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PREFACE

At {ts third International Health Conference, the
Natioril Council for International Health examined recent
directions of change in health care services and disease
prevention. These proceedirgs include the pupers and
commentary presented at that conference, held October 20-
22, in Arlington, Virginia.

The Program Committee for the conference chose to
highlight issues raised in recent reports of the World
Health Organization and the World Bank. At the 1974
World Health Assembly meeting, the delegates requested
the World Health Organization to concentrate {ts govern-
mental assistance e¢frforts on redirecting heal n service
programs toward major heaith goals. The WHO report,l
developed in response to this mandate, endorsed a primary
health care approach to reach under-served populations.
Primary health care is defined in the report as a service
that integrates at the community level all the elements
necessary to make a positive effect on the health status
of the people in the community. The International Sank
for Reconstruction and Developrment {the World Barxk) also
issued a papcr2 on health issues in 1975, related to
health care delivery and rural development. The siviy,
the first specifically focused on health iscues by the
wWorld Bank, emphasizes prevention and primary care systems
to meet the health needs ot populations in less develored
countries,

The National Council, in plarning its conference,
wanted to call particular attention to the health needs

1. World Health Organization: Promotion of National
health Services, Twenty-Eighth Worliu Health Assembly,
April 1975,

2. World Bank: Sector lolicy Paper: Health, March 1975.
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of the approximately 750 million porr in the less developed
councries. These populations orften have little or no
access to health care and have high morbidity and mortality
rates. Under the direction of its Director-General,

Dr. Haltdan T. Mabler, the World Health organization,
responding to the health needs of these populations, has
been changing its emphasis frem the prevention and treat-
ment of specific diseases to a broader concept ot health
that includes improving the quality ot lite.? This shift
is fostered by the growing recopgnition of health as a
basic human right. As outlined by Alrred Freedman in his
paper, social change results when a social problem is
redetined from being a misfortune to being an injustice.
The papers in these proccedings retlect our new perception
of Jdisease as an injustice rather than 3 mstortune.
Health care is a right that not only includes medical
care, but also includes activities to promote health
through socioeconomic development. As the reports of WHO
and the World Bank document, poverty anid poor health are
closely related., Poor sanitation, itadequate housing,

and malnuirition increase susceptibility to disease.

Poor health lessens the productivity of the individea?

and induces social and economic instability,

At the conterenve, John Brvant raised a number ot
questions on poverty, community Jdevelopment, and health
that the National council wished to be addressed, For
example, how Jdo we surmount' the obstacles of existing
social, cultural, and econumic structures to neet the
health needs of the poor! How do we evaluate the goals
of health svstems? How Jdo we allocate resources to neet
the needs ot the rural poo: Are willage health workers
a key ¢lement in this program? How can health care
services be integrated with community development programs
and other programs related to nutrition, sanitation, and
family planning? Can the health establishment itselr be
instrumental as an agent for change! ¢Can the training
and distribution o! health personnel be nodified to meet
the needs ol populativas with little or no access te
health care programs?  Can health care programs succeed
in a variety of political, social, and cultural settings?
Which programs, if anv, are success.ul in attaining
better health status and health care or populations in
need? What are the reasons for program successes or

3. Proceedings of the 1974 International Health Conterence,
Nationail Council for International Health, Washington,
b.C.
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health care programs will continue to fail and their impact
will be minimal unless the prograns are designed with people
rather than for them. Echoing the comments of Kenneth
Newell, Mr. McGllvrav made a number of suwaeestions: A na-
tional will must emerge in order to develop and inplement
primary health care as a first priority; where such nation-
al will is lacking, the empiasis must be on agricaiture,
housing and health education; tunding ot sophisticated and
highly technological facilities nust take second plice to
the development of a networx of primary health care facili-
ties.

John Cutler, <hairman of the Program Committee, in clos-
ing observed that the dvoamics of cnange in the quality of
fealth is not merely o matter of tecanolegy; nor is it
nerely o matter of knowledge of what o do. Chanye Jepends
on tie basic elements of human and institational growth,
development, and behavior. The panel, vhaired by James
MeGilvray, recommended as a policy statement  that tivis
recognition implies that health care is as dependent on the
acceptance by the consumer as on the services ot the pro-
viders. Such acceptance is a tunction o! tre consuter ' s
culture, valuc svstern, and felt needs. {heretore, health
care delivery systens should include an information svstem
that is attuned to tihe culture ot tae consumer and desioned
to encourage deceptance of recormended services and pchav-
iors.  To accomplish these ends, Dro catler and others
conc luded, we must accept our nutaal interdependeace not
only to promote healtih but socioecononic justize s well.
Health promotion and sociocconomic “asti-e must move to-
gether if the aspirations are Lo be mwet o those most in
need in the less developed countries.  Iae sational Council,
by arranging the internatisnal conference, and publisiing
these proceedings, hopes to continue this international
impetus for change, especially, as callbed ror by the world
flealth Organization and World Bank, :n the areas of uealth
care and disease prevention.
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WELCOME.

Henry L. Feffer
Chairman

watfonal Council for
International Health

Cood morning. Welcore to the third arnual confer-
ence on international health sponsored by the National
Council for International Health,

Before proceeding with the substantive issues of
the day, I should like to make one important announce-
ment. There has been great difficulty this veac in
freeing up that portion of WHO tunding which is normally

ccepted by the United States.  Unfortunately there has
been an unusual amount of bureaucriatic nappling this
time around and WHU has been caught in the middle. As a
result, the funds which amount to 225,700,000 and were
due on the first of January, 1975, have not as vet been
forthconming. WHU has been placed in a verv difficult
position, and it behooves all of us to use any effective
political clout we have to move the appropriation along.
The unpleasant part of it i< that the noney will even-
tually be released, but the more it is delayed the more
the continuity of the orgsanization is interrupted,

back into the svsten,

with that, 1 shall move inte 4 fow briet intro-
ductory remarks about the National Council for Inter-
natlonal Health - what it has Jdone, and, hopefully, where
it is going. The Council was created about four years
ago, in response to a4 tias< force recommendation, as a
meeting prourd for respeasibic international hea!th
detivity in the tnited States.  Althoush there have been
many frustrations and numerous exploratory sessions were
required, we now . »m to have advanced bevend the talking
stage, and effective operational activity is discernible.
We would like to think of ourselves as a sounding board
to facilitate communlcation and cooperation. We certainly
do not wish to become a coordinating bodv, and hope we
never will.



The first International Health Conference sponsored
by the NCIH dealt with The Effect of Health on the
Quality of Life; and last year we focused on The Health
of the Family. This vear, in response to two very timely
papers by WHO and the World Bark, the conference is
devoted to health promotion and primary health care
systens to meet the health needs of populations in the
lesser developed countries, The Council is particularly
interested in the dveamics of change in health, fncluding
linkages and interplav of health services in the commu~
nity. We hope to examine why some programs work and some
do not work; why some programs are acceptable to the
community and some are aot, Conference participants have
been selected because of ~heir special knowledge in this
area.

We dre indeed fortunate in having Kenneuvh Newell
with us today as our firs:i speaker. As Director of the
Division of Strengthening of Health Services of the World
Healch Orpanization, he is especially suited to keynote
this conference devoted to primary health care. The
enphasis of WHO on primary health care has been obvious
ever sincc Dr. Mahler became Director General, and it
has been Dr. Newell who has been in charge of this effort
for him. It is my great Yonor to introduce br. Kenneth
Newell who will set the stage {or this conference with
our Kevnote Address.



KEYNOTE ADDRESS

Health Care Development as an Agent of Change

Kenneth W. Newell

We are meeting here this week to discuss the dynamics
of change in health care and prevention, and the starting
point on this, our first dav, could well be a restatement
of the problem. This is ditfficult because such statements
often take the form of horror stories from atar, which
may appear unreal to us sitting here in Kashington, and
because the problem hias never really been objectively
quantified, But it is necessary because it is probable
that we may not all agree as to the nature of the problem.

Even if one restricts one's concern to the develop-
ing worid, which contains the majority ot the world's
population, one can make health assessments in so many
different wavs, It is customnary or vonventional to start
by looking at the occurrence ot disease, [f we do this,
while there may be some indication of decreasing mertality
rates for some conditions, and we can view with satistac-
tion such victories as the control o: s=allpox, the
position is still intolerable, Enilemic and communicabl.
disease, whether it be malaria, venereal disease, tubercu-
losis or the communicable disedases of childheod, is on the
increase uor is static. Death, disability, lizited expec-
tation of life, and :mproper developrment are the usual
rather than the unusual, and this i~ as evident within
countries as between countries. I: the majority of the
countries 1n the world can be classitiecd a» developing
countries, the majoritv of the populations which live
outside the urban elite within these countries can be
said to be the victims ot the poverty-malnutrition-
infection syndrome and to live and fie with the disease
pictures which are tneir lovcal expressicon,  Inis has been
docuiiented by numerous investigations,

If one looks at the same pilotare fron the standpoint
of health services rather than discase, the picture is






least sufficient services. There is a shortage of
trained staff at all levels; but countries thut have
insufficient staff show the greatest maldistributions
within the country, and appear to have the highest
emigration rate. It would apjear ro he economic and
sensible to invest more money in preventive services
when this could show a higher return to more people, in
terms of health. However, the immediate needs in terms
of health care are more important to the parent of a
sick child than a long-term possible risk, and a service
geared to the long-term needs, and rot to emergency care,
may be looked upon as an irrelevance and even with
anger."

In practical terms it can be said that in many
countries there is no health care, as we at present know
it, for the majority of the population, and that the
national health resources, built and administered for
all, are being consumed by the few favoured by geography,
soclal class, wealth or position. The underserved are
largely rural but also include the urban poor, and it is
incongruous but common to find some such disadvantaged
groups living beside the wall of the capital's medical
school or teaching hospital.

So many of the precursors of disease and the lack of
action in making our existing health tecinology available
to all appear to be related to poverty, that it may be
properly quesiioned whether it is possible to be simulta-
neously poor, in the way described by the World Bank, and
healthy.

The World Bank (IBRD) states tnat "approximately 85%
of the 750 million poor in the developing world are eon-
sidered to be in absolute povertv - based on the arbi-
trary criteria of an annual per capita income equivalent
to 550 or less. The reamining 153" are judged to be in
relative poverty having incomes above the equivalent of
$50, but below one-third or the national average per
capita income.

"Three quarters of those in absolute poverty are in
the developing countries of Asia, reflecting both the low
levels of national per capita income and the large size
of the rural sector there. As for those in relative
poverty, most of them are found in developing countries
that are less poor, a large fraction being in Latin
America.

"Of the population in developing countries considered
to be in either absolute or relative poverty, more than
807 are estimated to live in rural areas."”
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meaningful impact. Here are a whole pew series of
unknowns, but it is the opinion of WHO that there are
sufficient resources which could be —ade aviailable to
make a4 start in an appreciable auzber of countries, while
in others the muitter is o! soch moment that thev wili
move dlony this path whether international help is avail-
able or not.

As one passes the fourt’ reason, maay others of
major monent come to mind. As many of them come under
the different headines of the pancl Jdiscussions of this
Conterence, [ shall not continue to list them here,
Instead 1 shall returan to the title of this sevincte
address, which is "ilealtio Care Development as an Agent of
Change "

The arpuments o have pat torward today, atter
stating the problen, revelwve around the possibility of
designing and introducin, health svsten . whiich reach all
the people and cqually deal with the main precursors ot
i1l health, Even if vou accept tae locic of the preced-
iny arcuments, it mayr oot Zean that von oalso accent that
the health establishment should be the agent orf change,
we apree that health care = bhe low in the ranked
priorities of communities on the Uringe of survival,  All
of us feel incompetent and aatrained in dealing with the
real techaical, social ant coononic problems which are at
the heart of economic and social oaderdeveloprent.,

"wWhy us?"  wou mav ask. Whe not wait until osore of
thase other sectors do their werk, and then let us
respond in a4 suitable manner"”

I would argue against this in tae rollowing way,
even i we leave aside the conclusion that the present
position is intolerable, and thus we cannot sit back and
wait for sosething to happen.

The poverty-health relationship {s two-way and not
just one-wav., In the same wav that it is difricule to
visualize a healrhy ranily below oar "absolute" in
productivity and consumption, it is clearly nore diffi-
cult for a people to incredse their economic and social
potential ir thev are sultering rrom continuous depri-
vation and railures in human developrent, or thev are
sick. Mavbe the improvermeat we wint to encouraye will
not take place unless the health component starts first,
or near the beginning. This is certainly true in the
onchocerciasis areas in West Africa, and all of us nust
have similar extreome examples of our own,

This must be a dominatinyg arpument, although, in
less extreme areas, others have also been made.  Health
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workers have a dual relationship.  They are the advisers
of people who share with them their rost intimate

secrets and often accept their imparttality and judgenent
even on matters of lire and Jdeath.  Health workers are
also advisers to the ditterent levels of poveranent.
iherefore, by the wery mature of their place in society,
thev can be the almeat perfect interncdiaries in the
crucial link which will bhave to be toraed between the
two. | can think of no other aroup which has quite the
sare role.  Surelv we can use this as one ol our weapons!?

Coaclusion

[ am personally convinced that the probles that has
been described is a real one, witich has not sprans apon
us in the present, but has been with us ror v lone tine,
e have shul our eves to it because we have satd that it
wil! disappear when underdevelopment will disappear. how
we dre starting to understand that it i< not onlv g pro-
duct of anderdevelonzent but is mavbe one of the complex
of factors which even add oo ite dhere vlearts are codu-
tions, althoaeh none of them are of a4 torm which tit. in
completeis with our contortable view o1 the industrial
world., Major adaptations will be necded, and these in
turn may threaten us because theyw mavy question sore o
the assumptions upon which our socicties and health
services dre based. A5 sach fdeas becomne widely debated
and discussed in conferences such as this, it i« likely
that we shall have fewer and tewer choices other than to
document the course o events.,  The world is changing,
and the health services are poinsg te as well. The choice
in tront of us mav be whether we shall lead, or whether

we shali be pushed. [ hope that it will be the torrer.

1. Organizational Studvy on Methods of Promoting the
Development of Basic Health Services. WHO orticial
Records No. 206, 1977, page lion,

2. Rural Development. Sector Policy Paper, orld Bank,
Feb. 1975, page 4.

3. The Wwork of WHO 1974 - orticial Records No. 221,
1975, page X.

4. Health By the People - Edited by br.o ¥, W, Newell,
WHO, Geneva, 1973, pave 192,

5. WHO/UNICEF Joint studv on Alternative Approaches
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to Meeting Basic Health Needs of Populations in
Developing Countries - WHO JC2O/UNICEF-WHO/T75.2,
Rev. 1.

6. Promotion of National Health services A23/9, 1975,
Report of the Director-tencral to the Twentv-eighth
World tiealtii Assemblv.

HENRY FEFFER: Taank v g, Dr. Newell. That is a fitting
keynote presentation for this coanference. 1 am sure
that evervbody will be stimulated to review the prin-
cipal constraints that vou presented, namely, politi-
cal and fiscal, and further, the inertia within the
health establishment,

Perhaps the potentia! political impact of the
health establishimont as g bridee between the political
power and the community is one o! the most severe
limitations because of the existing political strength
¢f the health community an present systems.  Some of
todav's panels will turn to this, although I know we
are not going to have any selutions.  We nav hone in
on these problems a little more than we have in the
pasc.
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KEYNOTE PANEL:
Health Planning
and Adninistration

Hector R. Acuna, Chairman
Eli Ginzberg
Philip Caper

HECTOR R. ACUNA

The woverning bodies of the Pan American Health
Organization, as well as spokesmen at Special Meetings of
Ministers of dealth of the Americas, have urged govern-
nents of our hemisphere, since the early 1960's, to
identif{v outscanding health problems and to define
national health policies and strategies aimed at solving
such problems, through a continuous process of health
planning, adzinistration and evaluation.

The growing interest of Latin American countries in
a continental erffort to accelerate social and economic
developzent was cryvstallized in the Charter of Punta del
Este in 1961, The mutual relationship which exists
between health and economic development was recognized,
as well as the fact that living conditioas, welfare and
public health programs are essential and conmplementary
to economic undertakings. The povernments also resolved
to prepare national health plans for the decade of the
1960's and to create nlanning and evaluation units within
their Ministries of Health, in coordination with overall
national planning systems. In a sense, this was a conti-
nental commitment and the Jrganization was requested to
provide the necessary means and assistance to carry on
this enterprise.

In accordance with this decision, a health planning
method was formulated jointly by the Organization and the
Center for Development Studies of the University of
Venezuela. This methodology, unlike other approaches to
sectoral planning, was based on the preparazion of local
programs, with subsequent grouping to constitute regional
and then national programs. Although the methodology
aimed at promoting a comprehensive approach, it focused
on health planning for local areas. Several countries
followed this procedure in their planning activities.






Early in the present decade, povernments in this
hemisphere had become increasingly aware that health
planring must be more than an intersittent exercise of
preparing plans and documents. It nust he a continuous
process, with coherence and permanence, capable of con-
stant improvement Chrough trial and error. dradually, it
became clear that planning must be applicd through
successive stages, in which tihe objectives can range f rom
an attack on new problems  to the extension ot peographic
coverage of services in order to serve more peoples In
planning for the health sector, it is possible to cover
onlv a given region, the entire country, or, in some
cases, adjacent areas of two countries.  Whatever the
case, planning for the health sector cannot be done
independently from sociocconomic developnent.

It has been accepted that there is no single method
for planning, rather a4 series of methods that may be
applied in the light of cach partivalar situation.  We
must note that inomany instances scrvices have been
rendered or planned in relation to projects inspired not
by the needs of the community, but by the desire to
introduce imported techniques and procedures with doubt-
ful relationship to the community's priorities.

