry may be in terms of
-the ' short-run period, the result of this action is not without its
inherent short-and long<term hazards First, the short-tem
dangers: the SESP is now under the control of a deliberative
¢ouncil camposed not only of-the Minister of Health, but of seven
* other nmembers of goverrmental ministeries or federal goverrment
agencies, .There is little optimism in the assumption that eight
members will pose fewer difficulties for the SESP than would ane.
Indeed, the possibility exists that more problems may arise as a
result of the larger number of members. If there is reason for a
Minister of Health to be zealous of the prerogatives and accom-
plishments-of a-special agency within his own Ministry, there is
perhaps an even greater risk that ‘this will be the case of those
in other ministries and agencies. .Within the existing federal
‘bureancracy, off'icials may not look with favor upon an agency
vhich tends to eircumvent traditional practices of political
favoritism. or even petty corruption, since this will tend to
highlight their own malpracticesS. The Brazilian govermmental bureau-
eracy resists changes, and such changes as are introduced tend to
be segmental only. .New -govermrmental agencies are cresated with
avowed idealistic objectives for improving the welfare of the pop-
ulation, but administrative malpractices are accepted as natural and
corréct in these agencies as in others. The uniqueness of the
SESP's edministrative principles and their great divergence from
-what is usual Brazilian bureaucratic procedure offers then the
possibility of the SESP!'s being the target for criticism from a
larger circle within goverrment than might have been the case had
it been integrated more canpletely within the structure of the
Ministry. and under the close scrutiny of one Ministry only.
Moreover, there is also the possibility that thé SESP will'be forced
toyield to.a greater number and variety of compramises.

The Jong-term disadvantages seem even more gpparent. Cne
astute politieal dbserver in Brazil has indicated that the come
punding of govermment structures outside of the main stiream of
goverment bureaucracy itends only to delay the organization of
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basic services in a rationsal way and to postpone the time when sound,
honest, and efficient principles of administration are introduced
into Bragzilian govermment. With same eighteen years of experience
in honest administration which has been generally recognized in
Brazil, the SESP has still not tested the strength of its accome
plishments within the main structure of government, Since it has
not yet taken that risk, it has dlso foregone the opportunity to
exert real influence on the Ministry to improve its administration
and services. It alsoc perhaps delays the -time when the Minlstry
will take active steps to assist in the decentralization of health
services.

One of the greatest weaknesses of the Brazilian goverrment
in providing public perwices to the populstion resides in the fact
that state and local govermments have depended on the central govern~
ment. for funds to provide services., They make little attempt to
collect funds of their own or to use federel funds efficiently in
extending services. With far greater financial resources at its
disposal than is the case in the SESP, the Ministry has the greater
opportunity for bringing pressure upon states to make contributions
of thelr own before they gualify for federal funds and to use the funds
for important and urgent services. Thus, were the SESP willing to
assist the Ministry of Health in changing its progrem objectives in
the same manner that SESP 1s operating to assist states, the effects
Of. its assistance would be considerably greater in improving ser~ -
vices at g more repid rate in the country as a. whole.



THE ECONOMIC IMPACT

THE THEORY

1. The Contribution of Econcmies ]

Por several reasons, the relationships between public health
and econcmic development have been, irn the past, largely ignored.
Our discussion, therefore, starts largely from scrateh, because
although publiec health has universally been acknowledged as 2
necegsary factor in econamic development, there have been virtually
no formal attempts to review specific public health programs in
economic tems., For the econamist improved health of the popula-
tion whether achieved in whole or in part through public or private
means has two economic aspects. First, bebter health conditions
(decreased morbidity and mortality)} represent true consumer goods
(things having an immediate effect after their being consumed).
Second, decreases in morbidity and mortality may augment the ef-
fectiveness of the lsbor force. It is in the second context that
the problem is related to econcmic develcpment, for econcmic de-
velopment is measured by growth in national product, itself direct-
1y influenced by the health of the nation's workers. Yet, 4if
resources are limited, one must ask whether adults should be cared for
in preference to adolescents or infants; even then, there are the
queries of which adults, as contrasted with which adolescents, and
vhich infants. In sum, the econcmist's amalysis, based on the bew
lief that resources ave limited and that a1l groups cannot get all
that they need, attempts to set up a framework in which choices have
to be made.

Econcmists are technically not ccmpetent to meke these choices,
yet they should be able to give scame advice when they are in possess-
ion of the relevant cost and benefit figures. Thelr function is to
put public health in priority perspective with other econamic needs
of the commnity--~ namely, expenditures on transpoxtation, power,
and education (to name some of the principal alternatives). If a
program is to have same particular types of economic impact, it
ghould be designed with those purposes in mind, The question is
simply how does a program planner devise or select his blueprints,

There gppear to be two ways in which public health resource
gllocation can be made on a rationsl econamic basis. The first
uses as its criterion "the greatest good for the greatest mumber;”
the second uses as its criterion economic development and is tied
to problems of industrialization.

*

One Model for Rational Economie Choice

In the first case, money should be allocated in proportion
to population distribution =- the urban centers and the densely
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populated rural areas getting a tremendously  Jlarger amount of the
resourceg than more gparsely settled areas. By this reasoning,

the cities of Rio de Janeiro, Sao Paulo, Recife, Salvador, Porto
Alegre, Belo Horizonte, and perhaps a few othexr capitals head the
list. There are two implicit errors in using relative population
figures as the criterion for welfare allecation.. First, and most
obvious, 1t does not take into account vastly differing degrees of
local needs. Recife, for instance, because of the aridity of the
area, has g public health problem which is distinctly different
Tram that of Rio. .Malaria is also far greater & problem in Recife
than it is in Porto Alegre or Ric. Consequently, we must revise
our first approach to state that expenditures should be made so that ’
the critical mortality and morbidity rates would be equal in all
areas, in other words, such that total expenditures should be rough-
ly divided in order to maximize citizen coverage. The revised fomu~
la may appear to be camplicated -~ in a practical sense what: it
means is simply that allocation: of expenditure would be designed to
cover the major population areas providing equally healthful enviro=-
ments between these areas, Same centers would receive less than
others on a per capita basis if their needs were smaller than those
of other centers. - ’

It is also true scme centers should receive nothing because
appropriations of less than a given minimum size do no good and have
no effect. Thus, in some areas, depending on their prcoblems, it may
be preferable to spend nothing-and to concentrate all- resources
vhere greatest good can be accamplished. Allocebion of resources
by "doing the greatest good for the greatest number" is one way to
solve the problem. It has, however, a second important theoretical
shorteoning, It implies that population is now distributed in scme
optimal gense and that the fubure development of Brazil is assumed
to bear a direct geographical relationship to the past. There is good
reagon to believe that such is far from the case.

‘A Second Model

A second way to allocate limited public health resources ig’
to make an estimate of where the country is most likely to develap
greatest output of products and ‘services and to concentrate effort
on the activities that will be most conducive to that line of de-
velopment. In this model we seek not to do "the greatest good for
the greatest mumber in today's world,” bdbut to do "what is best
for future generations, for the community that- is coming.", The
difficulties of using this model lie in the vexations of detemin-
ing what "can" or "ought" to develop. Yet, there are tremendous
advantages to making the guess. . If a sound estimate is mede; it
is likely that the return on the amounts invested will be propor=
tionately very much more rewarding than in the previous case,
There is alsc every likelihood that investments made at an early
rather +than g late date will cost intrinsically less, What we
mean here is the savings in cost of putting in a sanitation system
before the streets are paved, of establishing a. tuberculosis de=
tection program before widespread infection occurs, &nd of conw-
trolling mosquito breeding and thereby saving man-days otherwise

/



-39..
sure to be lost through malaria.