In 1972, the laird Special tleeting of Ministers of
Health of the Americas, beld in santiaco, Chile,
examined the achicvements o the previous ten vearss
analvzed present and future probless, and derfined the

healtn goals which might be achiteved in the present

decade through hemispheric citorts. Dne len=YVear Health
Plan, 19Y71-1930, was the result or oo rather claborate
scheme influenced somewhat by countrs health planning
expericace.

[nformation for analvsis of acalth conditions in the
countries of the region, and tor preparation of compre-
hensive proposals for the present decade, was obtained
from joint country/PAHO plaaniay Jdocaments and tfrom
direct national sources. This material was assembled and
reviewed by cach country before tae Meeting of Ministers
in the lignt of national conditions and trends.  As a
result of this analysis, specific proposals were bhrought
by the Ministers of Healti to their Iaird special Meetine.
[t must be stressed that the achicvements reached in
Santiago were mainly the consvguence of work developed
in eact country prior to the mectineg.

Une of the problems that aroused sreat concern
during the debates at that mecting was the inadequacy of
coverage and the short suppty ot healtn care tar all
peoples.  The Ministers agreed that tae problems
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ver: much faster than the rest of the society.,  The great
weakaess that [ see, regrettably, is that in most parts
of the world local cooperation is so Jdifficult. Most
LDCs are characterized by great inequality, vith a few
rich property owners Jdominating the community and making
it very difficult to et anv coastructive cooperative
action frem the people themselves.

Most of the gains in ealth ia the LDOs will cone as
a result of more food, more education, more sanitation,
The health-education linkage is inportant because
education, like health, requires emaging the individual
in his own development. Paless voa succeed in engaging
the individual in his development, sotidag will happen.

ihis Is =y cautionary tale based on what | ohave
learned from manv yedars of rescarch iato the role of
human resoarces in econozic o and social developreat. |
was pleased to listen o Dr. Newell, What | learned from
him was that WHY, after navim encouraged the west Lo run
in one direction for 20 vears or more, bas tinallw
decided to go down another tracs., i would cncourage vou,
without getting into the specifications of what be laid
out, to go down the trace he bas sketched.
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PHILIP CAPER: Well, ves, | do. That is one of the
problems of bilateral assistance. It tends to be
caught up in intergovernmental pulitics. [ think it
is important to increase our povernment 's contri-
bution to noultilateral organizations and to voluntary
agencies.

Sow, a poud dedal of verv pood work s being done av
the local level, as vou know, by voluntary agencies
and by private foundations. That, | believe, is one of
the reasons whv Senator Xeanedy has for many vears
been trving to increase the ULS, emphasis on multi-
lateral versus bilateral assistance.  There will
always be the need for bilateral assistance, and
justifiably so. But [ think that one of the problems
with sucne assistance is exactly the one vou have
pointed our, that it has to become involved in
golivics,  Assistance to Bangladesh has to be linked
to Middle East politics in some way, so lenyg as it is
a government-to-government relationship.

The problems that WHO is having, that | hope will
be temporary in nature, in obtaining their assessed
contribution from the United States is directly
related to politics having to do with Southeast Asia.

Nonetheless, this is a4 problen which is even
present in nmultilateral assistance. It is particu-
larly acute in the case of bilateral assiscance.

RICHARD COFPEDGL.: | am from Management Sciences for
Health. I would like to take issue with a couple of
statements briefly. DUr. Jdinzberg's stitenent that so
long as the services and facilities are there, they
will be used.

I think that in some countries this is not true.
When you see hospital occupancy of 30 percent on the
average, there is something wrong with the service or
there is something wrong with the interface between
that institution and the community. And, there are
sut-patient facilities equally underutilized.

So far as working from the bottom up, [ do not
think that this will necessarily po faster, unless you
start simultancously from the top, or unless, on the
other hand, there is a revolution, which may or may
not be successfu'.

[ think the approach needs to be nultilevel in a
country. [ certainly agrece wholeheartedly with
Newell and others that successful health efforts must
be community based and interdisciplinary. There is a
kind of activity called informal education, which is
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1 am going to try to draw upon experiences that I
have had in the last several vears as an observer, both
in Southeast Asia and in Central Africa, to indicate what
night be done in the future to try to rmeet some of the
health care needs of developing countrivs. The African
and Asian areas were formerly under colonial rule for 50
2 100 years, but all had been subject to Furopean
influence for a nuch longer period. #oth areas are
tropical, though Africa has more variability relative to
rainfall, ranging from desert to tropical rain forests.
Untfl recently, neither has been sub,cct to severe popu-
lation growth pressures. In both areas, indigenous
societal organizations have been able to maintain stability
within the surrounding environment,

There are differences in the concept of nationhood
and land ownership in the two arcas extant at the time of
independence. Nationhood in Southeast Asia seems to have
much in common with European concepts in the past.
FEuropean colonialism readily asserted itsel?, and land
control rapidly followed. In Africa, tribal concepts of
land ownership were far different from Furope; in addition,
geographical topography in many wavs precluded subdivision
of land. Consequently, we see today a vast mismatch of
national boundarfes as a result of Kuropean influence
that has no relationship to tribal areas and little
domination of the land in many areas in terms of strict
individual ownership.

The ever increasing impact of Western society, with
its need for cheaply produced raw materials and cheap
labor, has dealt with both of these arcas rather poorly,
Indigenous traditional survival mechanisn: were unable to
cope with new technological demands. Teciinology created
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did. The utilization of indigenous village personnel is
proceeding on a large scale in Tanzania at the present
time. Other successful examples have been seen in Upper
Volta, Mali and Niger. In Upper Volta and Niger, these
exist as isolated but highly successtul models, In Mali,
an entire system of rural dispensaries with maternal and
child health units exist dispersed throughout the land.
They are almost cempletely manned by paraprofessional
personnel., The functional capability of the system,
however, is juite small, but it is firmly a part of the
government's national plan for improved health services,
Somalia and Zaire represent wwo additional states wherein
national commitment to planning and development orf primary
care is firmly established.

In summary, there are places in the developing world
where things are being done. They are being done in ways
different from the Western model., The primary care
approach as a model is nuch cheaper and much more etrfec-
tive in terms of reeting the health care needs of these
developing lands. The three principal features of this
model are,applying the principles ot prevention, creating
new manpower resources, and developing programs with
community involvement. The success of these programs
rests in their being part of the fabric ¢I the social
structure of the communities which they serve. [ think
this {s where the future tor the health care delivery
systems lies.
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Services have become segmented and fragmented, resulting
in discontinuity and alienation between consumers and
providers. In addition, with the new technology, the
expense of providing care has escalated geometrically, if
not exponentially, causing grievous concern to those who
support the system, whether it be government, insurance
companies or individuals. In the face of the insecurity
that is felt, various arrangements are demanded in the
form of insurance by private or public organizations.
This has led to increased pressures of a political nature.

We live in an era fin which the lack of excellent
health care is being redefined as an injustice, rather
than a misfortune. Turner has pointed out that when a
social deficiency becomes so redefined--from a mis-
fortune to an injustice--social change takes place.
Thus, the French and American Revolutions occurred when
the lack of franchise and denial of freedom of religion
became redefined from a misfortune to an injustice.
Likewise, many of the profound changes of the 20th
Century have taken place because the lack of material
necessities became redefined from a misfortune to an
injustice. I believe we are now in an era in which the
lack of good quality health care has been redefined from
a misfortune to an injustice. The enormous pressures
which have built up, both through public demand and
through the perlitical process, for the creation of a
quality health care system force the need for new
approaches and new designs for the organization of health
care delivery. There is danger, in the face of these
pressures, to offer expedient solutions that have broad,
long-range consequences which may be unanticipated.
Simple application of new science and technology may lead
to maldistribution and superspecialization. This is true
presently in the United States.

in the face of these tremendous pressures, it is
essential to maintain the goal of training personnel to
participate in a primary health care program. This is not
to say that specialists and sophisticated centers are
unimportant; they are critical and essential. However,
they must be part of a total health system and should not
dominate and drain off all of our possible resources.

One has to decide upon an equitable distribution of
resources, particularly manpower, and train accordingly.
The trend toward specialization and emphasis on
secondary or tertiary care, that is hospital care, can

be illustrated by a brief review of the history of
medical education in the United States. In the early
20th century, there were a large number of medical



schools in the United States of varyine qualitv. Many
were simply commercial, proprietary, vocational schools,
while others were of high quality, and many fell in
between. A studv by the American Medical Association,
followed by the famous Flesner report which was support-
ed by the Uarnegie Foundation, laid the groundwork for a
profound change in medical education in the United
States which has been little appreciated. Although the
motivation of the AMA and subsequestly of Flexner were
probably quite different, the results were similar.
Flexner was exlusively interested in the process of
medical education. He was convinced that if the model
of Johns Hopkins and German medical schools was adopted,
involving heavy emphasis on laboratory training and
hospital training, with full time faculties affiliated
with universities, that medicine of the highest quality
would cmerge. Time does not permit a full study of the
consequences of the Flexner Report so as to weigh both
its benefits and negative aspects. Flv-by-night schools
were eliminated, but, on the other hand, Flexner had an
elitist approach and scorned training of minority
individuals, for example, Blacks 2ad women. Thus, black
medical schools were decreased from 7 to 2, and many
women's medical scheols also fell by the wavside,
Flexner's emphasis was upon hospital pra..ice and exper-
fence, as well as sponsoring high technological effi-
ciency. Thus, American medicine became increasingly
hospital-based and specialized.

There were other forces at work, and Amecrican
medical education followed the Flexner Report more
literally than Flexner desi: &0 He even commented, in
1925, about the rigidity with which his recommendations
were followed, thus destroving flexibility and experi-
mentation in curricuium,

[n anv event, the rozd toward superspecialization
and hospital-based practice was developed, with the
consequent lack of primary health care personnel, mal-
distribution, fragmentation of services and other defi-
ciencies already noted. We are now trying to turn back
te primary bealth care in the United States, and sub-
stantial e’fort is being made to train primary health
care physicians., [t is a revival of old ways, but under
new conditions with new levels of integration and new
technological knowledge which nust be applied. However,
as we look for new possibilities, we must look for
linkages of the full range of health and other human
services at all levels of practice--personal, family and
community. The level of practice for the future must



53

certainly be at the level of community, and one must
recommend development of a community orientation in the
delivery of health services

With the goal of community practice of primary
health care, what are the implications in regard to
medical education? If the previcus goal of medical
education in the development of hospital practice was
bedside teaching, then primary care health centers away
from hospitals must become an important focus of training
of primary care physicians. Tihis can be part of a
general medical education, or one may conceive of the
development of specific tracks as well as development of
scuvols of primary health care.

It would appear that a good wav to approach this
night be in a sequential form, going from courses in
primary health care to specific tracks, career develop-
reat in primary health care, and eventually the formation
ot specific schools to train primary health care phy-
sicians and other professionals and nonprofesciorals.
I'eam training will be of importance. An important aspect
of training and the development of curriculum for the
primary care physician is the development of attitudes--
positive attitudes toward primary care. This would
strive for development of high regard, respect and esteem
for the primary care specialist. Through a study of the
primary health care physician functioning in a model
delivery system, one could begin a task analysis of
appropriate behavior in the primary physician. un this
basis, one could develop instructional objectives as to
the attitude, skills and knowledge that are necessarv.

1t is the statement of instructional objectives that
ir meot dmporzans, It must be the basis for curriculum
building. By means of a statement of iastructional
objectives, students will have information to facilitate
their learning, and teachers will be sure of presenting
relevant materials. Theie is often a wide disparity
between curriculum and practice. Hodgkin present data
to suggest tnat, in Great Britain, the amount of time or
emphasis piaced on a particular problem during training
in medical school and the occurrence of that disease in
general practice are inversely related. This is probably
true in many other places. The educational process should
fit the instructional objectives. Too often the reverse
is true, and the educational process produces an end
product discordant with the practice needs.

o repeat, three major objectives that one wishes
to see as end results are: acquisition of appropriate
knowledge; acquisition of appropriate skills, and
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acquisition of appropriate attitudes. Last, the conse-
quences of such a curriculum must be evaluated in out-
come studies of subsequent practice, Will the graduate
of such a program remain a primary care physician, or
will he follow the general trend toward specialization?
Will he retain a4 commitment to serve the unserved? Will
he remember the citizens for whom the health delivery
system, the primary health care system, has been devised,
and commit hinmself to the priorities so that this care
can be delivered? Unly through evaluation will we know
whether the appropriate remedy is actually to begin at
the end and work backwards. Thus, by beginning at the
end, we mav determine the future.



PAUL ZUKIN

In discussing the "modera health establishment," |
will begin by first defining the term or the concept and
then will consider what this means operationally as
applied to the less developed couatries. 1 would define
a modern organization or establirhment as one that is
based on current thinking, curreat values, current ways
of doing things, current approacies, current techniques
and technology, etc. Une of it characteristics is that
it is adaptive and responsive and capable of changing both
its values and its ways of poing about goal achievement.
The theme of this conference enphasizes changing
approaches to health care and, in fact, what we are
witnessing is that some of the techniques used in the
less developed world are being hailed as a nmodern
approach in the United States and el <ewhere, while con-
versely, some of the sophisticated features of the health
establishments in the developed world are being emulated
in less developed counr ries, often with sorry results.
So, at the outset, it .s fallacious to talk about the
modern health establichment, because this implies that a
single type of health establishiment could be delineated
which would be generally applicable, and this is clearly
not the case. | believe that there can be a variety of
so=called modern health establishments, depending on the
needs and the resources of the specific populations to be
served. In this context, | would characterize a modern
health establishment as one which will result in (but not
necessarily provide itself) certain basic health services
which are readily available and accessible for a high
percentage of the members of tne pepulation to be served.

As you know, we used to talk about heclth estab-
lishments providing services for _and to people. We now
recognize that, for the foresecable future, at least in
the less developed world, the formal health establishment
cannot provide all of the needed services and that, to a
large extent, these services must be produced by and with
the people.

To pursue the definition of a modern health estab-
lishment, I would like to discuss what such an establish-
ment does and whar its components are--not in the sense
of specific services, but rather in terms of functions.
and the functions and components that | will designate
are basically those which are found in anv modern organ-
ization which produces a service or a product for people.
Thus, the modern health establishment involves fouar
primary components or functions.
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health establishment, does that mean that that popula=-
tion's health needs will be met? Unfortunately, the
answer is no. 1f the establishment fails to properly
identify its mission, it will fail to meet health needs,
and this is waat Dr. Newell and the other speakers this
morning have called to our attention. fhe role of the
health establishment in achieving health has not been
particulatly effective in most cases, This gets to the
core of the problem,nanmely, that health is a complex
matter in which so-called health interventions are only
one of a number of significant factors. So long as
health establishments restrict their activities to pro-
viding primarily curative scrvices, health needs are not
going to be met. What is needed then is for a redefini-
tion of the mission of tihe nealth establishment--a
mission which in its delireation pays more than lip
service to the all imporrtant lickages--to nutrition,
education =nd community mobilization for health, and
others. The broadening of tihe mission of health estab-
lishments to include these critical elements is
gradually occurring in many countries, and | believe that
we will see the development of increasing numbers of
truly modern health establishments as those of us who
participate in conferences sueh as this, make our
influence felt.

INQUIRY AND COMMENTARY

HENRY FEFFER: Dr. Freedman, with your permission, | wonder
ff you could put on your other hat as a behavioral
scientist. We have listened to descriptions of the
modern health establishment under various conditions
throughout the world. This morning we heard what the
ideal should be, the direction we would like to go.
You suggested during your talk that occasionally it
takes a revolution. Dr. Ginzberg this morning
suggested that it probably has to be evolutionary, but
I do noz tnink a lot of people will wait for that.
Speak like a friendly psychiatrist and tell us what
your opinion is.

ALFRED FREEDMAN: 1 am not advocating revolution. 1
think, if there is one thing that is true, every
nation wiill follow its own course and its own destiny.
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Their are several aspects. The demand for excellence
of health care has been redefined from a misfortune to
an injustice. In other words, an individual who may
have shrugged his shoulders and said it is God's will,
or that is the way it is, a few decades ago, now
blames the government, blames the system, and demands
greater care. This is what 1 would gather from Dr.
French's presentation. Une would want to know what
the factors are that, let us say, make the difference
in various systems.

I think one has to work tirst tfrom the population
to maxe them aware of the possibilities. A massive
health education of the population is necessary, as
well as the education of all the individuals involved
with the health system.  In a sense, what | was trying
to say in mv talk was that those being trained should
be trained in the svstes that you feel they should be
working at. Mavbe it would take, as vou see in the
American medical schools now, a different generation
of students. Now, what they will be like after they
graduate, we do not know., But if we can develop a
system of education that trains them in situ, in the
comprehessive clinies eov village clinics, depending
cii the country, then ! think they will continue working
ttere. If we attach status and prestige and give them
financial iacentive to work in those places, then we
may see it go on.

ihere is also the problem of the education of the
profession.  And there is the commitment on the part
ol the governments themselves to legislate new systems
and t set those in ootion.  In other words, | oanm
advocating a4 aulti-nodal appreach.

FEFFER: Of course, the problem, as rmost of you know, is

that the government and the medical establishment are
so closel: identified in most of these places that
they are indistinguishable. So, vou can train a new
nedical escablishment, but then it is an evolutionary
process.

FREEDMAN: Yes, well 1 think an important part is really

the tra.ning of censumers and citizens. We have found
this inportant in development of community programs.
I[f the medical school opens up a storefront and says
we, your benefactors, can come in here, then it never
works., But, if we tell the comnunity that they can
set up the progran and we will work with you, and
provide what we know, and you set goals, chen [ think
that has a chance.
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NORMAN STERN: I want to just say that 1 anpreciate
Freedman's comment that what we have to do is to
encourage the education of the masses of people. But
we are talking about millions of people wbho do not
have too mucihi of an idea of what education is about.
So, 1 suspect that we are going to need doctors in
our world, but it seens that the cormon denoninator
of good health has always been food, and adequate
nutrition is what we nmust address ourselves to.

I'm sorry te hear that we are not emphasizing that
as a world health organization: the idea of increasing
the people's education, how to take care of their food,
how to grow more food, how to distribute the fond
better. Physicians seem to be o erned with tne
medical aspect of good health, but 1 thing that we are
going toe be able tu promote betier health for the
world's people if we teach them how to take care of
their graia, how to store it, and how to keep rodents
and :ats out of it, and the insects from ecating it.

RAMIiRO DELGADO: 1 am from Tulane University. [ want to
ask Dr. Zukin, who very nicely derined the character-
istics of the modern health establichment the follow-
ing question. If the modern health establishment
must be responsible, and the areas that really deter-
mine the characteristics or the establishment are the
health planning, the managerial and administrative
aspects, and the development of human resources, why
is evaluation not one of the most important ones? If
you do not evaluiate what you are doing, yon cannot
consider that this is 4 very modern organization.

ZUKIN: Well, I was really not trying to give a very
complete dissertation on health planning and all the
components. I was looking at this, more or less, from
the standpoint of management. That is, how does an
organization function, and so on? What are the major
components? 1 would agree that you would have to know
where vou are going. Wwe did not talk about an infor-
mation system. But, all of this is really part of it.
I do not know whether that answers vou correctly, or
not.

DELGADO: I was concerned that evaluation was one of the
parts.
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ZUKIN: Of course this is part of it.

If I may, though, answer Mr. Stern, who just spoke,
too. One of the problems in the modern health estab-
lishment has to do with what the poals are. How does
the health establishment see its mission? What is f{ts
business? How does it see what it is really charged
with doing?

One of the problems that we face is the fact that
most health establishments are not in the business of
providing health. They are in the business of pro-
viding medical care, taking care of sick people. This,
I think, is one of the fundamental issues that really
has to be faced. Slowly, there are changes in the
dirvection, as we heard today, the posture of the World
Bank and the various development banks all over the
world in the last two or three years. There have been
changes.

[ was just at the African Development Bank earlier
this week. since 1973 the ADB is beginning to fund
health programs which they have never done in the past.
They are beginninyg to look upon health, not as a
consumption item, but as the support of health
services in the broadest sense, which is not in terms
of medical care and not in terms of facilities. I
think there is recal hope. They, too, are very much
concerned about how the establishment functions,
and this whole emphasis upon management is beginning
to be looked at as a more critical aspect, with the
downgrading of medical care as the chief focus of the
so-called health establishment.

FEFFER: Dr. Delgado, this whole problem of evaluation is
a very sticky one. There are very few people who are
in proyrams, in this room, who will submit in advance
to an external evaluation. sSelf-evaluation is worth-
less. This is a subject that requires much more work
on it. At the Council office, we get many queries
about programs as in Niger, for example. How can we
give help in evaluating the program? It is very
difficult.

PER STENSLAND: | am from New York University. Obviously,
what we heard this morning and this afternoon will
have a profound erfect on universities, and not just
medical colleges, but colleges, for example, of wursing,
and colleges of public health. | wonder if you could
conment on what we now need to do to clarify the new
role of the university.
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Maybe I should be a little more personal and say that
I have been a college professor long enough to ask
what we are going to do about the education of the
professor and the instructor. Here is a big and very
touchy subject, indeed. Professors are probably very
very unhappy about evaluation from the outside. Could
Drs. Freedman and French please comment as coilege
professors on what we are going to do about our
colleagues and ourselves?

FEFFER: Before they do, I will take the chair's prerog-
ative and say that probably the first step would he to
abolish tenure. Then, they would improve in their
teaching.

FREEDMAN: Well, that is enough to increase my pulse rate.
[ think what you have to define clearly, in the
training of health personnel, are the instructional
objectives., What are you training for? What are we
educating them for? What do we hope to achieve, with
the understanding that we wiil be judged by the
outcome? In other words, the individuals we turn out,
the nurses, the doctors, the social workers, the
physician's assistants, the health workers will be
judged by how they perform. We determine these
objectives in terms of the knowledge, the technical
knowledge, that they have to learn, and the psycho-
motor skil.> that they have to be proficient with, and
then lastly the attitudes, an affirmative attitude
toward the job concerned. We judge them in that way.

It seems to me that by defining the instructional
objectives, it is not only helpful to the curriculum,
but also it is helpful to the instructional staff, to
the professors. They have an idea of what they are
supposed to do with some external reality, instead of
what [ think we have now, essentially a rather
precious and internal world, in the sense that we
pleasure each other, the professor on the students.
This may be most irrelevant to the future task.

That is why I quoted Hodgkin's study. In essence,
he points out that the emphasis in medical school, for
example, is usually on the obscure diseases, which get
the big play. Lerterer-Siwe Syndrome, which many of
vou have heard of, may get a whole hour, while some-
thing like enuresis or malnutrition gets skipped over.
Most of the schools do not have courses in nutrition,
or they do not have extensive ones.

So, such clear statements to the professors, 1 think,
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would be helpful to educate them, as well as the
students. Lastly, 1l think there is nothing like the
interaction between professors and students to
enhance that, and also professors and the community,
so that you will get some input from the consumers.

DAVID FRENCH: The problem, in terms of what the profes-
sors do, is really related to what the university sees
as its mission. That, in turn, is related to what is
the mission of a university in society? Precisely,
what is it there to do? Is it there to create know-
ledge in some sort of a vacuum, or does it have a
societal responsibility in terms of mecting problems
in a realistic sense ot the word?

If the latter is true, then one can hardly have the
university function without involvement of the commu-
nity. So, we have to have a three-way relationship
here. We have to have not only the students and the
academicians relating, but also some sort of commu-
nity involvement.

We see this now occurring in a nucber of univer-
sities. This occurs not only relative to the national
scene, but also in terms of international respon-
sibilities, as perceived by universities. So, I think
that this perhaps gets at the base. We can start at
that point and expand in many different ways. This is
one of the problems that occurred and was a great
source of difficulty in the student activism of recent
times. It was relatively sterile in many ways because
the activism did not involve that third component,
nanely, the world in which this product is supposed to
take its place.

The whole meeting could really revolve around thac,
but | think this is really core to the issue.
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The panel and audience both are interested in finding
ways to change our appruvach to offering health care to the
underserved comnunities. Inst:ad ot the hospital-based,
highly technical treatment crnters that heretofore have
been the basis of help cffervd, we want to consider an
approach that would serve directly the members of the com-
munity to help them handle their most prevalent problems.
Bridging this gap can be hazardous.

Substantial numbers of people in the communities we
are concerned with in both less developed and more devel-
oped countries, are the very poor who are excluded from
the social, economic and cultural structures of those com-
munities. When we develop programs with the leadership of
those communities, to bring new technologies, new resour-
ces and new social services to the people of those commu-
nities, we often inadvertently strengthen the very social
structures that exclude the poor. It is difficult to move
through those social and cultural structures to actually
benefit the »sor and deprived.

Having acknowledged the importance of the relationship
between poverty and health, that one of the important ways
of improving health is by ameliorating poverty, consider
the problem of the people at the international agencies
who are accustomed to thinking in terms of cost-effective-
ness. Indeed, their jobs may depend on how effective they
are in expressing their policies and programs in terms of
cost-effectiveness. If they want to get at the problem of
rural poverty, one of theilr goals must be to increase pro-
ductivity, wihich requires that they connect with those
farmers who are already efficient in their production,
probably to the exclusion of the very poor who are less
efficient. If, on the other hand, their goal is to 1lift
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people out of poverty, they might focus their investuent
on those who are least efficient and least productive;
their investment, therefore, would be less cost-effective.

In considering community participation, how often do
we simplv inform the community what we are going to do,
calling that community participation? We ask them, for
example, if they want our stvle of health center built in
a location of our choice -- that is community participa-
tion.

Going bevond that approach to sharing making decisions
or permitting the people of the community to make the de-
cisions, it raises questions of sharing power wicu peupic
who might use the power differently from the way we would
wish them to use it. Community initiatives are unpredict-
able. Is it professionally acceptable and politically
feasible to give decision-making power to commurities?

Another point 1 would like to make has to do with
primary care. Dr. Newell and others have described the
importance of primary care systems. Wwe would like to see
primary care reach ¢ll puople at the community level.

We like to think of designing a health care system
that will reach everyone. We do that by using our re-
sources wiselv and carefu. v and pushing at the periphery
of the health care system, hoping to reduce costs and im-
prove efficiency so that the system reaches evervone. It
is obvious that the resources available through the formal
health system are not enough to accomplish this; we may
reach 10 percent or 25 percent of the population, but the
rest of the people would not be reached.

We nust turn to the community and their resources if
we are to reach the full communitv., [t is inevitable,
therefore, that most primarv health care must be provided
by village Loalth workers, peouple of the village who are
given on-the-job and/or short periods of training, and
who take their places at the interface between the health
care systems and the community.

But, are we willing, from a professional point of view,
to relinquish that much control over the health care systen,
to give to the community the prerogatives of diagnosing
and treating simple problems, to allow the corunity to con-
trol that part of the system? How they will use the oppor-
tunity is no: entirely predictable, and in that unpredict-
ability lies its creative potential.

Finally, I call attention to our goals. We have
talked about interrelationships between health care and
community development, of using health care as a wav of
fostering community development, or using community devel-
opment as a way of fostering improved health. But, to what



65

extent do we actually think about, plan for and evaluate
the impact of our health care effort on the broader aspects
of community development? A way of sharpening the question
is to go directly to the matter of evaluation of health
care programs. It should be possible to include criteria
for evaluation that have to do with individual, family and
community development in addition to the more usual indi-
cators that reflect health status, access, efficiency and
quality of care. For example, the thesis that health care
programs can .ontribute to community development by encour-
aging participation, decision making, innovation and
resource generation, can be evaluated through the follow~
ing questions: what proportion of the population is parti-
cipating in organizing and providing services in rhis
health care program? How many decisions are being made by
comnunity people? To what extent are community people com—
mitted to these programs in terms of their time, money and
other resources?

These background remarks are intended to call atten-
tion to some of the issues that we may not see, as we con-
sider promoting health in the community. Now we will pro-
ceed with our panel.



DAN1EL LINDHEIM

It is being accepted more and more as conventional
wisdom that the health of a population is essentially a
function o: the socioeconomic conditions under which that
population Ilives; and that poverty is at the root of
health problems in the developing world.

Most people in the devzloping world are poor, and
most of these poor (with the exception of those in a few
Latin American countries) live in rural areas. Conse-
quently, among rhe most important interventions to
improve the health of people in the developing world is
to directly attack rural poverty.

In the minutes [ have, I would like to touch on some
of the current ideas of the World Bank on health and
health policies, and then to discuss in somewhat greater
detail some of the programs now being implemented to attack
rural poverty and stimulate rural development.

The World Bank has recently declared its explicit
interest in the health field with the release of its
Health Sector Policy Paper. Generally, its findings--in
agreerent with those of several recent studies and of
much of what has been said today--were: that improvements
in health have been largely associated with economic
progress, rather than with improvements in medical care;
that despite substantial international differvnces in
levels of health, relating to differences in economic
levels, the variations within cach nation, between rich
and poor, are even more pronounced; and furthermore, that
healtn conditions among the poor tihroughout the world are
basically similar with the great majority of health
problems being pz2ic of a core pattern of airborne,
fecallv-relazed, or malnutrition-related diseases. These
health problems are closely associated with socioeconomic
conditions and, in fact, may not be resolved without a
major change in those conditions.

Within projects directed specifically at improving
health, the major thrust should be to provide access to
safe drinking water, sanitary waste disposal, decent
housing, and adequate nutrition. Witnout these, the more
traditional and narrowly defined health care soervices will
be largely i{ncvifective. I[n the best circumstances, such
health services might reduce the eftects of disease, but
they can do little to diminish the incidence of disease.

[n manv countries, health policies are inefficient
and inequitable. Typicallv, a large proportion ot public
expenditures go to providing expensive manpower and
facilities; these may possibly improve curative care for
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phvsical, mental and social well-being, and not just the
absence of disease. It is important to retain this
broader perspective. For many health professionals,
however, this Jdefinition has had little operational
significance. Most of what contributes to good health is
outside the "legitimacy™ of tie heaith professions, such
as changing tie basic sociveconomic conditfions under
which most people live, as well as the phvsical environ-
ment in which they live. Tne frecdom of action generally
allowed irealth professionals has unfortunately been

Wwhat is interesting about the World Bank's increas-
ing interest in health is that the Bank, by being
involved in so weny aspects of the total envirooment, is
less troubled by this legitimacy 1ssue, and perhaps has
Jan imgportant role as a health ageacy (health defined in
the broad sense).

Conventional development strategies, however, have
had little effect on tne health of people living in rural
dreds. By conventional strategy, | mean that set of
polivies and programs usually formulated by well-trained
econopists focused on the growth objective, without
regard to the Jdistribution of benefits. The arg. sent
used to be that if yrowth were achieved, distribution
would take care of itself. In fact, however, most
develupment policies in recent decades have tended to
concentriate inconme rather than to redistribute it, and in
many cases the poor have becone even worse ofr; and here
little beaelit to the tealth of these populations can be
claimede.  fhe dank is therefore giving increased
eapiasi~ to development policies which directly attack
the uestion of povertv. The old wisdom was "trickle
down,” but programs nust be designed to directly affect
the conditions of the poor--and not wait for the
"trickles."”

It is in this context that the world Bank has
recently reformnlated its strategy for both urban and
rural Jdevelopaent and is beginning project work directly
attacking the problems ot the poor. For the rural poor
these erforts focus on increasing the productivity of,
and removine The constraints on, the poor by providing
access to a,sricultural ianputs, credit, markers, and
relevant research and technology for small farmers, as
well as water supply and health care and education
services.  in addition, emphasis is placed on trying to
alter price policies for basic agricultural gocas which
directly artect rural incones,.

This is, of course, not an easy strategy to pursue,
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and certainly not one that is effective without a strong
commitment to ruril development policies on the part of
government itself. In many countries current policies
and institutional structures are so far from favorable to
rural development that a policy shift could only follow
a4 major political ckange. This is a key problem in
situations demanding exr-nsive land reform; it applies
even more where the government itself is dominated by
special interests unsympatietic to the ovbjective of
rural development. Even national-level decisions for
development and assistance in rural areas will face
problems in that the socioeconomic system operating in
these rural areas is often hostile to the objectives of
rural development, and serves to reinforce the patterns
of such poverty. Thus, even well-conceived projects may
be frustrated by host-country or local-level opposition.

e Bank is financing a major rural develoapment
effort in Mexico which | would like to discuss to illus-
trate several aspects of recent Bank strategv. Before
Jdoing so, however, I want to emphasize that the Bank
mikes no claim to having all of the correct answers, and
the Bank itself is in the process of feeling its way
through this maze of very complex problems. This said,
lIet me mention a few things about Mexico. Modern rural
development in Mexico dates to the early part of the
century, It began with the redistribution of land rights,
but, until the mid-thirties, little support was given to
this redistribation in the form of credit and basic
dapgricultural input needs.  The governments of the follow-
ing three Jdecodes, however, pursued a strategy concen-
trating on the industrialization and the development of
Large-scale faraming under irrigation. Tnis policy
resulted in one orf the highest rates of sustained growth
in agricultural production in Latin America in the last
quarter century. Nonetheless, the poorer segments of the
rural population were excluded from this growth,
especially in the rain-fed agricultural areas of the
country.

In an atteompt to change this situation, the govern-
ment has organized a major nationwide program called
PIDER (Program for Investments in kural Development).
Acting within the executive offices of the President,
PIDER was created to initiace, coordinate, and increase
the activities of government agencies in rural areas. A
large number ot the poorest areas in the country were
selected and development plans were made for each of
these areas, called nicro-regions. The selection
criteria basically required that the regions be poor, yet
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programs in three micro-regions to explore alternatives
te delivering, and having people receive relevant and
cost-effective health services, including nutrition,
health education, water supply and sanitation. The
project empiasizes community participation in health
aotivities, preparation of community health workers, in-
service training for other statf, and a research and
evaluation component,

Before ending, there are two points | want to touch
on: first, the issue of cormunity participation in such
rural development programs; and second, the issue of
possible conflices between social and development goals.

Among the observations made as part of the super-
vision and cevaluation vrocess of the PIDER project in
Mexico was that, witile tie program gave considerable
dttention to the relationship between rich and poor
regions, insutficient attention was given to intra-
village distribution issues. In most of the villages
targeted by the program, small groups tend to exert
strong internal influences (for example through aoney
lending, land control and the like). This has direct
implications for the outcome of "local participation"”
and for the distribution of the benefits of productive
investoents.

PIDER investmeats are often the tirst substantive
contacts villages have had with governne:nt services and
investments.  Most of these villages are dominated by
small power cliques, so that when government or PIDER
officials arrive in the village and ask "the people” what
they need, those wio speak up are precisely those most in
control. As such, tne recommendations made by the
"village" will generally reflect the views of these
cliques rather than the village as a whole.

Ihe initial report of the PIDER evaluation group
argues apainst "local participation” it the initial
stages of dntervention--not because it opposes local
participation--but ratiher because it fears that what is
called "local participation” will in fact represent only
the views of smali and relatively affluent groups within
the villages. [t recommends avoiding "local partic-
fpation” at first, except where the village fs actually
collectively run or until the Agrarian Reforn Agency has
been able to resolve the clique problems in the village.
Until the dominant power groups are dismantled, they
argue, local participation cannot become meaningful.
Meanwhile, they recommend placing priority on investments
which tend to have more equal benefit distributions such
as drinking water, health clinics, schools, electrification,
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extension and land-reform services.

A further issuc is that, regardless of whether the
cliques themselves benefit from project investments, such
projects can tend to increase inequalities in the
villages. Except in collective situations, the benefits
from projects are limited to the groups directly involved
in projects, rather than reaching the village as a whole.
Productive Ipvestments such as irrigatien or cattle units
thus selectively benefit certain groups within the village.