The Prablems inn the Second Model

How does one pick the areas of most likely rapid develop-
ment? To do so, one considers two separate sets of factors, market
demand and costs of supply., What does the market appear to need,
or in specifie texms, what products or services, physically pro-
ducible in a given area, can be expected to be produced most.profit-
ebly., For example, both the.Brazilian and the world markets for
newsprint are tight: newsprint produced at moderately low unit
prices, as compared to other commeodities, will .be readily pur-
chased (1). The national and world markets for iron ore, steel,
and steel products and for pharmaceuticals are other examples. On
the other hand, the market for wheat, for wabtches and textiles
seems to be comparatively loose. It would be d&ifficult for Brazil
to produce these at low unit cost, either in cash temms.or in terms
‘of other commodities. Consequéntly, one would rationally tend to
lock into the possibility of producing that which 1s in brisk demand,
but only if one can produce it at -comparative costs equal to or pre-
ferably lcvrer than those of compet:.tors in the market.

Then we lodk at the second set of faetors. Wha:t detem:.nes
‘costs? - The answer is simply:the interaction of. supply and demand
for about seven dlfferent types of coamodities and serv:a.ces.

1. 'Availa.b:.llty of raw na’cural rescurces, such as wood, ore,
fertile soil, ete.

2. Aécessibility of these resources -- the degree of inex=
pensive transportatlon.

3. ‘The availsbility of adequate technology .-- are processes
known which make possible comparatively low costs of
‘manufacture,

4. The availability of a population willing and sble to
provide the necessary degree of-skilled labor. -

5« The a.van.lablllty of pcn-rer and water for industrial
pumoses.

6. The availability of E:apital at suffieclently low real-
interest rates ~to make investment an actuality; and

'+ The presence of suff:.clent managerial sk:.ll to 'bring
the ventures “"off." .

A1l seven have to be present, although in practice there is same

{1} The cost of an item to the consumer includes besides the cost
of production, the costs of distribution and transportation as
well as custans tariffs and execise taxes.
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substitutability among them. For instanee, one nay substitute
greater total expenditures on capital equipment or management,
for expenditure on lebor (also vice versa), With sufficient
capital resources, it is possible to have a longer pericd of
industry-construction (the period of "ripening costs"), thereby
permitting the building of a plant of larger, and presumsbly
more econcmic size, before profitable returns must staxrt flowing
in,

2+ The Role of Publie Health in Econamic Development

We- are now ready to ask: "What is the role of public health
in all of this?" The answer, although not easy, is nontheless
possible, BEpidemic control, or the lack of it, may be the determine
ent of whether raw materials can econcmically be procured and whether
transportation can be physically develgped or maintained. Yellow
fever, for example, for dgcades "closed" some areas to econamic
development. Malarial pestilence has done the same in more recent
times. Schistopcmiasis is ancther example of current blight, which
although not dramatically as fakal as yellow fever. or even as enex-
vating as maisria, has slowed and partially prevented develcpment
of some areas such as parts of Minas Gerais.

_ By and lavge the availasbility of adequate technology is not
a problem of publie health authorities, although iv is true that
an indirect effect may be felt through the availability of good
enviromental sanitation which will meke an o¢therwise prohibitively
expensive method technologically econcmic, An example of this is
the availebility of vest quantities of pure water which, if
origirally provided for reasons of improving health, also resulted
in meking certain water-utilizing production methods econamically
feasible, The role of publie health is most vital when it ccmes
to the providing of a skilled labor foree., A population handicapped
by 2 high incidence of diseases among its mature or preductive
members is quite clearly nobt as good an economic resource as one
spared from these blights.

Allusion has already been made to the place of public health
regarding water. And it should be guite clesr that the greater the
size of the availsble labor force, the less should be the demands
for capital or managerial skill, simply because there is sume de~
gree of substitutability among these factors.,

Cost Incidence Under Different Patterns of Employment

One other rgeneral set of points must be made before turn-
ing to the precise topiec of Brazilian econamic development, Econo=
mists muist consider the incidence of costs (the guestion on wham
the costs fall) and the acerual of benefits. Costs Pall on in-
dividuals, on fimms, on industries (a group of firms manufactur-
ing similer or substitutable  pwoducts), and on communities.
Similarly, benefits accrue to individuals, to fimms, to industries,
or to communities. Costs of illness, for instance, can fall
simultanecusly as well as sequentially on all four. An employed
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worker jmmcbilized with tuberculosis is an econamic burden -to himself
as well-as no aid to his company, whose efficiency is adversely
affected by his wealtness Or gbsence, Moreover, his aksence fiam the
labor force, if it does anything significant, will serve to increase
labor costs for the industry, and his debility will thrust the pro-
blem of caring for his Pfamily (as well as Ffor himself) on the cane
munity., But assume, for the moment, that he is an unemploygble
worker. His illiesg is still, in gbsolute terms, expensive for him -=
but in relative econamic terms, it is less so because he would be
verging on starvation anyway. Bad off as he is sick, it is not

mich worse for him that it would be were he "well." but still starving.
In contrest with the former instance, where he was employeble, neither
the flrm nor the industry, of which the fim is a part, feels any
direet loss, but the commnity which must provide for -him still has
the same costs of treating as well as feeding him.

Generally, it is only vhen individuals have a chance for
gainful employment do they become fully aware of the cost to them-
selves of g day's 111 health. Similarly, it is under these con-
ditions when fimms and industries first begin to gppreciate what
disease, pestilence, and enervating health conditions mean economic-
ally to them. Yet, under all conditions an alert cammumity must be
awvare of the costs of illness, but the public authorities under con-
ditions of chronic unemployment have difficulfty getting firms to
support the formers' activities. In other words, the econcmic cost
of iliness is not clearly recogniged in undeveloped econamies, ex-
cept by public or charity officials engaged in giving aid. After
econtmic develcpment occurs, then there inevitably comes a heightened
ewareness on the part of industries of the losses. due to debilita~
tion. As labor becomes scarce, the demand for good health ‘balloons
and every econanic level of the entire cammunity begins to press
for puvlic health expansion.

Who Wants What and Who 1s to Pay

Yet, here again, different interest groups make alternative
demands. Parents faced with the costs of sick children want the
public health offiecials to use -the limited rescurces to provide
medical care. Fimms and industries generally see little direct
econanic gain for themselves fram such expenditures, and press
instead for allocations of resources to provide a more efficient
lsbor force. Their cxry is "help the productive members of the
camunity” or "eliminate man-days of illness by eradicating such
illnesses as malarias, tuberculosis, disrrhea when it occurs among
adults, and schistoscmiasis.”  The comunity, in contrast, may
take a middle position. It lncorporates the parents! plea because
it is concerned with the supply and health of future citizens., On
the other hand, the community realizes that increases in community
econcmic activity must occur if the future population is to be spared
starvation. Thus, it must also pay atitention to the demands of fims
and industries, for without their development, the future is indeed
dismal, Let us use an example to illustrate this last point. As-
sume, for g mcment that there is no 1llkelihood of eccnamic growth
in one area, but that resources ars gllocated to save bgbies. The
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saving of an infant's life (at the expense of foregone alternative
uses of those resources), even though it means the baby lives longer,
will be of no long~run social or econamic sdvantage. Reduction of
infant mortality merely leads to an increase in adolescent tubercu-
losis, or some other dire condition; one has traded one evil for a
second vhich is, in econamic terms if not in terms of human suffering,
even worse.