[ place special emphasis on this because, whereas 1
arguced before that most macro-developrment strategies
aeglect the poor, even programs Jdirected at the rural
poor may not reach most of them unless their communities
are effectively and independently organized. This is
not an argument against participation, rather it argues
for the necessity of real organization.

The PIDER prograrm has both social and development
goals: soclal, because the target proups are those groups
nost narginated from national development efforts; and
development, because the project is based on the
assumption that the people of these micro-regions have
productive potential and will eventually be able to make
a significant contribution to the rational economy.

But there are real trade-offs between these rural
developoent strategies and the need for short-run pro-
duction increases. The raural poor tend to control very
little of the most productive land. They tend to use
the most inefficient methods for cultivation, and they
constitute a large number of small-scale farmers which
are therelore hard to service witn inputs, technical
assistance, and so on. The Bank argues that both social
and growth goals can be pursued simultancously by
developing the production potential of these poorer
groups.  However, under the pressure of short term
production needs to meet the food crisis, such develop-
ment efiorts to attack rural poverty may tend to be
postpuned in favor of investments in the bhigh-productivity
farmers who control much of the cultivated land.

hus, in both rthe gspheres of rural econonic develop-
ment and aecalth development, the issue of pgovernmental
comaitrment to redistribution and equity Is crucialj
without tnat comamitment, it is doubttul that there will
be nuch izprovement in the health of rural populations
in the developing world.

The views expressed in this paper are those of the
author and do not necessarily represent the views of
the World Bank.



KATHLEEN E. TOOMEY

The intert.ace between Western and non-Western healing
practices will becone increasingly important as Western
medicine is malde available to areas where indigenous
therapy has historically predominated. It is important to
the Jdiscussion of health promotion in the community to
consider the case where Western medicine has had little
influence in the development of a health care system.

As a Fulbright sScholar (1973-1974%), [ had the oppor-
tunity to study indigenous healing praczices in jungle and
mountain regions of Peru where Western medicine has had
only limited influence. The focus of av junpgle study was
an agricultural hamlet, a two-hour journey from the touwn
of Pucallpa on the Ucavali River of the Amazon basin.

The populaticn or roughly 300 people was composed largely
of transitional uechua Indians and Canpa and Shipivo
tribeszen, providing an amalygar of ideas and cultural
heritages.  Nominal Catholicism was the predominant faith,
although Protestant missionaries had been active in the
ared.

Jliiteracy was high and health generally poor.
Chronic malnutrition was aggravated by local notions of
what constituted a “good Jdiet.” Fish, for example, was
infrequently served as it was "full of water” and there-
fore not s nnurishing as cassava or plantains,

Prizarily subsistence slash and burn farmers,
villagers would occasionally sell surplus crops to the
Pucallpa market wholesalers for a small fee, usualiy the
only sour-e of income. Maaw of the vounger men had left
the villase in search of work with newly established oil
and lumber companies in the region, often leaviag a wife
and several children to manage on their own,

the Hospital Amazdnico, staffed by Furopean nurses
and phvsicians, had been operating in the area since 1960,
Althoush oaly an hour away by launch, it was viewed by
most villagers as the place to "go to die,” and was
utilized onlv as a last resort, Misconceptions and fears
about the hospital were sometimes reinforced by staff
membears whose ability to communicate in Spanish was far
frem adequate,

Don venarc, a spanish-speaking Quechua "curandero,”
or indigenous healer, was widely known in the area for
his successtful cures. After much persuasion, and with
rhe encouragement of villagers, he accepted me as his
“apprentice healer,” just as he bad apprenticed to learn
the healing art with a Campa + "~ an over 30 years
before. Dofa Rusa, his wife, ".:.:- :old me that a white
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butterfly had entered the hut betore our first meeting,
tlying around and around in circles. This was a pood
omen, foretelling my arrival te the village and perhaps
setting the tone for the werv intimate friendship and
trust that developed between myselr and the villagers,

Living in the home o! the now retired Campa "maestro”
and other village tamilies, ! remained in the jungle for
four months while (ntinuig my formal apprenticeship.
This rather unique sicuation allowed me to explore first-
hand the Jvnamics of an indizenous health care svstemn.

In examining the major aspecsts ot healing in this
ared, these kev ideas snould bhe kept in nind:

1.  the concept ot a multi-tocal Jdisease causality
and the intinate relationship of Jisecase causality
to treatment,

2. lhe eclectic natare ot treatment, enconpassing
elements of the nazaral and supernatural,

3. the healer/patient relationship and its impor-
tance to successtuyl therapy.

Simple illnesses are "cod-given” and are usually of
short Juration. Runny noses or intestinal worms, for
exanple, are ubiquitons dut considered "natural”™ and thus
not dangerous,

A more persistent disease could originate supernatur-
ally.  "Mal aires” or, literally, bad airs, eater the body
as a chil!, especialiy {1 one is not adeguately covered
when walking at night. “susta”™ is the loss oY the soul
through 1 severe tright, and manifests itsel! as restless-
ness, insomnia, Jiarthes, mxiety,  lhe soul must he
recaptur-?! and returned to the body to restore Lealth,
"susto” is more likely U oconr when abruptly awakened or
in childhood, times o! special wulnerabiiity.  "Pulsario,”
especially seen in younpy women, is a sign of "pairn in the
heart” from an unhappy incident or encounter. A throbbing
can be felt near the navel, with a hardness about the
abdomen and general restlessness and aaxiety,

The iungle itself teems with tearsome and sometimes
harnful spirits, lixe the "Tunchis,” spirits ot the dead.
The "Chullackaxi,” 1 avthological figure with a peg leg,
wanders throuch the jungle in search of an unsuspecting
victim to l.re to his death, disguising itsel! as a rela-
tive or tfrient,

Certainiy the most fascinating and serlous cause of
illness is witchcraft. Magi. 1nd witcheraft are a tunda-
mental part of the world view of these people, and function
as an explanatory system rfor events attecting people and
the environnent. Jusz as illness wvithis our medical system
is explained through scientifically proven principles, so
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illness and even death are analogously explained by witch-
craft or magic.

Witchcraft i{s directed through a human agent, the
"Brujo,”" or witch, who, in contrast to the curandero, is
paid large sums of money to inflict harm, work love magic,
or in some way manipulate the lives of others. "Hechizar{a"
(bewitchment) and "Dano"” (darmage) may present as any physi-
cal infirmity: weakness, weight loss, blindness, or pain,
but always result from the malice of another, who because
of envy or jealousy wishes to induce suffering. Such a
premium is placed on good health that an envious person
may resort to witchcraft to deprive another of this
unusual state,

freatment of vach tvpe 0! illness will be intimately
related to the cause 0! Jdisease, It is essential to the
healine process to identity and understand the source of
an illness, whether natural or supernatural, before
treatment can be eftfective.,  The artiricial dichotomy has
never evolved separating "mental”™ illness from strictly
"somatic” illness, and, in fact, the psychotherapeutic
aspect of the healing process is of primary concern.

Diseases of "natural” or "Cod-given" origin are
treated with herbal medication well known to people in the
comaunity., Gathered in the jungle or cultivated in special
nedicinal sardens, specific plants are utilized to prevent
infection, to facilitate wound healing and prevent scarring,
to induce abortion, and as contraception. Pharmaceutical
products are sold over the counter at the Pucallpa drug
stores, but are quite expensive for the meager incomes of
rost villavers.

shoulid herbal treatment fail to bring a response
after a period ot time, an illness of a more serious
nature is sucgested. A specialist {s consulted, the
curandero, whose diagnosis and treatment traverse both
the natural and supernatural worlds and embrace Christian
and pre-turopean traditions.

Because an unequivocal diagnosts is crucial to effec-
tive treatment, the healer may employ a hallucinogenic
vine called "Avahuasca.,'" The "vine of the souls,”" identi-
fied as Banisteriopsis caapi.l is hoiled to form the
"Purga,” or purge, the healer's chief diagnostic tool.
Through the drug, the nealer is transported into the
aystical world of the supernatural so *nat he may identify
the source of his patient's illness aad thus determine the
proper treatment.

The avahuasca has a "mother spirit” or "Cenio" direct-
ing izs action, who appears during the hallucinogenic
sessions to "teach" the curandero and guide him in the
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ayahuasca with the classic Spanish doctrine of a purge or
cleansing of the bodv.2 The syncretism between Catholi-
cism and traditional beliets is striking. The {karus
songs combine invocations to the jungle spirits with
appeals to Christ and the Virgin., Votive images of
Catholic saints, particularly that of St. Cyprian, the
patron saint of healing, are frequently employed during
the ceremonfes. Catholic ritual is mirrored in the use
of the sign of the cross and the sprinkling of water over
the patient's body.

Above all, however, the relationship between patient
and healer deserves special attention. The success of the
healing process depends in large measure on the implicit
faith in the powers of the healer. Indeed, the healer
will carefully screen prospective patients, turning aside
those he feels he cannot effectively cure and thus pre-
serving his credibility as a healer.

At the same time there is an emphasis on the coopera-
tion of healer and patient. Taking into account the
expectations on the part of the patient with regard to the
generation and treatment of his illness, the healer may
adapt his diagnosis to conform to the patient's concep-
tions. The healer perceives the illness in relation to
the patfent's total milieu, reading illness as a function
of the intimacies and interactions among community members.
This philosophy renders his therapy more effective than
the treatnent of an isolated series of symptoms.

The responsibility for successful healing is recipro-
cal: the patient is as much responsible for his own cure
as is the healer. 1f the balance is upset by efther party,
therapy will be ineffective. The patient must follow a
strict diet, aveiding salt, pork and lard, to pay homage
to the mother spirit of the avahuasca. I[f offended by
negligence, the genfo may give an incorrect diagnosis or
cause the patient's condition to worsen. A menstruating
woman must not approach the healer as she can offend the
mother spirit, rendering the healer powerless. If the
curandero overcharges anv patient he has treated, the
mother spirit may retaliate by incapacitating or even
killing him.

Irvestigators disagree as to the efficacy and
possible danger of encouraging non-Western healing tech-
niques. Certainly, success or failure o! a given thera-
peutic practice cannot be judged solely in comparison to
Western practice, but must be viewed within the countext
of the specific non-Western disease etiology. My
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experience tended to support the positive aspects of
native psychotherapy, although the medicinal value of
herbal therapy should not be overlooked and deserves
further attention.

As more and more attempts are made to introduce
Western medicine {ato areas predominated by indigenous
healing, it will be likely that native healing practices
will not disappear, nor am I convinced they should.
Western medicine and indigenous medicine can be thought
of as two parallel solutions to the universal problem of
illness, ve. a potential exists for a substantial inter-
change between the two systems. They are separate but
not mutually exclusive therapies, one approaching illne '3
from the supernatural, the other from a scientific
perspective.

Any real change in the health status of a community,
such as the one | observed, must come from within the
community, not from outside. Technology and techniciars
must be accepted by the community as non-threatening to
the mode of existence. Villagers were reticent about
approaching me when 1 entered the village. However, once
accepted by the healer, I was accepted by the village as
a whole. Likewise, a possible link between Western
diagnostic and preventive medicine and the community can
actually be the native healer.

The healer commands great authority in the village
and, indeed, has historically been the sole health care
practitioner. The art of healing is not a profession but
rather a sacred gift from God. To impose any medical
system on the community that will attempt to subvert the
healer's traditional authority will be threatening, not
only to the healer but also to the great majority of the
community who have faith in the healer's powers,

Perhaps it is not a question of public health as
much as public and human relations. The key to the
acceptance of Western meiicine within these communities
is cooperation. The healer has already demonstrated that
he recognizes his limitations by refevring patients to the
hospital. If this practice can be encouraged without sub-
version of the healer's authority, Western medicine has a
better chance for integration into the existing health
care systen ot the comnunity. Systematic education of the
populace with regard to Western preventive and diagnostic
techniques is crucial to their success in the cowmunity.
The healer could be our mest valuable resource {n promot-
ing this etrort.

The following anecdote may Zilustrate my point more
clearly. While living in the village, on occasi'n 1
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they cannat provide effective health services for the
people, using those models of the Jeveloped countries,
Somehow, those madern standards in Latin American countries,
supported, I would sav, by the medical protession, mainly,
are very Jdifficult to use. [If ycu want to extend those
services to the rural areas, it becomes very difficult
from the point ot view of financing. 3So, there is the
need in the area for new approaches, and certainly there
is a tremendos challenge not only for institutions 1ike
the Inter-American Developrment Bank but also for people
interested in health mattecs witnin these countries.

T am going to dessiibe very briet.y a project that
I have just bheen evaluating., This project is one that
the Inter-American Bank will obviously not be able to
“inance. 1t is a dirficult project to finance even by
the country itself, When this project began, it began
in a non-bureaucratic environment. When [ looked at the
people involved in this project and how they began, it
became quite obvious te me that such a project is very
difficult to dewvelop and even to conceive in a bureau-
cratic enviroanment, This project was not conceived in
the Ministry of Public Health or in any form of bureau-
cratic medicine in that country.

fhe profect began as an intention of some people who
went=d to e something, but they did not have resources,
They could not exercise pressure on any authorities to
get financing from the budget. They had to find out ways
to do what they wanted to Jdo without financial resources.
They were forced to use what [ would -all expedient means
to reach the same goals., in this wav they developed a
new way to provide healtl Jdelivery for rural people in
that countrv, Those expedient means, after six, seven or
ten vears, have becume institutionalized. A lot has been
learned fron these experiences. A system of very direct
communication with the people helped create a complex
system to provide health services to the rural people,

How was it Jdone? First of all, the clinics of the
system were built by the peasants thexselves. Second,
although the standards in the clinics might not be con-
sideresd of the highest qualivy, nevertheless, treatment
was very effective considering the lack of resources.
Another element was tnat there was more concern for the
operat.ny costs of the facilities rather than the cost of
the initial investmert., So, sometimes the unitaryv cost
was rather hign, but the running costs were low. For a
conventional hospital financed by the Bank, I find that
the unitary costs tend to be low initially, and sometimes
the running costs later on can be rather high. This {s
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quite the opposite for this project.

Also, only two types of doctors were used in the
project and only for short periods of time. These were
doctors who had just received their degree and retired
doctors. Incentives were used to attract those doctors
to the rural areas., A new type of auxiliary personnel
vas developed. They were mainly trainees for a short
period of time. The project got authorization from a
lot of universities to provide degrees for nurses.
Peasant girls were recruited for three vears in-service
training in rural and urban areas. At the end of the
three years, these nurses were able to diagnose ten
basic diseases and became very effective auxiliary
personnel,

Since costs were held to reasonable levels, peasants
could afford to pay insurance to finance the system. The
cost for the peasant to participate {n this insurance
system was about 60 Mexican pescs per vear, plus a very
small tee for each consultation. This amounts to five
or six dollars per year. The local community served as
a control element ‘n the program to hold down administra-
tive costs,

It {s difficult for me to describe in full detail all
the elements of the system, but somehow it has been suc-
zessfuvl., There are now about 200 or 300 clinics in Mexico
L. very isolated rural areas, In many places it is the
only medical assistance provided for the peasant, and it
!s financed by the peasant.



SOMBOON VACHROTAI

According to mv assignment, [ am so pleased to confine
nyself to wvhat experience | have had in my own country,
Thailand, which is also one of the developing countries,
and mav be in a Jifterent situatien from the others.

on behalt ot the Health Administrator, I would like
to say that an attempt to develop the health promotion in
a comrunity in Thailand has been realiced more than 20
vears ago, tut this dream never came tre Jue to tour
rain obstacles.  (he first one {s due to the policy of
the government. Duaring the past, the .overnment's policy
was aimed at the specialiced proprams, which, of ccurse,
have resulted in significant achieverent, and reflect the
government's investment. They show 1 Jdegree 0! success
for the government's policv, We never have had a clear
cut policy towards anyv health premotion in a community,
s0 that it is inpossible to implement any health promotion
in 4 comunity in terms 0! jts administration and
management,

fecond, it is the problem ot the "Health Manpower
Producers,” that is the medical universities and schiools,
te produce appropriate health personnel to suit the
country's needs, Most ot the training program is follow-
ing the western stanidard of the Jdevdloped world, and this
causes a lot of problerms of maldistribution and unwilling-
ness 0! the health personnel to serve in a4 community,
especially in the rural arcas, where —ore than H5 percent
of the total populaticen live,

Third, there are inadequate numbers ot health person-
nel, as well as o! hHealth infrastractures available tnat
result in poor coverayge of health services,

Last, there are problems Jue to the health consumers,
who are mostly liwving in the rural areas. This ruaral
population is facing what is called a vicious cycle, com-
prised of ill health, poverty and ignorance. Their felt
need is only medical care which they are seexing fron
cither the Western medicine or traditional medicine, from
both pubiic and private sectors,

Mauring 1970, the Ministry of Public Health conducted
a survey throughout the country with the assistance of the
world Health Organization, the Population Center ot the
Chulailagsern University in Bangkok, and the sSchool of
Public Health of the Mahidol Tniversity in Bangkok, to
find cut, especially in the rur.' areas, where the people
go when they get s1-K.

The out<ome is that 51 percent ot them yo to the
drugstore. Twenty-two percent of ther go to the private
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hospitals and private clinics. About 15 percent ¢f them
go to the government hospital and rural health center.
About four percent go to the quacks, or, as some are
called, the injectionists. About four percent go to see
the traditional healer=. The rest ncver pet any kind o?
treatment.,

Based on these {indings and the problems which [
have mentioned, it is realized by the Thai health planners
that they have to trv to overcome the problem by trying
to formulate a hkealth promotion program in the community
that i{s based on the Public Health Administration's
experience in Thafland. The Thai planner thinks that
there are three main areas ltor involvement., First are
the objectives., We have to set up a Jefinite objective.
What are we going to do about health promotion in the
comnunity? I will say that it is not quite easy to do
that, because we have not only to set up the objectives,
but we have to plan as well for the evaluation of that
objective,

The second area is the resources. All resources
should be reviewed. Wwhat should be the existing resources
for the public sector or the government sector? Are the
resources enough to izplement the objectives or not?
What are the indigenous resources of the so-called com-
munity participation?