A remgining problem relates to how the programs should be
Tinanced. In practice it is virtually impossible to charge tuberw-
culars for the cost of their treatment, Similarly, it is difficult
to meke malaria sufferers pay for their hospitalization or the medical
gervice they require, "It is completely beyond the scope of reason
to charge individual citizens suffering from schistosamiasis a fee
to provide research to prevent those presently spared from its enerva-
ting effects from contracting the disease. Thus all of these pro-
grams must be publicly supported. As in the general case of basic
educgtion; the costs of the program cannot be made fo fall easily
on thosé to whom the benefits of the service accrue, .

On the other hand, there is no reason vhy the costs of good
enviromental sanitation cannot be passed on directly to the bene-
ficiaries., Pecople can be made aware that good wabter is only a
matter of price: that-thers are real econanies of scale in central-
ising the privy service (i.e. building a sewage collection and pro-
cessing system). Although we have been repeatedly told that one
cannot charge the full cost of water service in Brazil (not only
varigble but the proper share of fixed costs), we are skeptical of
such an assertion. In this generation Brazilians heve learned to
finence all sorts of industries from airlines to zinc reduction;
they have adapted themselves to the rigors of a seemingly never-
ending inflation. It seems improbable that the fairly direct
lessons of how to get good sanitetion promptly, either by use of
proper cost allocation or by reliance upon a sinking-fund method,
is beyond the intellectual grasp of the commnity. Non-reimbursable
govermuental eXpenditure must be reserved for programs where there
is no alternative such as disease control; other projects such as
water and sewerage systems are different.

3. Why Econmic Growth Should be an Important Criterion

Pursuing our line of reasoning, we inevitably come to the
general conclusiocn that the wisest use of public health funds must gen-
erally be linked with same possibility of future economic activity.
Coupled with economic expansion, public health programs can lend
support to all layers of ec¢oncmic activity. Separsated from econcmic
activity, public health programs seem to serve much less useful
purposes, and mey do disservice to those for wvheam gid was intended.

It is important to conclude this sbstract discussion with a
caveat, to vwhich we will later return. Some areas produce products,
others produce services. Bult it is also possible for an area to
specialize in the production of pecple. In this sense, the national
cammunity, industries throughout the nation, firms within the econamy,
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es well as the poor themselves, have an econamic motivation for
supporting public health progrems it "no-hope" geographical areas.
But if this last situation is to be relavant, there must be popu~
lation mobility; the poor children whesge lives are saved by public
expenditure must be willing to move to the places where resources
are availshle. If that mebility is lacking, then expenditure on
Public health for these impoverished souls will heve been, in his-
torical terms, misallocated.

APPLICATION OF THE ANALYSIS

As we ‘have indicated in.an earl:.er part of 'l;h:n.s report, SESP

. has never made its own independent econamic analysis in choosing -

the areas in which it would operate and in designating how it would
allocate its scarce resources. For many years, it -has pemitted
other agencies, notably the fedéral development authorities, to
advise it.  Bubt their selection of regions generally was not made
with an eye to the precise impact of public health expenditures on
econcmic development, Rather, they asked SESP to help them because
they sensed that they had scme sort of .a public health need.- " SESP
wlth its Yimited persomnel resources has a problem different Lrom
theirs; -SESP needg to know not only where sconomic develcpment may
be reasonebly expected to eccur, but it must also select sthe ‘places
where its expenditure is the marginelly necessary factor for
econanic development. In other words, SESP should concentrate on
those projects where the absence of public health effort ".'-Tlll slg-
nificantly hold back the growth of the economy.

* In, retrospect we can see that the’ original choice of areas
in vhich SESP operated reflected a decision to stimulate two types
of industrial production; in addition these experiences.offer
gplerndid examples of the varlety of econamic and techunological
conditions which make public health .efforts marginally more ox less
necessary to egoncmic growth. In one cage the original . (although
transitory) need was the result of an American rubber shortasge; in
the other it was to st:unula.te mining, "Each experience-is worthy
of discussion. - <

1., The Amazon Experience

* The hisotry of rubber production in the Amazon basin is well
known.' The area, originally the home of wild rubber, prospered
during the latter decadés of the nineteenth century as the world's
demand ‘for rubber grew. So great was the demand that. vast sums of
money were used to teémpt impoverished souls to enter the jungle and to
expose themselves to diseases, partlcularly yellow, fever.and malaria,
in order to market the crop. On one of the ‘walls of the Manaus Opera
House, itself a monument to the rubber bocm, there is a plaque noting .
that an Italian Opera Ccampaby in 191) lost all of its 'thirty members
to yellow fever, . But. a world market price in excess of two dollars .

2 pound {in 1910 it was $2.07) was sufficient 6 induce impecunious:
and foolhardy soitls to trust their luck and enter the area, particu-
larly as construction workers. " The bubble of prosperity broke around

T
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1913 when Malayan plantation rubber began to be marketed in quantity.
The fmazon Vglley quickly was replaced as a source. Nob only was it
an unhealthy place for humans to live and work, but rubber trees
(native to the Amazon) sctually grew better in Malaya where the
rainfall pattern was more agreeable and where there wers fever leaf
diseases.

In 1927 the Ford Motor Company attempted to reestablish the
Amazon as a major source of supply. Its motivations for making the
attempt were partly econcnic, they believed that they could produce
it below market cost and partly altruistic, they sought 4o bring
an industry to an econamically stagnant area. From the first, Ford's
efforts met with difficulties. Principal améng these were soil in-
Tertility and tree blight, extraordinerily difficult living conditions
tending to discourage entrepreneurs and supervisory personnel which
had the effect of raising the cost for their services, an ill-prepared
lsbor force, no natural factor (i.e. labor) markets, as well as a
need to devise a wholly new technology to cope with the problems that
were faced. Nonetheless by the begimming of -the, second world war,
the Ford Motor Company had planted 12,000 of the somewhat less "than
two million acres 1t held. The breaking out of hostilities in the
Far Fast made the United States (as well as its allies) campletely
dependent once again upon the Amazon basin for rubber, The Ford
plantation at Belterra and Forlandia could not begin to fill the
need.,

The United States govermment then proposed to return to the
method of supply used prior to the opening of the Malaysn plante-
tions, that is, to gathering wild rubber in the Amazon area. Medical
knowledge had, of course, advenced considerably since 1910 and the
United States govermment was prepared to sppropriate large sums to
improve living eonditions.in.the area as part of its policy to- ex_pa.nd
production. In full cooperation with the Breziliasn govermment and ’
using the SESP as the chosen agency, it financed major campaigns to
eradicate yellow fever and malaria, to purify the water supply, and
to provide hospital service where fomerly even the most basic medical
services were unknown. Massive programs for these purposes were de-
veloped. Thus SESP came to the Amazon hasin,

At the same time the United States govermment, faced with a .
tremendous need for rubber, financed considerable research to develop
a synthetic product. These latter efforts were successful) moreover,
the early end of the war in the Pacific presaged the reentry of the
Malayan rubber erop. into the market, and the attempt to restore the
Amazon to its earlier preeminence as a supplier was abandoned.
Technological develcpments in the field of synthetic rubber further
reduced the market price, spelling the doom of the Brezilian industry.
Even though considerable progress had been made in Improving public
health conditions, e:gpenditure on further develogmment of the Brazilian
mbber industry was uneconcmic. The Foxd Motor Company virtually gave
away its $15,000,000 holdings for an insignificant portion of ’che:Lr
worth, $250,000.

However, it does not.follow that expenditurss on malaris
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eradication, hospital gervices, and improved envioonmental sanita-
tion in the Amazon basin bore no positive economic results. In a
few isclated areas, some significant economic develcpment has oc-
curred. Malaria eradication, for instance, on the island of Marajo
opened that area to lsbor. At least two new types of economic "
activity developed; cattle raising became a significant activity,
resulting in the establishment of leather and fresh meat markets
in an aree where no market has previocusly existed. Even more-
interesting than the new cattle industry, was the growth of a.saw
mill industry in the towm of Breves. As far as we:can tell, saw
mil} activity had previcusly been impossible becsuse of endemie
malaria. Elimination of the pestilence, or at any rate diminution
of its severity, made possible the -cambining of the factors of
econdmic progress for profltable results,

Cne other SESP program in the: Amazon Basin deserves specific

mention. In cogperation with the mayor of Santarem, a river com-
munity located gpproximately halfway between Belem and Manaus, SESP - . s
built & hospital. For the first time adeguate medical service became
available, making the area a betiter place to live for trained per-
sommel who would otherwise have refused to bring their families.
Juteand hemp industries have subsedquently growm. That similar
d.evelopments have not. oecurred elsevhere suggests 'l:ha.‘t hospital
service is g highly desirable, if not ebsolutely- essential pre~
requisite for industrial growth.

However, the most spectacular developments in the Amazon -
Basin in recent years did.not depend in any great degree upon SESP.
We describe them, however, because they illustrate both the im-
portance of public health work in economic development and the
possibilities of altermative financing., They were :successful be~
cause of the general skill of their entrepreneurs in orzanizing
the appropriate econamiec -setivity, Ineludidg, as we have just
noted, the estsblishment of privately financed public health pro-
grams. Here we refer to the pepper-corn colony at Tome ‘Acu and to
the ICOMI manganese mining operation in Amapa,

The fomer was estzblished by a Japanese group in 1928 when
a land grant was obtained from the Para State goverment. About 270
Pamilies were sent out from Japan; within the next seven years all
but thirty were either wiped out or driven away by melaria. The
thirty that remained managed to clear an area in the jungle, to
Pplant vines, and to develop an appropriate technology such that the
olony could prosper.

In additlon s drawing upon the technical. knowledge ga.:l.ned. by
the Brazilians and Americans from the SESP d.irected. DDT program,
these Japanese financed and developed their own pub‘l:.c ‘heglth scheme,
By 1959 the colony was producing approximstely 4,000 tons or sbout
10 per cent of the world market., There is every reason to predict

an cptimistic Ffuture Por this effort. ILet us summarize: while it
is true that melaris was a serious problem, one which all but
crushed the development, elimingtion of the disease was only a neces—
sary but not a sufficient condition for economic growth., What else
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was needed specifically included: (1) entrepreneurs, (2) a labor
force willing and gble to work intelligently in the jungle emviron-
ment, (3) sufficient cgpital to see the colony through its first
twenty years until it reached sufficient size to realize some of
the econmmies of scale, (4) the development of an appropriate
technology to pemit it to produce at low enocugh unit cost to com-
Pete in the market, and (5) an effective market demand. Let us
reiterate our point: a public health progrem was certainly necess~
ary for this development (as we have noted in point of fact the
program was almost entirely privadely financed), but it was Japan
which furnished all other factors except market demand.

In the Territoxy.of Amapa there had developed within the
past five years the world's most efficient manganese mining operation.
The mine, itself, is located at Serra do Navio, from whence the ore
is teken on a modern 200 km, railrcad to Porto Macspa for loading
on sea~going carriers. ICOMI, the mining company, cperates three
commuinities, one-at the mine, one mid-way between the. mine and the
port, and one at the port. The whole organization is on g vast
scale and embodies the most preferred technological adaptations.
The effort was largely financed by a. loan from the Amer:.can Exporte
Import Bank.

The medical and publiec health programs, sponsored. not by
SESP, but privately by ICCOMI, are unquestionably the most advanced
in the area. Their director is an sble physician who is closely
sdvised by ‘one of the worldls leading public health authorities.
Yet, the very success of this public health enterprise has sur-
i_)x‘isingly enough, created probleéms hitherto unknown in the area.
The elimination of infant mortality, without a program designed to
keep the birth rate down, has led to serious overcrowding of hames
and the emotional exhaustion of mothers. Mental health has thus
becane a problem as prosperity . has become widespread.

) OQur points here are two: The econamic success.of ‘the ICOMI
in Amepa would have been hindered by an inadedquate public, health
program. While it was directly & result of the existence of choice
ore beds, vast amounts of foreign capital, and the wisdom of several
Brazilian entrepreneurs, this happy cambination would have yielded
Httle without some sort -of a public health program. Secondly,
solution of the traditional public health problems reveals an en-
tirely new area for public health concern. The ICCMI-sponsored
public health program, having solved the problems of envirommental
“sanitation, the principal contagious diseases, and infant mortality,
will have to be reconstituted to concentrate more on family planning
and mental hyglene. .

Despite the econamic develcopment fostered by the publicly-

. and privately-financed public health programs in the Amazon Basin,
our investigations as well as discussions with Brazilian econamists
and engineers lead us. to conclude that there are great impediments
to. more rapid econumic development in the area. These.include a
shortage of power, a-deficiency of adequate extrepreneurial talent,
an sbsence of an agricultural technology adapted to the rain-leached
jungle soil, and. a lack of transportation facilities beyond the
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river banks. Thus, while the extension of malaria control might
foster some additional econamic developments, it would seem to be
econcmically wiser for the present to allocate most of the scarce
bheaith resources to areas with a greater muber of the factors
presently necessary for econamic growth.

2e Tﬁe'E:@_erience in the Rioc Doce Valley

The second point of concentrated SESP effort during the
second World War was in the Rioc Doce Valley, stretehing from
southeastern Minas Gerais through Espirito Santo to the sea. 'The
valley was known ‘to contain excellent mica, quartz and iron mines,
but the area was malaria-infested and lacked adequate transporta-
tion. In order to increase production of micd and quartz and to
facilitate 'bhel.r:‘ export, it was necessary to introduce a public
health program and to reconstruct an inefficiént railroad., SESP
entered into agreements with locald asuthorities to set up malaria
control, to provide medical facilities and to superintend the de-
velopment of at least one waterworks. The general program was
successful; the railroad vas fully modernized and mice production
for export was inereased. But the development did not stop there.
This valley also contains excellent hematite as well as beryllium
deposits. Decreased incidence of malaria and the :unproved. rail-
road Pacilities led to a vastly increased export of ores. Naturally
the mining villages flourished.

After the second World War and the Korean conflict further
transportatlon developments occurred; a modern highway was construct-
ed ‘between Rio de Janeiro and Salvador "in Bahia state. This road
intersected the railrcad at the municipio town of Govérnador Valadares,
where SESP had develcped the water system. What resulted was an
amazing spurt of econamic growth. In 1940, its populotion was 4,791;
by 1950 it was 13,149; and in 1960 it was in excess of 80,000. The
rhenomenal growth in the last decade was the result of malaria con-
trol, the econanic impsct of excellent transportation facilitvles,
new discoveries of ore, in-migretion of pecple from the drought
areas of the northeast, and the inflow of capital from all over
Brazil.

The Rio Doce Valley has seen great economic progress in
the past decade and there is evezy reason to believe that the next
will made the past pale by camparison. Several new steel mills are
under construction, indluding one at Tpatiege with a yearly capscity
"of two million long tons., Additional electric power capacity for
the area will soon became available as the generative capacity of the
Tres Marias dam is linked to the Minas Gerais grid, In brief, the
geogrgphic resources, transportation, power, an immigrant labor
supply, capital, extrepreneurial talent, a technology adapted to
the situation, and s national steel-hunger are all present.