The third area is the most Jdifficult, because we
have the objectives, and we already have the review of
our resources, In between the resources and the objec-
tives, there 1s the method. How to move the resources
toward the objective Jepends largely on the methodology
of what we are going to plan.

The method should he based on what [ like to call
the integrated health service. According to the world
Health Organization expert committec on Public Health
Administration, it defines the terms of the integrated
health service as necessary health protection given in
an area under one single administration, or maybe several
organizations provided that the adequa e coordinacion
could be obtained.

Of course, what [ have observed is not only tor the
developing «.cuntries, but also for the highly developed
countries. ilie term coordination exicts only in the way
people aie ralking, or exists only on paper. 5o, it {is
very difficult to get real cocrdination in any activity.
Therefore, it has been decided by the Ministry that it
should be based on a single administration, and the areas
that would be included in the integrated healtl services
would be divided into three main areas.
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First, I am concerned with the administration, How
can we have service under one rooi? The second area is
the personnel development. I myself would like to admit
that the success of the plan or project mainly depends on
the pergonnel. It does not depend on the money or the
supplies. Even if the country has a lot of money and a
lot of supplies, but they do not have the proper personnel,
I would guarantee that the program or project might be a
failure. So, the personnel development towards the
private sector or the public sector or the volunteer
sector is highly desirable. The third area is the service.
How can we obtain a proper methodology for integrated
services?

I would l!ke to end by saying that the details of
this approach will be presented tormorrow in the Panel on
Health Problems in Developing Count.ies, in which ! will
point to some of the innovative approaches that have been
carried out in Thailand.

INQUIRY AND COMMENTARY

GERTRUDE ISAACS: [ would like vo ask one question that I
did not dare address until I heard the presentations
of this panel. We have heard a great deal about the
indigenous worker and the paraprofessioral, and [
would really like to ask, when would the medical pro-
fessional be ready to join the other health profes-
sionals in their efforts to provide health services
in the total country? [ still feel that many of us
are being excluded, and [ do not know how we can work
as a team until we unite our efforts.

JOHN BRYANT: It sounds to me as though you were telling
us, not asking us, which is all right. Are you asking
for volunteers? Are theie any other comments or
questions?

WILLIAM OLDHAM: T would like to ask one question of the
economf{sts, of both banks. What type of loans or what
type of grant-~in-aid do you give? Do either of you
pick up recurring costs on a long-term basis, or is it
seed money that starts projects, or capital projects
investments as such? Do you pick up personnel costs on
a long~-term recurring basis?


http:paraprofessior.al




87

observe, as kind of a cycle, those less developed
countries which, perhaps from using some of our so-
called international standards, have been reluctant to
use auxiliaries for medical care. As North America
begins to change, it may at least change to some
extent the acceptability of that in some countries.

LEE STAUFFER: Dr. Lindheim, I sense in some of your
comments in the policy area that growth was a policy
that was attempting to be achieved by the World Bank.
I personally believe that growth is not only not an
unmixed blessing, but, in fact, is the doom of us all,
ultimately. We certainly cannot look to other countries
to achieve growth if we measure it in the sense of
energy consumption and consumer goods. I think that
we have to look ahead to reduce growth as a policy.

I just wanted to know or I would like some indication
of how this is being dealt with jn terms of aid, and
what the nfficial policies are {ir. regard to growth,

LINDHEIM: I did not make myself clear. The first thing
1s that most traditional developmznt policies have
focused on growth. Such policies, because they
focused on growth, and cxpected the benefits of that
growth to bte redistributec, never really focused on
distribution policies. As a matter of fact, most
growth policies in the last few dvcades have not
helped most of the people. Growth policies, per se,
have not been beneficial to mast of the people in most
countries,

Second, there are certain absolute shortages, so
that growth of production among peasants and among
small producers is certainly something that is very
necessary. To the extent that vou can produce or
increase the production of those things which you
really need, then growth, per se, is not bad. It is
only vhen the side-effects of that growth become
really noxious that you waat to stop focusing on that
kind of growth policy.

My point in all of this, and I think what the Bank
is particularly concerned with, is what are the distri-
butions of that growth? Increasingly, policy is
beginning to focus and to really delimit what the
distributions of growth policies are, and {f chey are
not in accord with what the goals are, then maybe we
should not pursue them.
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ROBERT THOMsoN:  I'm rros thee Canadian Universiiy Service
Oversedas, [ noticed this morning and this afternoon
the general stress 11 most of the presentations has

services have to be community based, multidisciplinary,
and in the end run selt-reliant. [ think that most of
us would apree that health by the people is one of the
things that we shoald be aiming at. Would it be
possible tomorrow to have another workshop set up

which would discuss the experiences of the large
numbecs ot people Lere who have actual in-the-field
experience, experiences such as Ms, loomey has had,
experiences which no doubt manv of the non-governmental
organizations and the voluntary associations here have
had? This pancl would be tor sharing the experiences
for thosc of us who are working in organizations that
do not have to worry about bilateral constraints or

can actually get into villages,

I would find this personally a very useful type of
workshop, particularly in that many of the people here
are beginning to talk about paramedical proiessions
and paramedical training. We are verging on talking
about health Ly the people, not tor the people, but
by the people. [ would be very much Interested in
seeing if the conference organizers could perhaps set
aside another room and another workshop, whereby those
wiho are interested in this area could sit down and
share some experiences,

BRYANT:  Well, veu will have to put your heads together
outside on that,

C.Ww.L. JEANES: [ am also {rum Canada. I would like to
congratulate Ms. Joomey on her brilliant c¢xpose and
the tremendous insight she gave us {nto the job that
she did, I think there was a great message behind
her paper.

I would like to ask the panel a question about
medical emigration from develcping -ountries, which is
such an awtul problem, Now ! think Thailand {s one of
the comtries in Southeast Asfa that has this problem
less than most of the other neighboring countries., It
really is bearthreaking when people emigrate who have
been trained to do the job in thefr country. We have
experiznce in an Afriran countrv, mentioned in your
book, Dr. Bryant, where ounly ten percent of the first
100 medical graduates are really working on the needs
of the countrv, and the other 99 are Jdoing difrerent
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things. What is vour attitude toward medical emigra-
tion? What can we do about this to stop it?

SCMBOON: I am su pleased that you touched this point.
It is of some difficulty in the developing countries.
We have about 6,000 doctors throughout the country
and more than 1,000 working in Bangkok, which has
about eighr percent of the total population of the
country. We have !,000 doctors working in the rest
of the ccuntry, which represents about 92 percent of the
population, There are about 2,000 working in the
United States.

The government of Thailand ha< nout decided to stop
this, but they have tried to find another way to
enforce this. So, the policy of the government in
the past four years is that all of the graduate
doctors must work in the government service for at
least two years, and then they can leave the service
to go anywhere else as tney like.

we have the first batch and the second batch of
the doctors now. It is about 400 per year that
graduate and are now enrolled in the services of
the country. For those who are working in the United
States, I do not know if they plan to go back or not.
We need to study what they are planning, but this
study is still under way by the Ministry of Health,

BRYANT: I have some data that might be of interest to
you. The United States, the existing system, has the
benerict of a net gain of foreign physicians that is
between 4,000 and 5,000 per vear. 1f you make a
conservative estimate of the cost of medical education
in those countries as being around 550,000 per graduate,
that means that our net gain {s in the range of
$200 million to $300 million per yea: in terms of their
educational cost. As you know, under the current
Health Manpower Bill, there is some discussion as to
whether there should be a cutting off of that flow,
and the primary mechanism would be requiring a
licensure to practice that would go beyond the ECFMG.

1 would like to ask Carl Tayior if he would comment
for us on the steps that the National Council for
International Health is taking in this rezard.

CARL TAYLLR: The wheels of progress grind verv slowly on
a putter as complex as the FMG problem. The National
Cruncil of International Health set this as one of its
riajor objectives as a task force activity right from
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the beginning, This has culainated in an activity
which some of vou at least know about. A conference
was held last spring jointly sponsored by NCIH with
the CCM, the Coordinating Council on Medical Educa-
tion in the United States. This brought together a
range of decision makers here in Washington to look
a8t where we can go in practical terms, We had people
representing some of the action agencies from the
government, including Immigration, Labor and the
Department of Health, Education and Welizre. There
was considerable interest from Congress.,

The recommencations of this conference ended by
dealing with four arcas. Three of them :re to be
{mplemented by CCME directly, and the fourth is to
be i{mplemented by NCIH, The actions that are being
taken by CCME to implement include things such as
changes {n the immigration policies, vhich have been
much discussed, but are still verv hard to do anything
about. But, at least thev are being looked at again,

More importantly, they iuclude a look at the range
of activities that relate to the opportunities for
doctors from overseas, particularly in the residency
programs. I think that is probably where we are going
to see¢ a major change in the pull factors. Within the
next year, there is at least the hope that we are going
to begin to see some major changes in the pull factors.

The NCIH was given responsibility in the area of
push Tactors, FMG argration., We will have as part of
our report a set cf recommendations and studies that
will focus on helping the educational process, which
originally led to the unfortunate pattern that we now
have., We hope to do it in a way that gets at the real
solutions. This is a probles that maay people in this
country have become very acutely conceraed with, It
is a problem that bas now reached decision-making
levels. I think that we are at the poirt where we
are beginning to get some changes.

RIDGE APPLEGATE: I am working i{n a highly urbanized area

across tfrom Manhattan. The problem in regard to this
doctor drain is to have an adequate health care systen
in chis country that distributes our own physicians so
that all ot our people can have health care. Unti]

we are ahle to do this, we must rely upon the roreign
trained ~Yysician. My service area has not had an
Amer.can trained phvsician come into practice in the
past five years. We have American born physicians who
g0 to Itslv and come back, but we are totally dependent
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upoa foreign trained physicians for our medical care.
New Jersey is a state that has not had a medical school
for a number of years. Although it is now getting one
going, something on the order of HO percent of our
emergency room care is provided by foreign trained
physicians., So, I would recommend that vou try to look
at some of the inadequacies of our own systam in order
to cover our needs and not force the lucrative {inan-
cial situations to draw the foreign physicians into

our country.

I would also lile to ask a question concerning the
programs that have been presented here today. The
focus is on rural health programs, what the problem is
and what they are going to do. In Latin America,
something like 80 percent of the populatior lives
within 200 miles of the ocean. The majority of vour
health census problems occur in urban areas. [ am
less than a mile from Manhattan and have trouble
getting physicians to practice in our programs from
Columbia Presbyterian Medical School. The urban
centers around Latin America hiave the same problem.
What {s it about cities that keeps people from coming
in there to try programs? [ would like to have each
of you from the two banking institutions comment on it,
I know personally of populations of over 200,000 and
300,000 people in Latin American cities that have
basically no access to medical care. Small programs
could be verv effective there.

LINOHEIM: Two points, One, as an urban planner, it was
very hard for me to start focusing on rural areas.
Most of my experience before joining the Bank was in
Latin America, and it is very true that in Latin
America most of the people who do not have services
are probably in urban areas, because most of the poor
in Latin America are probably in urban areas. This is
not true anywhere else in the world. This is just one
distinguishing point.

The second thing is that the Bank, paralleling its
development in rural areas, is trving to focus efforts
on urban development. It is trying to provide upgrading
services to squatter areas, [t :s trving to institu-
tionalize squatter areas to previde basic water,
sewage, light, basic voaus, and also trying to provide
jobs in squatter areas, as opposed to tearing them
down, which was the current vogue a few years ago. It
is trying to provide basic medical care services, basic
primary care services to most of these squatter areas.
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It is very true that there are no physicians in those
areas. It is very true that most of the physicians
have no desire to work in th: squatter areas., There is
really nothing that mv iastitution can Jdo about that,

What we are trying to do in the case ot Mexico City
is to change certain premises ot the national health
svstem in Mexico, so that there will be phvsicians who
will provide services in some of the urban slum areas.
But this is very hard to do. Until there is a commit-
ment from that country to do so, even if we were really
good and benevolent institutions, which I will not
necessarily make the case for, there is realty very
little that we or the IBD can Jo to change that. That
government aust have the conmitment to provilde services
to those urban areas.

LOUIS RATINOFF: First of all, 50 percent of the population
of Latin America still lives in the urban areas.
Second, the so-called rural health delivery svstem is
not necessarily located in rural areas, There are wavs
to extend the existing svstem and ideas in the urban
areas into smaller types of cities. So, the countries
can be prepared in the future for the tremendous popu-
lation growth, so that they can allocate more people in
smaller towns to provide enough modern servives.

Also, at least from the point of view of [DB, we
have classiiied the lLatin American countries according
to their health needs, and we provide in some countries
loans for urban areas, when that is the need of the
countryv., Most of the countries in which we are
interested to provide health loans are maianly rural
countries, which need most of orr f{unds,

JONNA-LYNS KNAUER: After the comments this afternoon, 1
cannot resist saying something., [ am a nurse practi-
tioner and it is veey difficult 2o find places of
emplovment for nurse practitioners in the 'nited
States, depending on where vou are from. [ wonder if
this might not be a very serious consideration ror all
of us in working together, team work, and team approach
for increased utilization of nurses In extended roles.

I have also worked in Africa, and the opportunity
af incorporating the medical auxiliary inte discussions
of health care is very often forgotten. Maybe the
doctor and nurse might get cogether, but all tuo often
we forget the medical auxiliary who is out there
giving most of the care.
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BRYANT: Thank you for bringing a nurse practitioner into
our midst.

An important challenge ahead for all of us who are
concerned about extending health care to communities,
has to do with how we can break from the traditional
point of view that has the entire health care delivery
gystem under the control of central authority, includ-
ing planning and funding. We need to consider alterna-
tives by which communities may have substantial respon-
sibility fer planning, decision making and funding. At
the same time, we need to be aware of structures within
the community that may be oppressive and exclusionary,
and consider how these effects might be minimized,

This is part of our frontier. [ would hope that insti-
tutions, funding agencies and individuals turn their
initiatives in this direction,.



KEYNOTE ADDRESS

On the Respousibility for International
Health Cooperation

Dmitri Venediktov

Allow me, first, to express my gratitude for your
invitation to address this Conference of the National
Council for International Health. The very fact that
such a Conference is convening, as well as its partici-
pants, is profoundly symbolic. Though even the World
Health Organization has not yet given the definition of
"national health"” and "international health," all of us
realize that international cooperation in protecting and
promoting the health of the population in different
countries has today become an important area of activity
for national agencies, as well as a sphere of inter-
national legislative and cooperative efforts aiming at
resolving present and future international and global
medico-social problems. Although the need for inter-
national cooperation in the field of medicine is well
known and generally acknowledged, one cannot fully
appreciate its significance without looking into the
past.

Medicine was indeed international since ancient
times, when sparks of knowledge about Man and his
diseases seemed a mysterious, divine gift that was passed
on from one civilization to another. Down through the
ages, variovs contacts and ties developed hetween physi-
cians and sclentists of various nations, along with the
accumulation o’ medical knowledge, the humanistic and
selfless nature of medical practice, and
realization of the international danger of epidemic and
other mass diseases.

The longest was the first period of sporadic contacts
between individuals of medical professions, beginning
with the "international ties" between physicians of
Ancient Egypt, Babylonia, Mesopotamia, Ancient Persia,
Greece, Rome, and other countries of the Ancient World,
continuing through the Crusades of the Middle Apxes and
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the Europen epidemics and 'plagues" which led to the
first quarantines, up to the great geographic discov-
eries, and creation of first universities, scientific
societies and medical journals, and right up to the
Industrial Revolution at the end of the 18th century,
which really put an end to national isolation.

The second period of the development of regular
international scientific-medical ties and cooperation in
the centrol of epidemics lasted from the begianing of the
19th century to the First World War.

During this time, agents and the mechanisms of
transnmitcing many epidem.c diseases were discovered. In
the course of microbiological investigations and the
first medico-geographical expeditions, many physicians
and scientists displayed genuire heroism, which promoted
public respect toward medicine, as well as further pro-
fessionzl and ethical kinship of the best represeatatives
. the medical profession and science. Truly inter-
naticnal scientific-medical schools were established in
the 19th century. The International Red Cross was
founded by A. Dunan; social-hygienic investigations were
begun in England, and then in France, Germany and Russia.
ihe number of medical bhooks and papers, and regular
sclentific-medicel journals swiftly increased. The
middle of the 19th century began witnessing at first
national, then international, congresses of doctors and
scientists, and the emergence of international medical
societies. 1t became gradually evident that arbitrary
measures which certain countries took in order to protect
their frontiers from dangerous epidemic zones were
insufficient, illusorwv, and expensive. This prompted the
reed to gradually go over from national efforts to incer-
national =easures and to the iaternational sanitary
conferences and the first sanitary regulations. The
“"Internacional Bureau of Public lvgiene,”" established
in Paris in 1907, becaze the first permanent inter-
governmental organization dealing with health and anti-~
epidenic questions.

The third period of development of international
medical cooperation between the First and Second World
wars was relatively short and was characterize!, on the
one hand, by continued, though with much less enthusiasm,
activity of international societies and congresses,
further growth of =medicial pubiications and so on, while
on the other hand, by a sharp polarization of medicine in
relation te social and political problems. New public
health systems of Soviet Russia emerged on the inter-
nationdal arena at that time, and were first met with
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whole of mankind and for future generations. And it is
Jrecisely this responsibility that I want to speak about
in the time that remains.