Howevnr , our’investigation shows amajor lag in public health
planning. ~ The 1946 water system in Governador Valadares, designed for
a population of less than ten thousand, has twice had to be expanded.
When we visited the plant in June 1960, it 'was being reconstructed
to handle a guantity of water purportedly sufficient for a community

)
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of two hundred thousand. Even so, it gppesrs probable that it, too,
will shortly be inadequate. The hospital service is also inadequate;
& half-completed shell stands as mute testimony to an sbandoned plan
for a general hospital, A centralized workable and efficient sewage
disposal system is a crying first need. A program to clean up and
police the Rio Doce must be inemgurated, That river, polluted vhen
it comes to Governador Valadares, now leaves the cammunity, if possi-
ble, in biologically s far worse condition than the one when it
arrived,

Improved envirommental senitation and hospital develcpment
are not the only pressing requirements, Malarial reinfestation may
becane a problem, and steps must be taken not only to reconquer
lost territory, but to expand the malaria-free area. Schistosomia.sis 3
tuberculosis, and. leprosy are s:.gniflcantly freqient diseases,’ re-
q@iring imnediate" attentlon. In truth, this va]_'l.ey , entering as
it is a phase of fantastically great growth, seems to us to be an ideal
focal point for a concerted public health program.

3. ‘The Rio Doce Valley and the Amazon Compared

'These two programs, both dating fram the second’ World War,
should be contrasted. In both instances, the initial program was
intended to "open” territory, that is to eliminate malaria. - Both
efforts were reasonsbly successful. Yet in ‘the Amazon Basin
general econcamic development did not occur. Why? -- hecause the
other factors necessa.ry for development were not present in proper
proportions, In the Rio Doce Valley, however, those other factors
did combine to yield growth, and the 1n:.t:.a.l expenditure for-pub~
lic hea,lth purposes not only proved’ to be insufficient, but that
insufficiency quite possibly deterred econamic dev-lopment. We
suggest that there was a deterrent effect because we know valuable
man-hours. were lost through disease, and the cost of bullding pro-
Per water and sewerage .services has rocketed as the commmnities in.
the area pave their streets and inerease the pollution of-the river.
We have referred.to these two evperiences in same d=tail ‘because
they illustrate the camplexities of planning strategic public health
programs in areas with differing patterns of economic growth.

Both the fmazon Basin and the Rio Doce Valley will, without question,
develop; the factors encouraging rapid change in the near future
in the Rio Doce Valley, however, are not present in the -Amgzon Basin.

k. The Place of STEP Achivity in Several Other Geographic Sectors

Bra.z:Ll to us appears to be five countries held together by
historie, some cultural, and a few fiscal tims. The public health
needs of these five areas vary considerably, .just as their potenw
tial econcmic growth patterns and rates differ. We have already
noted the "needs" of two of the five, namely the Amazon Basin and
the mining and metal mamfacturing areas in central Brazil. To
review briefly-~thé Amazon Valley needs power, capiial, entrepreneurs,
and, perhaps most of all an adaptation of tecanolecy. The central
and eastern area of Brazil, of which the Rio Doce Valley is a part,
we believe, has the requisites for speedy development and it is
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wise to concentrate SESP activities there. Yet, what of the other
three "countries?”

The west remains largely an unopéned frontier, but as transe
portation is improved, power sources are introduced, and a labor
forxce arrives, it is likely that SESP, or some other publ:Lc health
agency, shonld provide stra.teg:.c,pla:mlng and possibly some degree
of publie -health supervision. It may well be that the west in two
generations will be what the Rio Doce Valley is now. - It might be
wise to have SESP within five years initiate studies of water: re-
sources and programs for sewage disposal. By every indication, these
topics 'vr:LJ_'L have to have first publ::.c health priority.

Ihe South a.lso needs better transportation: and” an improved.
supply of pover, in order both to tie it to Sao Paulo, -which.
should logically be its eccnamic center. We have cbserved elsewhere
that there has been insufficient.use made of the public health-
. strategic resources in Sao Paulo, One cha.nge worth contemplabting
would be t0 shift the burden of planning for this area from the
SESP to the group in Sdo Pawlo. This is an area-which is equipped
intellectually and econamically to fashion its own public health
program. -For this reason the Scuth does.not seem to us 46 have a
Priority for SESP's attentionm. .

5. The Case of the Northeast

It is the arid Noxrtheast which -remains the greatest puzzle
to us. The possibilities of its future economic growth is the
subject of much professional concern. One group of economists, of
which the Netional Econamic Council ie & spokesman, believes’ that
there is little possibility of generating sufficient industrial
activity in the area to support its growing population., Instead
they advise, efforts should be made to encourage mass-migration
to other, more promising areas like central Brazil (Minas Gerais,
Guansbara, etc.) and eventually to the west, as the latter. is opeped.
Those who élect to remain should be encouraged to shift their agri-
cultural activities from water-intensive crops (like sugar) to crops
(like long staple cotton) requiring less water. "If these econdmists
are correct, it is-not wise to invest heavily in public health pro-
grams in the northeast. Indeed, efforts having the effect of -ameli=~
orating the rugged living conditions in .the axrea have an adverse
result; they encourage the population to remain, instead of en-
couraging it to migrate.

There is, however, a second group of economists who. enter-~
tain more optimistic views of the econcmic potential of the area.
This is the SUDENE group arocund Dr, Celso Furtado and in the
Brazilian National Developmient Bank. These economists put great
faith in the long run effects of power and irxrrigation projects
associated with such publically financed progrems &s the San
Francisco Valley Administration. Unlike the former group, these

men believe that the future avalilability of water, even in limited
amounts, will render the area gble to produce food in quantities
sufficient to su,pport‘. its populat:.on, and that much .of that -
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population will be able to earn its livelihood in the development
of light industries, If this latter group of econamists is correct,
there probebly is wisdem in expanding the program ih all of the
States except Pernambuco, where it is already excellently develaped.

We lack the basis to make a definltive Judgment between the
positions advocated by the two sebts of economists. For cbyiocus
reasons the differing views create a dilemma. In opne case public health
programs should not be greatly expanded; in the other they should.
It is in situations like this vhen we are tempted to recammend
using the first model suggested at the beginning of the econamic
bart of this report, That is, allocate such public health funds
as are gvailable for the Northeast according to the present dise
tribution of population, Focus the greatest aid where the mass of
the population is most dense.

There is an exogenous logic to this recoumendation --- one
quite independent of the positions taken by the two groups of
economic experts., Assume with us temporarily, at least, that
humen beings (a lsbor force, if you will) are the present major
"export commodity" fram this depressed area in Braszil to other,
more pramising sectors. This being the case, it is mandatory to .-
improve the quality of the "product.” A broad public health pro-
gram, but one combined with extensive expenditures on education,
mgking it possible for the recipients to have skills useful to
industry and trade in other areas, is therefore desirable. The
two will result in a strengthened Brazil -~ providing that those
who are thus served have been prepared for the difficulbies of
migrating.

In other words, there is & place for the first model.
Specifically, we recumend greatest concentration of public health
repources in the case of the Northeast in present population centers,
If, at some fubure date, the Furtado group's view is generally ac--
cepted, a further reallocation would be in order. At present,
however, we urge only that stop gap palliiative measures be ftaken
inscfar as the criterion of edoncmic develgpment is concermed, Our
knowledge is insufficient to suggest more.
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CEAPTER V

SUMMARY AND CONCLUSIONS -

The history of SESP as a cogperative health program between
the United States and Brazil extends over a period of 18 years, -
beginning during World War II in 1942 and teminating in 1960 when
SESP became 2 permanent sutoncmous Brazilian agency within the
Ministry of Health. In reviewing the record of develcpment of SESP
members of the team recognize that hindsight is always betber than
foresight. Many factors, some ‘of which undoubtedly could not have
been foreseen, have played an important part in the- directions of
develogment of SESP. As an international. cooperative program, SESP
hes developed amidst the vicissitudes of changing United States policy.
Because it was among the earliest ventures in inteémmational coopera-
tion, there was no precedent for policy and action to guide the lead-
ers of the program. Tinally, the Brazilidn context has changed mark-
edly over the years as the -country continues in its tremsition to
a politically, economical'{y and soc:.ally advanced nat:u.on.

The velue of the SESP experience is that 1t prov:.d.es us with
the opportunity to look squarely at the operation-of.an’ international
cooperat:we health program which ‘continued over a considerable length
of time and under conditions which were altered during ‘the course of
tts existence., .In sum, the purpose of a review.of the SESP Progran
is not to say that it should have been different, for, considering
the conditions, perhaps it could not have been. The aim is rather
to assess in retrospect which proceﬁures and _policies seem most
relevant and eppliceble and which, in terms of:what ye now know,
would seem to require alteration. We hope that the Jaogments of-
the team will be relevant for future planning for cooperative hea.l'th
programs in cother countries as well as in Brazil.

v *

SESP: I1S 'PHH-OSOPHY PRII\TCIPIES AND METHODS OF OPERATION - *

l. The Emphasis on-the Development of Pu.ral Local Pu.bl:n.c Health
Services

From the beginning, SECSP has taken the view 'bha.t its role is
to work'in the rural areas of Brazil. This position it has defended
on the grounds that it would provide services %o areas and segments
of the population generally without medical care and public health
services of any kind, that it would encounter no conflict of interest
with existing federal or state agencles which for the most part do
not provide services outside of the larger population centers, and
that such a program would provide tangible evidence to the pecple
that the govermment was interested in the welfare and conditions of
life of the disadvantaged segments of the populabion., Gradually,
those outside SESP have accepted SESP's role as an agency whose
- function it is to work in rural areas.
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Today SESP cperates and assists in the operation of more
than 250 health centers and sub-posts and 25 hospitals in 16 states.
It has plemned, designed, and constructed public water systems in
some 131 communities. For the most part, these services have been
provided in the seats of municipios, few of which exceed 5,000
populaticn.

In very recent years, SESP is attempting to shift its em~
phasis away fron the full responsibility for operation of services
to encouraging and assisting the states in the improvement and
extension of their services. In this manner, it hopes to acceler-
ate the rate at which services are being extended to rursl areas.
The emphasis is still, however, upon local rural health services,
for the most part those in remote and neglected areas of the
states. : -

We believe that the policy of concentration of effort in
the small and remote populetion centers should be eritiecally re-
viewed. In pursuing this policy, we think it may be that SESP
has chosen the most difficult route for meking an impact on public
health conditions in the counbry end for improving conditions as &
whole. The mmber of persons reached by concentration on services
in small population units is necessarily limited, the costs per
capita greater, and the diffieculties of recruiting personnel in-
creased. Moreover, there are scme 1900 municipio seats in Brazil,
Pperhaps two-thirds of which are under 5,000 populetion, and even
under the most advantageous conditions there is not the possibility
of complete coverage of these centers within the immediate years
chead. What is needed are criteria for the strategic selection
of centers in which SESP should be working for extending public
health services in the country,

2. The Emphasis on Training and Development . ‘= -

It is our impression that the single most important achieve-
ment of SESP is its record of training public health personnel.
From its beginning SESP properly took the view that improvements
in public health could be made only if Brazilian personnel were
trained and if administration and operation of the program were
the responsibility of Brazilians, Since 1946 the number of
American technicians working in the SESP at any one time has
averaged around 25, while the number of Brazilians in the program
has grown to 3000, Also, while United States technicians initially
held positions of administrative responsibility, the progrem soon
recruited and trained Brazilians to take over the key roles while
Mmericans remained as edvisors or consultants.

Altogether, between 1942-1959 the professional persomme}
in SESP receiving training gre in excess of 1,300 persons, of which
over 500 received training in the United States, Better qualified
doctors, nurses, and engineers have provided an ever-expanding corps
of welletrained and dedicated people for SESP, other official agencies,
‘and private practice. Of equally far-reaching significance has been
SESP's contributions to the development of the professions of sanitary
engineering, nursing and dentistry.
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‘Of special importance was the recognition that auxiliery
personnel were necessary to the development of the program, par-
ticvlarly in the view of the shortage of professional personnel
and the likely continuation of this shortage for a long time to
come. - Between 1942 and 1959, almost 2300 persons were trained to
work in the SESP program as sanitation awniliaries, visitadorss
(public heelth visiting nurses), hospital auxiliaries, lsboratory
technicians end midwives. Such personnel are often recruited
locally and provide an important link bebween  the health center
ani the local community.

The organization and coordination of the efforts of both
professional and auxiliary health personnel at the local level of
cperation is also a major achievement within SESP. The esprit de
corps among SESP personnel and their devotion to the SESP program
gre unique Iin Brazilian public service and would be outstandlng
in any country, .

3. The Emphasis on the "Demonstration Effect” |

When SESP personnel have referred to "demonstration effect”
an an objective in their program, they have meant thatl SESP was
intended to show that it was possible to develop sound public
health services in Brazil. This is different from the meaning
ghich denotes the -extent to which the program has stimulated
replication in other agencies. Both interpretaticns. are perheps
relgvant to the -achievements of SESP and should be considered hera.

When SESP began its work in Brazil, there was no tradition
in the Ministry of Health or -in the -state departments of health
for a progrem such as it envisaged; indeed, conditions there and
elsevhere in government seemed inimicsl to the success of such g
program. -SESP has, however, demonstrated that it was possible
to develop a program.singularly distinet from what had existed
before, It has evolved high standards for personnel and services.
It haes substituted technical competence for political favoritism
as the criterion for persannel recruitment and advancement. It
has made honest administrative practices and sgound accounting of
Tunds the rule. Euployment on a full-itime, rgther than pert-time,
basis has been generally accepted throughout the SESP organization.
Although it requires considerable effort, SESP personrel have been
motivated to work ounbside the large population centers of Braszil,

These achievements shculd be emphasized., because they are
new accomplishments in public service in Brazil, . Other govermmental
health agencies in Brazil would be strengthened by the adoption of
practices and principles and by the development of the quality of
services along the lines of SESP. .On the whole, we heve been strongly
impressed with the surprisingly large dividends in coogperative ef-
fort resulting from the relatively small Un:n.ted States dollar -
expenditure. .