We consider the Agreements between the governments
of the USSR and the USA on cooperation in the field of
public health and medical science and on developing an
artificial heart, signed in Moscow in 1972 and 1974, as
being exclusively important and representing a turning
point in the dev.lopment of international healch cooper-
ation. The <ignificance of these Agreements lies not
only i~ the fact that we really are able to do more than
othe:s in the field of medical science and practice, but
in that these Agreements have emerged as a symbol of
in<ernational detente and cooperation. It is indeed
s'mbolic that two of the biggest industrial and political
powers of the wotld decided to pool their efforts in
protecting the human life, even though it was by no means
easy to come to that idea and find the relevant forms and
methods of work, especially at the beginning. We regard
this as a manifestaticn by the governments of the two
countries of a profound understanding of their respon-
sibility for mankind in this important sphere of life.
Yet, no less important was the decision to restrict the
cooperation, at the initial stages, to three of the
largest and most complicated problems: problems of cardio-
vascular diseases, cancer and environmental health. It
was agreed to expand the sphere of Soviet-American health
cooperation only graduaily as more positive experience is
accumulated in the initial areas of work.

Great attention was given by both sides to the
methodology of this cooperation and its specific forms.
This was, without a doubt, quite correct, because
scientific terminology, research standards and methods,
certain types of equipment, diagnostic criteria and
methods of evaluating clinical data differ significantly
in our countries, just as in many other countries of the
world. That is why, before large scale joint research
efforts were begun, much preparatory work was performed,
and, to a considerable extent, this made it possible to
overcome both informational and methodological barriers
in science.

We consider it important that cooperation between
the USSR and the USA is based on direct contacts and
exchanges between scientists directly engaged in the most
important cardiovascular, oncolugical, hygienic and other
research. At the same time, the overall control of
cooperation is in the hands of the Joint Soviet-American
Commission on Health Cooperation, established in
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accordance with the Inter-Governmental Agreement. Now,
this Commission is in its 4th session, and we can note
with profound satisfaction the definite positive results
and the development of Soviet-American medical cooper-
ation, as well as the pleasure of working in a construc-
tive way with vour representatives in this Commission:
Roger Lgeberg, Charles Edwards, Theodore Cooper, Paul
Ehrlich and many others.

In the past year alone there were significant
exchanges of specialists between the USSR anrd the USA,
Important scientific symposiums and conferences have been
held. Concrete studies were made of mutually coordinated
programs. Joint papers on space binlogy and medicine,
myocardial metabolism, chemotherapy of tumors, cardio-
vascular surgery, ewnvironmental hygiene and other
important questions have come off the press or are being
printed. The periodic exchange visits of the Health
Minister of the USSR and the HEW Secretary of the USA
were of great significance for mutual understanding and
the stimulation of cooperation. During these visits,
there were nmeetings with the top government leaders of
both countries. We indeed hope that this tradition wili
be continued in the future.

Once again, [ would like to emphasize that we
consider with satisfaction the mutually advantageous
results already attained and the future prospects for
Soviet-American cooperation in the field of public health
and nmedical science. It =meets fully with the vital
interests of our two states, as well as of all the other
naricns in the world.

widt 1s more, Yoviet-American cooperation is aot
taking place in a vacuun., We work in the world lealth
Urganization. We have vommitrments with respect to other
friendlv countries, including the developing countries of
Africa, asia and lLatin Azerica, where the problems of
public health are far {rom being resulved.

Acvording to WHU data, more than A0% of the popu-
lation in the developing countries especially in rural
areas, in general, have no access whatsoever to any kind
of zmedical care.  Yet an unsatisfactory health care is
characteristi not only of the developing countries, but
also of many econonmically rich states. 1 do not think
there is any need to give examples, but ! do hope that
vou will asrec that we are not Jdoing by far evervthing
that we could (o in the ficld of public health and
zedicine. That is why, when looking backward at the past
and feeling a sense of satistaction with our contemporary
bilateral and multilateral medical programs, we nust give
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greater thought to the future. Therefore, I would like
to touch upon a few problems where international cooper-
ation may prove especially fruitful, providing we
approach it seriously and with due responsibility.

First of all, it is clear that future success in
protecting and improving the health of the population in
many countries will depend on understanding the essence
of public health as a social, dynamic system, as well as
on further improving the forms and methods of this
systen's activities. We are directly responsible to our
peoples for making the full use of all that is vaiuable
and useful in sgcience and tn medical practice in our own
countries and abroad, rmodifyiag it in accordance with
national conditions. It fis worth noting that the nationa!l
public health systems even today are developing as com-
ponents of an already crystallizing, although still
shaky, international system, and consequently, should
have common points of contact, cumparison and general
approaches to solving the most important medical, scien-
tific and practical preblems.

There has been a lot of discussion lately in many
countries and iaternational organizations as to the [ost
and future of public health and medical science, touching
upon a wide range of questions: from the role ot private
practitioners, the hospital and nursing care, to general
problens of national and international health. However,
these discussions often fall short of their mark--they
become lost in details and fail to grasp the main core;
they do not give an overall concept of public health and
the basic laws of its development. ‘the difficulty is
aggravated by the absence of a generally acknowledged
international definition of the concept of "public
heal:zh" (at least as "health" is defined in the WHO
Constitution), as well as by the fact that in many count-
ries the term "public health" is preceded by unspecified
epithets, such as "communal," "basic,” "primary,"”
"integrated," "comprehensive," "national," "regional,"
etc. Tnis has been noted in the organizational study of
the WU Executive Board (1973).

In our opinion, the way out lies in a systematic
approach, both to society as a whole, and to public
health and medical science. The activity of health
establishments and various -amplexes of measures should
be regarded in the light of the historical evolution of
a single functional system which human society has been
building and implementing a° varfous stages of its
developzent in anyv country. We note with satisfaction
that already the Fifth General WHO Program for 1973-1977
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for any concrete tasks anc¢ conditions.

It seems apparent that the two extreme types of
public health organizations, between which there may be a
multitude of intermediate types, will be, on tune one hand,
a conglomerate of hospitals, private doctors, scientific
laboratories, pharmaceutical firms, pharmacies, charity
societies, insurance companies, municipal agencies,
universitites and so on, and so forth, which is often
regarded precisely as a "nonsystem'" of public health but
which, incidentally, was aptly described by W. McNeiney
(1974): "if this is not a system...then try to break it;"
while on rke other hand, there may be a more clearly
defined public health svstem with interrelated functions
and corresponding types ol establishments.

Not only e¢conomists, mathematicians or specialists
of systemic analysis should participate in resolving
these questions, but, first of all, doctors, scientists
and other people of the medical profession, vho best of
all know the weak spots in a public health system. 1
nust agree with Charles Edwards (1975) in taat the
medical profession must play the leading role in mapping
out the wavs for the further development of public health
as a whole, as well as its specific services and estab-
lishments in particular.

systemic analysis and modeling of public health are,
at present, beinyg activelv elaborated in the USSR in close
coilaboration with the International Institute of Applied
Systemic Analysis in Vienna, but we believe that this work
could be carried out more actively and with greater
success with the participation of the specialists from
other countries, and of course, witi: wHO experts.,

Yet, a4 reorganization of management of health
agencies alone is not surficient. In order to effective-
ly protect and improve the health of the population, it
is necessary to make use of the available knowledge, all
the achievements of modera science, and you know just how
difricult this is. It was by no means a coincidence that
the 25th Health Asscembly (1972) noted with alam that
there was a large vap between scientific achieverments in
biomedical sciences and their practical inplementation by
public health services in order to improve the health of
the population in the =ajority of countries (WHA 25.60).
More than that, the present level of science is not yet
allowed te resolve many practical problems in public
health and Jdemands pooling the eftorts of scientists of
many countries. Hence the need to develop a new, modern
methodology for the international coordination of sclen-
tific research, bhased mainly on the efforts of the
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all countries, there is not o single actual erxample of
when its aid really enabled anry developing country to
build an efficient national health system and train the
necessary number of personnel, profoundly realizing their
social and prufessional duty in protecting and improving
the health of their own people. we arc happy that the
WHO Director General, H. Mahler, and his Assistants,

T. Lambo, A.S. Pavlov, R. Tehada and others are willing
to evaluate the past and to outline new ways for the
Organization's work in the future. This should be the
target of particular attention in the Sixth WHO Program
of activity, which is now being drawn up, as well as in
long range projects and forecasting works of the WHO for
a longer period of time (H. Mahler calls this '"the mission
of the WHO").

As we see it, the WHO should play dan important and
leading role in helping the developing countries to choose
priorities, to compile properly balanced and comprehensive
plans for developing public health and training national
personnel. In this great undertaking, an important role
belongs to other specialized agencies of the UN, as well
as to the International Reconstruction and Development
Bank and other organizations. Yet, [ hope they will
vnderstand it correctly, if 1 say that defining the most
rational priorities and programs in the field of public
health may be done best of all by the World Health Organ-
ization, whose recommendations are considered by govern-
ments in 4 most serious manner. That is why the WHO must
not (and [ would even say, it does not have the right to)
automatically agree with this or that major initiative
that is proposed, though with good intentions, but some-
times, without sufficient scientific and methodological
foundations.

0f exclusive impertance in this respect is the WHO's
own experience and its successful and unsuccessful pro-
grams, of which the most well known are the global small-
pox and malaria eradication programs. I would like to
dwell on them once again, because now it is important not
simply to recognize the success of the anti-smallpox
program and the failure of the anti-malaria compaigns, but
also to understand the reasons wiich brought this about.

[t is quite apparent that the smallpox cradication
campaign was successful not because of brilliant ideas or
extremely efficient administration (although both factors
existed, yet this was not the main thing), but because of
a number of important factors: the characteristics of the
smallpox virus and the absence of its natural reservoirs
or intermediate hosts in nature, long anti-smallpox
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control of these diseases, including questions of
immunology, diagnostics’, preveation, treatment and others,
is so far quite insufficient, That is why, without
stopping the practical programs which have already been
launched, we consider it necessary to step up the
scientific research of tropical parasitic diseases, with
broad involvument of relevant institutes and universities
in the developirg countries themselves, as well as all
other national institutes that are ready to actively
participate in working on the problem of tropical para-
sitology. (Soviet scientists, incidentally, are ready
for this.) (mportant resolutions on these questions were
adopted at the 27th and 28th sessions of the World Health
Assembly, and we consider the practical realization of
these resolutions of paramount importance.

And f nally, a few words must be said about the
question which attracts particular attention at this
Conference, namely, primury care of the population of
developing countries, especially those living in rural
areas. This problem has been extensively discussed at
the WHOU Executive Board and Assembly, as well as in the
UNICEF and other international organizations. Special
emphasis was placed on the importance of ensuring at
least elementary medical care for the rural population in
the developing countries, as well as for the inhabitants
of slum districts in big cities of manv developing, and,
in fact, in cercain cconomically developed, countries.
Quite a number of appeals were made for immediately tack-
ling this problem and resolving it in the shortest
possible time. Evervone agrees with this. Yet, if we
are really willing to solve the problem of providing
primary care to the population, we nust do so in all
:arnestness, since verbal cijpressions of svmpathy canrot
do the job. Neither can it be solved by international
charity campaigns, because the main thing that is needed
is determination of the governments of each and every
country to provide medical care te the entire population,
and resolutely use all available means, methads and
efforts to attain this goal. As we see it, the main
question around which all discussions at international
forums are concentrated is quite clear--should a system
of primary care for the rural population be created as an
integral component of the overall national system of
public health, or as some kind of substitute of that
system. The majority of delegates to the World Health
Assembly, in our opinion, quite clearly and categorically
rejected the second way as unacceptable. That is why the
Assembly's Resolution (WHA 28.88) reflected, although not
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alwavs quite clearly, several important principles. 1t
is very important to detfi- 2 "primary care” as the zone

of rhe patient's rirst contact with the comprehensive
national public health svstem. It is also important that
the primary care should be provided to those layers of
the population which are in special need of it, and
should include healti education, vaccinations, pre-
medical care and so on. It is important that provision
of primarv care stould be under the contro) of higher public
healtn bodies and speciatized health establishments in
every country. It is also important that the primary
care personnel, having limited medical cducation, should
work under the gutdance of phvsicians (or feldshers,
nurses, oto.), and, when possible, to be replaced by
skilled nigher and  paramedical personael.  Evervone
rendering primary care should be provided with the
opportunity to uradually upgrade his skills, woing so

tar as receiving a regular medical edacation.,

I other words, primary care should bhe regarded as
one of the most important functions ot a national public
health system, but not divorced from the svstem. These
and many other questions of vrovision of primary health
cdare are complex and the Healtn Assembly decided to
convene an International tonference under the aegis of
the WHO for exchanging experience and opinions on this
issue.  The forthcoming txecutive Committee session shall
have to Jetermine the time and place for such a conference,
as well s its agenda.  We believe that such 4 conference
could contribute greatly to better anderstinding o number
of proviess connevted witn rendering health care to the
vatire peoviation in nany countries of the world,

in condclasion, the most dnportant tning--inter-
national cooperation in the tield ot public health is
geared to the future, We all have to recognize the grow-
ing social and international importance of public health,
as well as the differences that exist between the svstems
of protecting and improving the health of the population,
and their common iaterests. The coming decades will
wicness tuarther sigaificant chanees in the social life of
many countries, which will have a tremendous impact on
the forms d methods of health care. And we have to
foresece Lo = changes, to increase the efficiency ol our
own work, our own national svstems of protecting and
improving Luman health. Morcover, we have to map out
principal ways of resolving global problems of publtc
health.,  within the framework of national and inter-
national nealth organizations, it is necessary to
pradually and methodically coordinate all our erforus,
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PRIMOPS* is a demonstration health program operated
by the Cali Health District and the Universidad del Valle.
This program delivers comprehensive health services to
100,000 people living in one of the poorest neighborhouods
of the city of Cali. The average cost of the services
provided is $5 per capita per y-ar.

The Colombian Ministry of Health intends to replicate
the PRIMOPS model elsewhere in the countrv if it proves
to be successful in Cali. This would mean that in Colom-
bia approximately 5 million pcople presently living in
poor urban communities and 4 million living in rural areas
eventually could be covered by the PRIMOPS type of health
services.

The key innovative aspects of the PRIMOPS model are:

a) it is the primary care component of a regionalized
health services system which provides for clinical
backup and referral services to highly specialized
levels at the University Hospital;

b) it delegates to auxiliary nurses and to '"promo-
toras" (paid health promoters) some functione which
had been carried out previously by physicians and/or
registered nurses;

c¢) it includes a health extension service through
which regular home visits are made by auxiliary nurses
and prowotoras from health posts who give health edu-
cation and health services (including MCH, family
planning and nutrition, each with appropriate follow-

*Sparish acronym for "Research Program in Models for Deliv-
ering Health Services."”
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accounting procedures do not allow for the detailed analy-
sis of vost data. It will be necessar: to design better
wavs of allocating costs (simultaneous equations, cost
centers, etc.), and consequently to be able to Jdetermine
service costs by subprograms as well as by operational
and Jevelopment costs. Jtherwise it will be very diffi-
cult to establish the feasibility of the replication phase.
The PRIMOPS services have been financed entirely by
the Columbian Ministry of Healtnh, based on its policy of
strong support of reygionalized services, decentralized
adainistration, use of paramedical personnel, priority for
adaternal and child health, and extension of services to the
poor. In tne near future, Cali will be officially desig-
nated by the Ministry as & health regioan and the Cali
Health District will be granted authority over the periph-
eral hospital, which is presently operating in the target
dred under state level authoritv. This decision by tie
Ministry of Health «ill place PRIMOPS ia a kev position
to develop health services and evaluation methodologies
at the national level.
The followinyg are the services offered by PRIMOPS to
the target area:

4)  fPor the mother: prenatal care, care and super-
vision at delivery, postpartum care, and detection of
cervical cancer.

b) For the children under five years of age: growth
and development, including nutrictional education, im=
munizations, and detection of morbidity.

¢) For the couple: education, family planning and
responsible parenthood, provision of contraceptive
zethods, and infertility treatzent.

d) For the family: morbidity detection and care,
supervision and treatment of certain prevalent
discases (TB), education and advice on *nvironmental
sanitaticn.

These activities are being carried out in various
locales (levels of care), i.e. the family home, the health
post, the health center, the peripheral hospital and the
university hospital.

The Tochinical Assistance Project will provide Tulane
with valuadle experience, and an opportunity to test, under
controlled conditions, varicus methodologies pertaining to
tne delivery of health/family planning programs in develop-
ing countries. Converselyv, Universidad del Valle and the
Colombian Ministry of Health will gain new knowledge as a
result of this cooperative endeavor. But probably the
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Planning, implesenzing, and evaluating an innovative,
low-cost, integrated svstem of health care is a complex
md awesome set of tasks which, in itself, requires con-
siderable "integration" and coordination by a broad group
of professionals. It is impoitant, therefore, to make
clear from the outset just what is meant by an "integrated
celivery system,” why it i{s an improveoment on what preceded
it, how it will function, what {t may accomplish, and by
which methods {ts process and impact will be tested and
confirned. In the following paper, an attempt is made to
svstematicallv and coherently relate the project design
(with irs underlying concepts and assumptions) to the
operational strategies and implementation processes, their
linkages to the expected outcomes and impacts, and the
plans for evaluation.

A briet review of existing problems--both health
status-related and health system-related--which stimulated
the inception of the DFEIDS approach will be an instructive
background.

It has been made clear by the Ministry of Fublic
Health that the present high rate of popul-tion growtn,
the norbidity and mortalitv of preschool children--with
particular emphasis on malnutrition--are problems of the
highest priority. If the priority of a health problem is
determined by its importance (prevalence, seriousness,
groups at risk), community concern about it, and its vul-
nerability to effective intervention (available technology
and delivery vehicle), it seems clear that the general
problems on which the DFIDS Project focuses are indeed
crucial ones.

Although the problem areas of family planning,
maternal and child health, and nutrition, are given :pecial
emphasis in the DEIDS Projec:, they are not the only health
problems with which the project deals. The project s<eks
to modify the present health care system to produce an
effective integrated system of health services delivexy;
because the base on which integrated delivery will be
built i{s the existing health care system, all services
presently delivered by that system will be included in
the Integr.ated approach.

A loug list, which follows, classified as "health
services administration” problems, had been discussed in
the original DEIDS proposal:

a) No clear-cut national policy and national health
plan
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the Thai health care svstem is still highly centralized.
Planning is Jone from the top down, and has been only
minimally responsive to local neels, Program decision-
making, budgeting, and promotions have been Jominated by
the distant central ministry, undermining local inftiative
and responsibility.

Health ministry Jdata and special reports establish
well the fact that the production ot Mds and other health
worker categories {s fnadequate to mecet the needs of rural
health care, as it is now organized. Moreover, underpro-
Juction is compounded by maldistribution, as phvsicians
gravitate to population centers (particularlv Bangkok),
leaving the rural areas with critically scant physician
coverage, Not all rural health centers designed to be
statffed by phvsicians (Yirst class health centers) actually
have then, and less than 507 of the Jistricts actually have
such a health center; consequently, onlv about U7 o1 the
districts have a physician-staffed health center., Coverage
of tembols and villages by subcenters with midwives, nurses
and sanitarians, is even more sparse.

voupled with the scant diszribution of health centers
and personnel is the problem of underutilization of the
existing rural rfacilities. Manyv attribute this problem to
the fa.t that most aen=*0 health personnel have neither
sufficlent training nor authority to engage in curative
treatment desired ty villagers. Well under ) ot the
health care provided in rural areds comes Trom the official
hedlth care system, and surwvevs have clearly demonstrated
that private secter tacilities and practitioners (provid-
ing a4 verv uneven standard and gisstribution of care) are
utilized more frequently, often when g wovernment facility
is equel’v available. 17 the tocal populace view the
seills of the covernzent workers as inadequate or inappro-
priate, then thfs might bhe one component o: what is termed
"perceived” inaccessibilitv, But as some researchers have
suggested, the perceived inaccessibility (by the rural
folk) of health services mav be due, in part, to such other
factors as social distance between health worker and
villager, a4 lack o! empathv and patient-centered care, long
periods cof waiting for care, and other similar factors.

Only ~-ccently has the Ministry of Public Health taken
initial steps towards integration--placing authority and
responsibility for curative (e.g., hospitals) and health
(e.g., MCH, sanitation, nutrition, etc.) services under
one administration. At the provincial level, eflective
integration into a network of coordinated health care
remains to he implemented. Consequently, health care ser-
vices remain lragmented and are frequently duplicated,
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despite the slim resources available. Referrals petween
the components of the system—-from the various levels of
rural centers into the hospital an! back again--are rare,
and are an important linkage mechanism vet to be established.

There are several aspects to this problem: The first
concerns the limited contact and minimal impact that the
offfcial (government) health care organization has on the
private sector components of the total health care system,
There is little effective communication or covordination
between the MOPH tacilities and the multitude of private
practitioners--both modern and traditional--in any given
comnunitv.

A second aspect is the minimal input that consumers
have in planning, organizing, and supporting the provision
of services thev consume, One-wav communication is the
practice--from provider to consumer--and services and
personnel are Jeploved through central Jdirectives, not in
response to the local needs and demands of the community,

The ultimate pgoal ¢f the DEIDS Project is "to improve
the general Ycalth of the target group served bv a low-cost
health delivery svsten.” The purpose o! the project is to
provide a low-cost, "integrated” health delivery system
for at least two-thirds of the women of childhearing age
and children under six in Lampang Province. fhe integrated
system, incorporating a number of innovations, will be at
a cost the Royal Thai tovernment can afford, and replicable
in other areas of the nation,

Before proceeding further, it would be useful to
fdentiry several crucial assumptions and detinitions inher-
ent in the above goals. First of all, it is tacitly
assumed that an effective health care system has an impact
on health status. Health status is obviously related to a
variety of socioeconomic and eavironmental conditions, and
the extent of the contribution that health care delivery
can make is a nuch discussed question. However, it is
assumed here that effective health care svstems do have a
measureable impact on health status, Moreover, it fis
hypothesized that an integrated delivery svstem, by the
very nature of its structure and achievements, will have
a greater impact on health status indicators with improved
cost-effectiveness than a nonintegrated svstem in a com
parable area, all other significant variables being equal.
The DEIDS Project seeks to study this hypothesis and the
linkages of the health care system processes to community
health status indicators.

An integrated health care svstem refers to the total
health care system (in this case, o!f a province) with its
many components, both private and ofticial. Acting as the
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organising and covordinating the svstem of data collection
and analysis by which program progress and impact may be
measured; and (3 Admiaistrative Services, providing
crucial fiscal ard lo-dstical suppert te all project
eitores,

valuiation is one ¢! the most important components
o1 the DEIDS Project., Tare goals of evaluation are to
measure project impact ou health, evaluate the process of
Project operativas, and project replicability. A pretest,
post-test control groups experimental design is being used.
‘e overall data collection svstenm is comroadc b of several
1nterconnecting parts; the major comporents are:  Cormunicy
Health ~urvevs, Vital Events Monitoring Svstem, Clinical
and Health services Records study, Sutrition and Dental
Health Survevs, Administrative Analvses, Task Analyses,
and ot Analvses,
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Physicians are no longer restrained from choasing poor
rural or remote areas in which to practice because of a
lack of effective economic demand. Removal of financial
barriers has not resulted in a significant change in pre-
ferred geographic locations tor practice in other countries,
however, and in comparative terms this is not surprising.
Something of interest which has happened, however, is that
there has heen a slowing Jdown of the tendency for veung
physicians to elecr specialization, and there is a dis-
cernible tendencv towards greater interest in family prac-
tice and primarv care,

Althougl. Canadians are strongly in favor of, and be-
lieve in, the necessitv znd desirability of national health
insurance in 1975, it is obvious that it has not of itself
changed the structure or the organization of medical and
health care. Generally, the schemes have operated on a
tee-for-service basis, and there has been little fncentive
tor hospitals or physicians for either cost containment or
innovations, such as health mai..tenance organizations,
community health centers, or inproved methods of delivering
care combining purely mediczl with psvchosocial aporoaches.,
There has been little reinforcement of preater attention
to prevention, promoticn, or Irrotection, or greater inter-
est on the part of hedlth protessionals in environmental
or pathogenic life-stvle modification. Quebec's program
is an unevaluated exception,

While not belittling gains that can be made by remov-
ing financial barrfiers to medical and hospital care, it
seems clear that removal of economic impediments is only
a tirst, though des)rable, step. The next challenge is re-
thinking the structure and pattern ol medical care, develop-
ing and testing mechanisms for implementation and pavment
of improved health care organizaticon, and to provide incen-
tives for professionals and patients alike to accept and
utilize improved arrangements. The wmoderr epidemics of
heart Jdisease, hvpertension and st: L>, of respiratory
disease, arthritis and mental illness are not likely
to be attenuated through secondarv and tertiary medical
care, as presently available. Even reurganized primary
care, for that matter, without a profound reorientation of
providers, fuacilities and priorities, will not affect na-
tional heslth status greatlv. Alternative approaches and
a major reconception of the health enterprise are urgentlyv
needed. While true changes in health care organization
can yield arithmetic increases in health status at geometric
increases in cost, the obvious iy slowly becoming evident,
namely, that we have been putting large amounts of money
on the wrong things (in terms of effectiveness) and smaller
amounts of funds and resources on the right things, With
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is not only for new money, but for a thoughtful question-

ing

of our basic assumptions as well. The journey of a

thousand miles begins with a single stup...
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MICHAEL FUCHS

The large-scale nigration of American Indians to the
cities is a quite recent phenomenon. For some forty
vears, Navajos have been migrating to the San Franc'sco
Bay Area as cheap labor for such organizations as the
santa Fe Railroad Company. Not until World War II
brought opportunities in war-related industries, however,
did significant numbers of Indians come to the Bay Ared
(willard, 1964). Those Indians in the city during the
torties, however, either were not recorded as such, or
subsequently returned to the reservation, probably for
lack of emplovment opportunities, for they were neither
unicn members nor very skilled. However, between 1952
and 1963, about 20G,000 of the roughly 600,000 Indians in
the country migrated to urban settings (Bahr, et al,
1972). oOver half nmoved on their own; the rest came on
either of two BIA relocation programs: (1) a direct
employment program that relocated 67,322 individuals
bewteen 1952 and 1968; (2) an adult vocational training
progran that relocated 30,047 individuals between 1962
and 1963 (there are two relocation centers in the Bay
Area: in Alameda and San Jose). in 1960 the Indian
population was 531,655, 26 percent of it off-reservation
urban Indians; in 1970 it was 827,982, 45 percent of it
ofif-veservation urban (Sclar, 1972). Census data for
California show 39,014 Indians in 1960, and 91,018 in
1970, with only 6 percent on the reservat:on. A recent
1975 estimate puts the California Indian population at
130,000 (unpublished report to the governor).

This dramatic rise in population makes even more
pressing the need to get reliable data on the demographic
and socioeconomic characteristics of the urban Indian
population. Neither the BIA (Ablon, 1964), nor the U.S.
Public Health Service (PHS, 1971) can provide accurate
figures on the number of Indians living in the cities.
The PHS, which provides health care to reservation
Indians, has not provided any care to Indians who cannot
make it to the reservation, although this policy is
challenged by many groups and may change (Sclar, 1972).
Official estimates regularly undercount the Indian
population, and differ widely among themselves. The 1970
census shows a total of 12,636 in the three Bay Area
counties which we surveyed. Our population frame shows
about 19,000 in those three counties. There are a number
of reasons for these discrepancies. The census often
counts Indians as white, or simply as non-white, unless
they identify themselves or are readily identifiable as
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Indians (Steiner, 1963). The Indian population is also
very nobile, and thus many of thenm are missed by the
census. The BIA relocates Indians in residences through~
out the city and does not keep track of their «<urrent
addresses; it thus has no accurate figures on how many of
this very nobile group are still in the citv. To plan
effectively for medical services, which this fast gLrow-
ing population needs, we must reverse this officjal
tradition of ignoring and undercount ing urban Indians.

One large factor causing the migration tv the cities
was the BIA atteompt, supported by bureaucrats and
Congressmen alike, to get Indians off the reservation,
give them jobs, and thereby integrate them into the
American mainstream. Senator Watkins of Utah: ".... the
sooner we can get the Indians into the cities, the sooner
the government can get out of the Indian business" (Bat.r
et al., 197?). However, the BIA program was too small or
else unacceptable to many Indians, for almost half came
on their own, highlighting the second, more important,
factor: the economic conditions on the reservation.

The maiority of Indians came to tre cities to
atteopt to iwmprove their economic position. The biLrer
truth is that even their current position as urban poor
is quite an improvement over the reservation situation,
iot econonic conditions on the reservation are, quite
simply, disastrous. The unemployment rate ranges from
60 to 75 percent; the median income for Indian families
is §1,900. Educational facilities, housing, and diet
are alcost universally substandard, even by local
standards. To nake matters worse, the reservation
populativn is increasing at a rate twice that for the
L.5. as a whole (Jorgenson, 1971; 1972; sarkin, 1969;
USPHS, 1971).

In the U.S., the major centers of political and
ecoronic power have increased and concentrated their
power, at the expense of the outlying areas. Both
governoent policies and technological advances have
contributed to this movement toward bigness. As the
concentration has proceeded, it has becoae increasingly
difficult to maintain comparably profitable enterprises
in the outlving areas and rural areas, where reservations
are, and where they have become relatively depressed,
underdeveloped, and oversupplied with labor. White
racism toward Indians has kept then out of even these
local economic and political systems, except as occa-
sional consumers and as exploited unskilled laborers.

By moving to the city, the Indian can escape to the
slightly improved position of poor urban laborer, if he
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can find a jeb. To make tiis small gain, however, he
aust sacrifice family and land ties, as well as the few
advantageous features of his federal wardship status.

Although Indians do have cultural patterns differ-
ent from the general population, the studv from which 1
draw was based on the preaise that external political
and economic factors are rore important in det¢rmmining
Indians' patterns of behavior when interacting with
structures in the dominant culture. [t was not the
Indian culture that spurred the Indian movement to urban
areas, but rather an econonmic need to survive.

In moving the reservation to a city, the Indian
faces a4 major change in the sort of medical care system
with which he must deal. Anglo medical care on the
reservation is provided by the Indian Health Service, a
division of the Public Health Service. The care is
provided free of charge and Indians are encouraged,
indeed, often sought after, to receive care. All care
is provided from a single I#S facility on the reservation,
and Indians meet relatively few bureaucratic obstacles to
getting care. The Indians' cultural background is
important to consider when planning effective human
service and health care programs, but the main problens
Indians face are caused by the external svstem with which
they are forced to interact. For instance, whether or
not employment is available determines whether or not
Indians will have insurance coverage. In turn, the
comount and type of insurance coverage will determine the
utilization of health services. In addition, lack of
knowledge about urban life-stylesand the conplexity of
institutional arrangements makes it more difficult for
Indians to get proper care.

The data for this paper derive from a sanmple survey
that was conuucted by the Urban Indian Health Board of
San Francisco in 1973. That study was aimed at investi-
gating the problems faced by Native Americans in obtain-
ing health services and documenting their unmet needs.*
Household interviews were completed with 277 famiiie<,
whose names were systematically selected from a list

*The larger study was conducted by the Urban Indian
Health Board with funds from DHEW. The najor findings
of that study were reported in a Ph.D. dissertation,
"Health Care Patterns of Urbanized Xative Americans,"
completed in 1974 at the University of Michigan by
Michael Fuchs, who also assumed overall responsibility
for supervision of the entire project.
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containing the names and addresses of 3,000 families who
reside in the three counties with the largest Native
American population in the San Francisco Bav Area (San
Francisco, Alameda and Santa «lara). sSubstantial efforcs
had been expended in compiling the list from various
sources and by field checking.

The sample is generally comparable to a sircple
random saople, having one major problem, namely, a high
non-response rate. A large number of the families in the
sample (140) could not be interviewved because tiuev had
moved and left no forwarding address, others because of
inaccurate addresses, with nonexistent naumbers or
streets. several tracking procedures were attempted,
including asking neighbors and mailing forms requesting
new address inforration. Despite all thes. efforts, this
group accounted for 33 percent of the attempted sample
and 43 percent of the net eligible sample. it is cerrain
that at least some of the families who could not be
located continue to iive within the survey area, and, f{or
economic or other reasons, prefer not to he redached,
creating at least some, though an indeterminable anmount,
of bias in the sample. If all those who could not be
reacied continue to live in the survey area, the
completion rate would be 537 percent; if all moved out,
the completion rate would be 91 percent.

One major ranificastion of this loss i= a likely
underreporting of the practice of traditional lndian
medicine. The unreachable segment in tie Indian popu-
lation has protably not established stgnificant roots in
the city, and, thus, probably maint.ins stronger ties
with the reservation and the Ind.an caltural neritage,
thus, they would be more likely to atilize traditional
Indian medicine than those who developed more andg
stronger ticvs to the larger urban culture, including its
medical system. If this conclusion is true, then the
data reported are particularly significant, since the
actual use of traditional medicine would be even more
prevalent than that reported. Another likely result of
the low response rate is to represent the Indian popu-
lation as mire stable and sacially and economically
successful th it is. Many of those who disappear do :0
for econur.i  reasons: creditors, evictioas, job luss, et
So that :iause wno are left have been, by and large, more
successful at fitting into the system, and give a better
picture of the social and economic level of the whole
population than is accurate.

The study showed that the length of time Indians
have lived in an urban area is correlated positively
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with having health insurance coverage, and negatively
with the use of traditional Indian wmedicine. The longer
Indians live in urban areas, the more they tend to

become incegrated into the urban patterns of medical care.
The explanation is that the constraints of the medical
system leave little choice for those seeking security and
decent care. Just as for the rest of the American middle
class, medical insurance is an economic necessity, for
otherwise expessive illness could wipe out their econom-
ic basis.

Only 28 per cent of the sample came from California
tribes; Navajos made up eight percent and Sioux seven
percent. There were 70 tribes represented. Twenty-six
percent of the families reported that at least one member
came to the Bay Area on a BIA program. This group, as
well as others, came to the Bavy Area after the mid-
1950's.

As the dynamics of the transition would indicate,
the Indians living in the Bay Area tend to be younger and
better educated than Indians living on the reservations.
However, they were also substantially less affluent than
the general urban population living in California.
Although Native Americans who leave their reservation do
increase their chances for employment, the uncmployment
rate among Indians in the Bay Area was 30 percent; 36 per-
cent of the families repcrted they had no working members.

Forty-eight percent of the families reported that at
least one member had a health problen at the time of the
survey. One-third of the pcpulation had a self-identi-
fied health problenm; not all of the people with problems
saw a physician within the six months prior to the
survey. Twelve percent reported at least one member had
difficulty receiving medical care, and the major diffi-
culty was rcported to be economic. The rate of hospital
admissions for the . ,an lndian was six percent for six
months, which is closc to the national average of five to
seven percent. Similarly, while 73 percent of a national
sample visited a physician at least once a year, 74 per-
cent of the urban Indian sample reported visiting a
physician at least once a year. The lndian sample
differs significantly from the national sample in the
number of physician visits per person per year: 3.2 per
individual per year, compared to 5.0 per individual per
year for the national sample. Thus, Indians tend to
initiate care at a comparable rate, but do not have as
many follow-up visits. (National data from U.S. National
Health Survey).

Language and tribal grouping were also related to a
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family's regular source of care. Fanilies speaking their
native language, or from the Plains group, had the high-
est percentage of families without regular source of
care, and a high percentage of families who received care
from the OPD and NH.. Families who had menbers who spoke
English, as well as some members who spoke their native
language, or familivs with a non-Iindiian member had the
highest percentage of families who received care from
private practitioners. Those families more recently
arrived in the city had a larger percentage with no
source of care, and more families wic received care from
the OPD and NHC, than those families who had lived in the
city for a longer period of time (Table 1). Length of
stay in the city, however, was not significantly related
to the number of physician visits. If the assumpt ion
that care received froo a regular source is of better
quality than care received from a varfety of sources is
true, then the data indicate a positive relationship
between length of stay in the city and the quality of
medical care received.