. The a.chlevements of'.SESP, however, have not yetb stimilated
mprovement in public health services to the extent they might have
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if SESP had not counfined itself to the remote rural areas. Although
SESP has a highly respected program, its operations have too often
not been cbservable to govermment officials who rarely travel any
distance away from the centers of goverrment administration., SESP
has-been slow to recognize that effective cammunication with other
goverrment. of ficials is a necessary condition for stimulating
action on the part of goverrmment, Such officials must be shown how
the achievements of SESP may be reproduced and adapted to their

own services. ;

SESP's IMPACT ON ECONCMIC DEVELOPMENT

The coogperative health program of SESP has never been related
to programming for over~all econamic and agricultural development.
Strateglc plamnning in terms of such goals has not yet generally
evolved in Brazil. SESP has never made an independent econcmic
analysis in choosing the areas in which it operates and in designat-
ing how it would allocate its scarce resources. For many years other
agencies, notably the federal development authorities, have in-
fluenced it., Their own selection of regions has not been with an
eye to the precise impact of public health expenditures on econamic
development. Rather they have asked SESP to help them because they
have sensed they had some sort of public health need,

In order to have any impact on the economic. development of
the country, SESP needs to know both where econdmic development
may be reasonably expected to oceur, and alsc how to seléct the
places where its expenditure is g marginally necessary factor for
that development. SESP should, if it wishes to have an impact on
econamic development, concentrate on those projects where the
absence of public health effort will significantly hold back the
growth of the econamy. -

‘Considering the areas where SESP has been working for scme-
time, it appears that expenditures for public health programs would
not materiglly affect the rate of econumic development 1n the-
Amazon Basin, since other Pactors are necessary before improvement
wlll occur there. The Rio Doce Valley, however, has the requisites
for speedy econcmic development, and it would appear wise for SESP
to concentrate activities there, for the expenditures for public
health improvements may soon be -a marginally necessary factor for
econcmic development. In certain areas, the impact, positive or
otherwise, of public health expenditures on econcmic development
is not so clear-cut. - In the case of the Northeast the possibility
exists that there may be sdme wisdam in allocating considerable
resources for public health, particulaxly if cambined with educa-
tion, because the area exporxts labor. Such allocaticns would be
made not with the expectation of sybstantial econamic develcopment
within the Northeast itself, but rather because other areas with
& potential for econamic development would profit fram the avail-
gbility of a labor force which is physically fit.

A¥though plamming public health programs with a view to making
an impact on econamic develgpment .is largely untried in Brazil, the
sdvantages of doing so seem to be dbvious. We hope that the new
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organization of SESP which contemplates a strong planning and

orientation unit will begin to tgke an interest in the effect of
public health on econcmic development.

SESP's TMPACE ON SQCIAL CONRITIONS

As mentioned earlier SESP has for the most part operated
services only in rural areas, and often in the most remote rural
areas. Perhaps in total its services have reached centers aggregat=
ing 3,000,000 people, or not more than 5 percent of the total popula-

" tion of Brazil., Viewed in these tems it must be concluded that

for the country as a whole, the conditions of life of the popula-
tion have not been substantially affected. )

However, in those areas where SESP has operated, some ine
ferences can be made as to the possible effects which improvements
of health conditions may have on the conditions of life of the '
people. If econamic development does not accompany improvements in
the death rates, particularly the infant and child death' rates, the
result of the health program may serve only to increase the number
of mouthas to be fed. Or, they may mersly incresse the potency of
"push" migration to other areas of those in gsearch of better eco-
nomic conditions. Certein areas, particularly the Northeast, are
currently sending large numbers of persons to Sao Paulo and the
surrounding areas. Many are without the requisite skills and
physical fitness to qualify for employment. Their living condi-
tions in the city are little, if any, better than those they left
behind. Moreover, the receiving areas inherxit as public charges
large numbers of unproductive persohs and experience health prcoblems
vhich they have not had to eope with for same time.

These conditions, now present in many parts of the world
where the death rates are being decreased, but where birth rates
remain at a high level as they are in Brazil, underline the tre-
mendous importance of planned econdamic development to accampany
improvements in public health conditions. If accompanied by
econamic development, health improvements will in the "long run
Pavorably affect the conditions of life of the pecple. Lowered
mortality and morbidity will reduce apathy and despair. At best,
however, there will be a lag before these advantages begin to
accrue.,

SESP!s IMPACT ON_-POLITTCAL TNSTITUTIONS

At the time SESP came into existence there was almost no
tradition in Brazil for decentralized public services, Except
during the Vaygas period, both the states and municipilos had the
constitutional responsibility for providing many services, but
for the most part these political units failed to -exercise the
initiative of collecting taxes for suppoxt of their own services,
Instead, a chain of financial dependency develcoped; state govern-
ments depended on the federal govermment for their finaneing and
mnicipios on the .state governments. The central govermment, on the
other hand, dispensed funds, but made no systemgtic attempt to plan
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for the decentralization of public services. The ocutcome has been
that the funds which went to states were used for state administra-
tion in the capital cities, and public services were esteblished
only in and negar the capital and in other larger municipio seats
of the state,

The task SESP first set foxr itself was to work at the
municipio level, It has concentrated its efforts there for. most! )
of the yeers of cperation. It hag managed efficient health centers,
sanitation programs, and hospitals with the objective of providing
services and of "demonstrating" that such services can be esta:bllshed
gt the municipio level. Only belatedly, however, has SESP adapbed
the policy ‘of making tangible municipio support a necessary con=
dition for its entry into a municipio, and here only in the sanitae
tion program. Thus, while in those municipios where it bears full
operational responsibility for services,; it has generally gained
the respeet locally of both "the population and the politicians,
it has not substantially altered the dependency of the municipio
upon other levels of govermment, In those municipios where it
began work later and is demanding local support. in scme material
form, the municipios are in many cases receiving their first
lessons in their responsibility to assist in providing their own
services. Mechanisms for working out agreements for joint responsi-
bility involving the municipio, such as Has develgped in the sanita-
tion program, should be further explored for other, types of health
gervices.. -Over the years ‘SESP has exiended ‘its relationship with
state governments. This working relatzonsh:.p was at first nominal,
amounting largely to agreement delineating the municipios under the
Jurisdiction of SESP, and in some cases involving also a cammitment
for same financial suppcrt  from the state. Generally, however, in
those states where SESP began work early, it made relatively few
demands upon the states, following much the same pattern as in
municipios. In certain states, therefore, as in, the municipios,
the states have felt that SESP should bear the full financial
responsibility for the operations it established.

Recently, SESP is attempting t6 carve out & new rolé for
itself in relationship to state governments. New undertgkings tend to
be c¢perations planned in cooperation with and involving joint planning
end financing with the state govermments. SESP how takes the view
that the provision of public health services is a state responsi-
bility and that SESP's meximum contribution cen be made by assist~
ing the states in meeting their responsibility., For the relatively
short time this policy has been pursued, the results seem particu-
larly promising, especizlly in scme of the northezsst., Here state
departments of health are oxganizing services in cocperation with .
SESF and they are begimning to adopt modes of organization and
administration from SESP. In-other states, notably Behia and Minas
Gerals, SESP sppears as yet to have had relatively little impact
cn the state departments of health, either in getting them to assume
increasing support for-the operations of SESP in the state or for
overall planning end improvement of their own services, The cogpera=-
tive arrangements between SESP and the state governments, although
belated, shonld extend more rapidly the impact: of SESP in-the fubure.
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It is hoped that steps will be teken to bring pressure upon those
states which have sbrogated their responsibility in providing
support to the operations of SESP in their municipios. The SESP
services are highly regarded and could not be withdrawn vithout
considerable political upheaval. Bringing the matter to a test might
profitably result in new pressure on the states to fulfill their
responsibilities for providing public health services.

SESP has never as yet planned or executed its work in cyn-
chrony or in integration with the Ministry of Health. As it &S
happeted, SESP has grown in strength and in function, end the
Ministry has declined in action and in prestige. Even today under
Brazilian administration, SESP operates as an autonomous agency
within the Ministry, bud with jurisdiction for work and administra-
tion quite gpart from that of the Ministry. Many believe that .
as long as this dichotany of govermment structure exists, the
Ministry will continue to be weak. The public health necessities of
Brazil are so great that efforts should now be nade to strengthen
the Ministry ¢f Health by implementing the law governing the selection
and rules regarding personnel and in dmproving administrative
practices and programs within the Ministry. The principles, pro-
grams and ser¥ices which have proven successful in SESP may
profitebly be reviewed for :.ncoz:porat:.on into the Ministry's program.

Tt is our ovm '\new and that of others whom we have onsulted
that the time has come when SESP's desire to remain out of the stream
of political activity is disadventagecns. In its beginning years
SESP's maintaining itself free of political interference may well
have been justified. Contimued adherence to this policy hes, howe
ever, minimized the impact which SESP has had on the government
agencies vhose responsibility it is to extend and improve publie

- health services, The antonomous agency such as SESP, and others
like it subsequently estsblished in Brazil, only delays the organiza
tion of basic services in a rational way and positpores the time when
sound and efficient principles of organization and administration
are intrcduced into the meinstream. of Bi'azn.la.an govarnment, SESP
now has a packground of achievewent sufficient to justify its a.t'ben@t
to integrate itself within the main structure of government, It is

regrettable that steps in this direction have been so long postponed.

N
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HIGHLIGHTS FOR FUTURE ORIENTATTION OF PROGRAM

l. On the Brazilian Side

FIRST. The Govermment of Brazil should re-examine all the
Tactors affecting preventable illness and death and then should meke
conscious decisions regarding public health priorities. Undoubted-
ly, prominent contenders for greater emphasis are malaria, tube:ccu—
losos, and the diarrheal dlseases. ‘

* BECOND, FPlanning and execubion according to these priorities
must be undertaken on a broad national base., The deliberate selec~
tiod of the small, as has been generally the case in SESP's locations,
should not exclude activity with large aggregates of population.
Choices should be made with understanding of their consequent econcmic
impget upon the country as a whole. Plans for action should be de-
signed to give maxdimum réturns per unit of “officisl energy -expended
as measured in money and, in personnel time,

IHIBD Ma}.:mum use should be made of the personnel equipuent,
and financial resources of all federal agencies, of state and local
govermments, and of private'groups. Building of strong state and
local agencies offers the .only hope of speeding up health activity.
Development elong this line could utilize personnel and financial and
technical aid for strengthened centra.'l. and state govermments. The
long experience of the Unitéd.States Public Health Service and the
Children®s Bureau with the application of local incentives in order
t0o provide devices appropnate to Brazilian requirements might be
usefully reviewed., Municipios must be.encouraged -toward ever~
inereasing responsibility for their own services. Their mumber is
sc great that 1little is likely to be done, if they simply wait for
central and state government largesse. ‘The task of vitalizing local
health services is time consuming and difficult, but we see no sube
stitute for it.in so vast a country as Bragzil,

FOURTH, Because fiscal practices, in. general, and tax policy,
in particular, control the speed with which public health sexvices
may be generated, all levels of Brazilian public health officials
must develop an interest in, as well as understanding of, the ways
in which fiscal adjustments may profit public health endeavor.

FIFTH., An objective review of the methods required to re-
Juvenate the federal Ministry of Health is strongly reccmmended. Such
a review 1Is all the more necessary because it is so long overdue.

2. 0n the American Side

FIRST. In spite of our belief that, on a nation-wide scale,
the social and economic impact of eighteen years of cooperative ef-
fort and financial assistance to Brazil 1%1‘%51% , the vital 1\
importence of developing a strong and friendly neighbor justifies
& continuation and expansion of technical and Pinancial assistance
to Brazil, The potent:.al econamic, social and political benefits

-~ »
- e 'y



~50-
of such a program of health and sanitation entitles it to a high
priority among ICA efforts.

SECOND., The practice of our limiting policy guidance in
order to minimize interference with the "culture’ of the ecountry
reduces the impact of new ideas essential to the best progress of
2 repidly changing country, United States professicnals, if con-
sulted, must provide breadth of vision, new methods and ingenious
solutions to public health and medical care problems. Their maxie
mum value will not result from their hesitant minimum contributions.
The accomplishment of these desirsble objectives will require more,
rather than less, United States money to be expended with major
profit to the host country. A necessary accompaniment, however, will
be the careful selection of matured and respected consultants., The
less’ experienced, if used, probably should be incorporated in SESP
or the Ministry of Health working staffs for support strength and for
1d.ent:|.f1cat10n W:Lth Brazilian staffs,

THIRD Increased United States support should be ‘granted
to Brazil, upon requést, %o develop long~range progrems in melaria
e_l:ilg._:;gggg__o_g, tuberculosis control and water supply and sewverage
services. These programs should be bold in concept, broad in pop=-
ulation coverage and d.eeply rooted :Ln state and local support.

FOURTEL Support in the future should be contingent upon the
development of Braza.lian participation in the financing of -both
general a.nd special health services. Financing of local health
services should be through joint United States and Brazilian nation-'
al, state, and. local governmental support, according to same uniform
formula which tekes into comsideration relative health needs and
fiscal ability of these various governmental levels and which pro=
vides a real incentive to state and local governments to initiate
and maintain health services. '

FIFTH. Intemat:n.onal aid should be cont.:l.ngent. u‘_pon adher-
ence to sound .administrative practices, including a merit. system
of employment and the development of career services and provision
for appropriate review of program and aud_lt of agcounts.

SIXTH ‘We should like to emphas:r.ze the need for flexlb:l.l-
ity in United States cocperative health programs.. The United States
should, ve feel, avoid t.aLing the position that any one type of re-
lationship with the -host country is apprapriate for all times and
all places. We suggest, however, that the appropriateness of the
type of relationship in any country should be subject to regular

_review, Our considerations on this point stem from what we cobserved
in SESP. We recognize that the type of cogperation program which
developed for SESP eighteen years ago was one which indeed seemed
advantageous at- that time, both from the point of view of the ef=
ficient use of technicians and resources and of avoiding pollt:.cal )
entanglements which might have delayed the extension of puhlic health
gervices throughout the country. We question, howaver, that the type
of relationship which kept SESP out of the main stream of goverrment
strueture should have been so long continued.
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- FIELD WORK COVERAGE

Dufiné‘the course of our field work in Brazil, “team menbers
rade observations and conferred with numerous persons in 13 states
and.tvo territories. Reglonal offices of SESP were "visited in
Amazonas, Para, Golas, the Northeast (Pernambuco-Alegoas-Paraiba),
Rio Grande do.Norte, Bahia, Espirito Ssuto, Minas Gersis, Parana, -
and Rio Grande do Sul, and discussions with other regional directors
took place in Brasilia, The largest number of local Tield dperations
of SESP — health units, hospitels;, and water systens — were seen
in the Amazon and San Frencisco Valleys and in the Northeast, but
other local operations were also visited in Golas, Minas Gerais,
and Rio Grande do Sul., . . . ! :

. State -health department officials were seen in Bahia, Minas
Gersis, Para, Parana, Rio Grande do Sul, and Saso Paulo, and a number
of state-controlled .health facilities were observed for .purposes of
comparison with SESP operations, - Considerable information was gained
by visits to medical schools and to- schools of public health, Tn-
dustrial instellations in:.Rio and Sso Paulo were visited by the
economist, -as well-as the pepper ‘colony in Para, the Tres. Marias Dam
in Minas Gerais, and the ICOMI operations in Macapa.
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