Type of third-party coverage was the strongest pre-
dictor tested of the family's regular source of medical
care (Table 2). It was alsoc confirmed in the study that
type of third-party coverage was related to enployment
status, education and tribal affiliation; however, family
income was by far the strongest predictor (Table 3).
Families who reported income between $4000-6000 ( 15 per-
cent of the sample) had the largest proportion of those
(40 percent) without third-party coverage. For families
in the lowest income group, 46 pvercent nad Medi-Cal
coverage and 16 percent had no coverage.  Fariilies who
received care from the 0PD or “Liv tended to aave Medi-Cal
or no coverage at all. The rore affluent Indians were
similar to rhe American middle class. Nincety percent of
the families with incomes over $6000 had some form of
private health insurance, one-third having Kaiser Perman-
ente. Fanilies who received care fronm private practition-
ers tended to have Blue Cross/Blue Shield or commercial
insurance coverage. Families with no regular source of
care usually had Medi-Cal or no third-party coverage,
and were unerunloyed or had a family income of $4000-6000.

Indian pcople living in urban areas, as those on
reservations, seem to underutilize medical services.
Although these and other data revealed that Indian people
have more illness and have lower life expectancies than
the general population, about the same proportion of
people (74 perc:nt) as the national average visit a
physician once a year. However, the Indian sample



Table 1
REGULAR SOURCE OF MEDICAE CARE BY LENGTH OF STAY IN THE CITY

SOURCE OF MEDICAL LENGTH OF STAY
CARE
Up to 1 1 - 3 3 ~ 7 OVER 7 TOTAL OVERALL CASES
year years years years
OPD 112 % 8 % 182 632 100 % 14 2 37
Private 1 10 14 75 100 35 96
Kaiser 0 15 28 57 100 15 40
NHC 142 23 18 45 100 8 22
Mixed 0 0 50 50 100 4 10
Mixed-no source 3 22 22 53 100 13 35
No source 151 9 35 41 100 12 34
Not Ascertained 2
x? = 43.311 p = .0007 N o= 277

1Although this is only 15 percent of those having no source, this 15 percent represents 35
percent of the families in the first year category (5 cases out of 14).

2Although the first year makes up only 11 percent and 14 percent of the OPD and NHC sources
respectively, they represent 50 percent of all the first year families (7 out of 14).

A



Table 2
REGULAR SOURCE OF MEDICAL CARE BY KINDS OF THIRD PARTY COVERACE

REGUILAR SOURCE OF MEDICAL CARE

Kind of OPD PRIVATE KAISER NHC MIXED MIXED-NO NO SOURCE TOTAL OVERALL NO. OF
Coverage SOURCE CASES
Kaiser 0z 4 % 83 2 (1 4 4 2 2 2 72 100 2 17 2 46
Medi-Cal 22 33 0 19 2 7 17 100 20 54
Blue Cross/ 7 66 0 7 10 3 7 100 11 29
Blue Shield
Commercial 20 72 0 0 0 4 4 100 17 45
Mixzd 8 28 4 4 12 28 16 100 9 25
Mixed-no 16 28 2 2 2 39 11 100 16 44
coverage
No coverage 13 17 0 24 0 13 33 100 11 30
Not ascertained 4
N =277

x% = 318.58  p = 0.

Kinds of Insurance Source Combined

Goodman Kruskal Lambda .3105 .2584 .2872

871
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programs. Funds should encourage the establishment of
clinics where needed to meet special cultural and health
needs.

(¢) The government should encourage health manpower
training in urban areas. Support “or scholarships and
stipends should be made available to recent nmigrants
interested in enterinyg the health field. Many voung
nigrants are proud of their heritace and would be eager
to enter a profession to help their people, both in
cities and in rural areas.

(1) Also, in the U.S., speciticaliv, there should
be a health insurance program that is more universal and
provides equal coverage to all in widtever state or city
the patient is livine. It urtan fadians bad access to
both Indian Health Service cdre on reservations and a
pood health insurance provram that would buy medical
care in the urban arcas, some of the decess problems
could be solved. It would certainly encourdage a more
regular source of medical care, 4ecording to the data in
this study.
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NICHOLAS CUNNINGHAM

It is likely that MCH services will assume prime
importance in most basic health care programs in develop-
ing areas., There is intense discussion of the role of
health professionals in such services; at least equally
important is the person who will have to do most of the
work, the primary MCH health worker. What are some of
the issues which will determine the effectiveness of this
worker in rural and urban settings?

So far as one can generalize, the most important
functions of this worker will be to:

l. Know the dimensions of the target population and

be in touch with it.
2 [dentify the health and health-related needs of
zothers and children.

3. Support and educate mothers so as to increase
their health maintaining capabilities.

4. Assess need priorities and health resources and
bring them together intellivently.

5. Find high-risk mothers and children and obrain
and maintain their trust.

6. Bring these mothers and children into the health
care syvstem and help the svstem respond to their
needs.

7. Help other family members as training and time
permits.

Several kev .ssues will be invelved in this person's
ability to do these jobs, these mav be summarized as
follows:

1. For whom does (s)he work? The answer will affect

selection, supervison and reimbursement.

2. How long will (s)he work? This will depend on
the above, but also on the type, length and site
of training and on how much (<)he enjovs the
work environment.

3. Whither will (s)he po in career terms? This will
affect selection, trainin, and job cormitment.

The resolution of these issues will, however, depend
largely on the environment in which the worker will live
and work. What will be some of the important discrep-
ancies between country and town or citv as they affect
the work of the primarv MCH worker?
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Factors Affecting MCH
Primarv Health Worker

Variability of populations
to be served

Visibility of target popu-
lations

Dimensions and variability
of health care needs

Community knowledge required
Technical skills required

Health Care system knowledge
required

Visibility of high risk
cases

Familv resources usually
available to help

Acceptance of new worker

Time needed for attitude
changes in population

Let us now look at the three iss

raised.

1. For whom will (s)he work?

Country

City

limited

good

limited
extensive

limited

limited

good

extens ive

slow

long

the rural worker, to be

more extensive

often obscure

more extensive
less extensive

more extensive

extensive

often obscure

limited

faster

shorter

ues previously

It seems clear that
effective, will have to:

(a) be a person not only acceptable but
respected by the target population and fts

leaders,

(b) have extensive knowledge of the local

culture,

(c) be trainable as a health worker.

This strongly implies nomination by
and then selection on the basis of train
index such as the Raven Matrices)

the health care systenm.

Reimbursement, while probably mostly
care system, should probably include
community-based contribution.
clude some feedback measure of

the community,

ability (by some
and acceptability to

ftrom the health

a local authority or

And supervision should in-
continuing comnunity support.
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work than insiders, who are more susceptible to local
pressures. Training again should be community sased, but
since the worker is already urbanized, the periods of train-
ing can be longer, as is usually required for more technical
content. Ability to work in a team, as well as positive
attitudes towards the consumer population, will be neces-
sary selection criteria if the worker is to enjoy the work
and last long enough te justiry the training provided.

3. The question of whither? This provokes perhaps
the biggest dichotomv between country and city. If the
rural commuaity is tu survive, it must be able to hold on
to its leaders and providers. Since most of us see pro-
vision of health as one of the viucial tugledients of com-
munity development, the primary health worker must tind
fncreasing revards and prestipe locally for each period of
effective service. This, in fact, tends to happen, but can
be enhanced by health care svstem awareness of the benefits
and appropriate awards, both honorary and nmonetaryv. It is
not, however, enhanced by further extensive training to the
point that the worker is either overtrained or overpaid for
the rural job (except in special cases of outstanding
leadership or intellectual drive).

For the urban worker "“e situation is far less clear.
There is less likely te be local prestige attached to long
fajthful service, while the pathway into the urban care
system is usually an obstacle course of professional quali-
fications, union rules, civil service requirements aad
local politics. Primary care systems are poorly developed
and underfunded. Career ladders have rarely been estab-
lished. Un the other hand, a variety ol technical career
ladders in the more prestigious secondary and tertiary care
facilities are often available. Since the comnunity itsel?
may be changing rapidly, it is perhaps unrealistic to expect
the workers to identify permanently with either that par-
ticular community or primary care itself,

It is possible that, with the organization of these
workers in professional associations, and perhaps with the
stabilization and then the develupment of these communities,
careers may develop that are built on the experiential
skills and community advocacy that is so much needed in
primary care.

In conclusion, it seems desirable that we recognize
the substantially different kinds of primary health care
workers needed in rural and urban areas, that we learn
much more about what kinds of persons are likely to enjoy
this kind of work and how to select, train and support
these indispensable primary caretakers in both bush and
boom town.




GERTRUDE 1SAACS

The assumption that urban and rural areas need differ-
ent systems of health care is meaningless. Basically,
their health needs are the same, e¢.g., nutritional, physi-
ological, psvchological, environmental and social needs,
such as family and cormmunitv. ¢ particular importance
is the need for a health care svstem within the context
of the community. Each area suftfers similarly trom inac-
cessibility to care and inability to pav or the costs
of such care. aese problems are nore closely related
(1) to econonmic and political issues or poverty rather
than to health issues, and 2 to tae lack or aa identified
system for health care. T[his situation i~ aggravated by
the demands for curative care ot the more art!luent and
socially sophisticated, «which socicty in ceneral cannot
afford. These issues were well addressed in the World
Bank Health Sector Policy Paper, and have been conlZirmed
ovar gnd over again in practice,.

Solutions to these problems, however, remain elusive.
Traditional health care servi es have been designed to
provide curative care in urban and rural areas alike.
Preventive care has been provided separatelv or not at all.
The mutual needs of both groups for preveative care has
been ignored for the most part. Jreaniced medicine, organ-
ized nursing and governmental avencies have been slow to
accept a primary health care svsten, which combines pre-
ventive and curative care at a4 verv basic level. This has
created a major Jilemma ror innovative primary health care
models in Wester: societies.

Fifty vears ago, the Frontier Lursing Service (FNS)
established a district healzn care svstem., [t later added
a primary care .raining program to Jdemonstrate methods for
overcoming health care problems in raral America. A highly
inaccessible povertv-stricken rural area with no phvsicians
was selected, under the assumption taat 1Y tae methods were

Preparation of this paper was assi-ted by a PRIMEX Grant
No. 5-R18-H30085 by the National Center for Health Service
Research and Development, USPHS, HEW, Baltimore, Marvland;
and through a grant from The Robert Wood Johnson Founda-
tion, Princetun, New Jersev. [he auttwor wishes to acknow-
ledge the research assistance of Alice Westover.,
The opinions, conclusions and proposals are those of the
author, and do not necessarily represent ithe National
Center for Health Service Rescarch and bevelopment or The
Robert wood Johnson Fouadation.
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demonstrated to be successiul in such an area, they might
be chosen to be used in other areas also. Because of lim-
ited availability of medical services, heavy emphasis was
placed on preventive-oriented primary health care, with
the foc.s on mother and child care. A workable svstem of
familyv care evolved, and has been maintained cont inuously
at relatively low cost. The source of pavment, which is
largely an economic and a policy issue, remains a problemn.

The svstem consists orf 4 centrally located hospital
and healch facility encircled by eight nursing districts
located in the community serviced. through this svsten,
until 1975, roughly 30 percent of tie care was piven in
the home, 50 perceai in e aursing district clinics, and
40 percent in the hospital and health tacilities. Medical
backup and other curative services are supplied through
the hospital and healtih center. specialty care is pro-
vided through linkages with state and regional medical
centers and institutions. All are administered within one
organizational structure, which includes research activi-
ties and health manpower trainin,.

Experience at FNs, aad the dats that follows, both
illustrate (1) the importance of preventive care in the
interest of reducing costs, and (2) the constraining influ-
ence o governmental resulations and its policy for reim-
bursement of the provision of health care. Reimbursement
is made for medical care onlv.  FN3 has demonstrated un-
equivocally that primary care services delivered by family
nurse-midwives (primarv care nurses) through a district
system markedly reduce health care costs.  The lives of
many mothers and children are saved, and the hospitaliza-
tion of all age-groups, particularly the chronicaliy ill
and the 653-and-over age-group, is lessened significantly.
Yet the government offers no reionbursenment for preventive
care.

The system of health care is based on the premise
(1) that primary care requires a well trained, but not
necessarily a highly trained, tndividual; (2) that health
teaching and counselling, with supportive care, plavs an
influential role in helping families to establish sound
health practices and to cope with Jdav-to-day health prob-
lems, thus lessening the nced ror cos by curative care,
and (3) that health care benins witin the famiiy in the home.
Health care centers are inportant adjuncts, but thev cannot
satisfactorily replace home care. Some will argue that home
care is tou expensive and time consuning, berfore giving
adequate consideration to the potential roie of the primary
care nurse or the homemaker in providing home health ser-
vices. Consideration should be given to the importance of
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from medical care of the ill, but adds a broader dimension
to it.

It demonstrates the impact of governmental reimburse-
ments and policies on a traditionally preventive-orienved
primary health care program, which has resulted in a marked
shift to curative care and increased costs, without measur-
able conmparable benefits. It encourdges neglect of a pa-
tient until he becomes ill. The care o1 the ill requires
more highly trained health nanpower, nore costly facilities,

nd is more time consuning.  This shift leads to a greater
centralization of services. It nexates the delivery of
effactive preventive care services, which are designed to
encourage =elf-care, and rocus on wood health in contrast

to illness.  We have not even beypun to examine the psveho-
logical and social impact o1 comunityv-based tamilv-centered
care in contrast to technological Iv=tocused hospital-
centered care,

Such shifts toward curative care wive cause for concern
fn terms of the eventual impact en the health status of this
nation and that of the developing nations: (1) the srow-
ing costs or health care, and () the well=being of the
people.  The program, as originally developed and designed
by FNS, shows great promise for a universal model which may
reverse the current trend towerd curative care, 1t the pro-
graz is supported through vovernment.al policy,

Recent health legislation, the Public Health Planning
Act 931-641, supports the prinary care narse. Hentucky is
now in the process of developing reculations ror primary
health care centers which include the prizary care nurse.
(These are based on the model developed b FNS.) In addi-
tion, health legislation is needed which will pernit licen-
sure of the family nurse and the nurse-nidwife in each
state. Ihis must then be accorpanied by appropriations
which will make the svstem workable at state and national
levels.

It is an ideological approach to health care. The
full social und cost benefits will not be felt for a long
tine, nor can the full impact be measured by scientific
metiwds., 1l is a practical approach that oakes sense, and
Zeets current dav-to-dav needs.
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settlements, each with .i nospital providing health care
for our employees and their families. Non-employvee
inhabitants of the surrounding comaunities, not infre-
quently, seek help there in an emergency.

In Pakistan, near pBanarki, 9 small backward town
north of Karachi, we maintain a well-cquipped medical
clinic at the site of our tertilicer plunt.  Enplovees
and their families are provided health services there.
The nearest hospital is more than 30 miles awav., This
area of the country is plagued with peoisonous snakes,
and our clinic has become widely known as the only
reliable source of treatment for snake bites available
to the population for many miles around the town.
Patients come from as tar awav os 300 miles.  We stuck
anti-venom and make it freely available to those who
come to us. In 1972, 513 cases o anake bite were
created; i 1973, 206 cases were scen.

Familv planning activities are undertaken indirectly
or dircectly, depending on local political, religious or
cultural conditions. At cur hospitals in Sumatra, for
example, direct family plunning scrvices, including oral
contraceptives, IUD"s, tubal ligation and vasectomy, are
available to the emplovees and their spouses,

In Singapore, during o revent refinery expansion, we
developed a medel satety program. ihis not only deecreased
significartly the accident rate Jduring tie constraction
perind, but received a fair degree of attention and
praise from the zovernzent and tae pablic media.  For the
first cime in Singapore, hard hats, - afets shoes, safety
nets and belts, when working at nei,;hts, becare required
equipment in hazardous aveas. As 1 re-slt, | tecl that

conscivusness that well could save Tives aad prevent crip-
pling 1njuries in the future.

we maxke a4 determined efforv to upyrade the profes-
stonal capabilities and knowlcdge of oor overseas physi-
cians, who for the most part are autivnalso!l the countries
in whnich they work. FEducational neterials are forwarded
to thea on 4 regular bhasis, and any have been sent to
health centers in the more owdicaliv seophisticated countries
for training courses. Attendance at medival meetings in
their own countries is encourages and is at companyv
expense, frequently cven for our part-tize piysicians.
similar training opportunitiec~ are often provided our full-
time occupational nurses as acll. 8y raising the general
level of competence of our medival professionals, we are
helping co contribice n a positive wov to the health
talent pool of th: nations in which we operate.






IRVING R. TABERSHAW

It is obvious that multinational corporations will
play an increasing vole in the world expansion of
industry. Hence, it is important to cxamine the place
of these corporations in international health.

Sirce I am not now, and have never been, eoploved
by a multinational corporation, it is fitting to ask what
wy qualifications are to speak on this subject. I have
attended many internationil conferences and have had
several WHO fellowships to Europe and to underdeveloped
countries. [ had the opportunity to visit lran some ten
yYears Japo to assist in Jdeveloping a4 school of public
health in Tzhran. Two months age | revisited fran and
observed the shock of rapid indostrialization on tiis
relatively underdeveloped nation. | michit also conment
that many places in the United States have all the
characteristics of an underdeveloped country, and that
the health impact of g national corporation which settles
in such an area is not onlvy reminiscent, but represents
in riniature what happens in the international scene.  In
this area of activity, [ have had abundant experience,

The abservation is repeatedly made that industrial-
ization leads to better health. Henee, o multinational
company which establishes an .ndustry in an under-
developed area of the world provides better health for
the native population. There are manv definitions of
health., The diagnosis of illness is relatively uncertain,
while death is certain and verifiable. Mortality data is,
therefore, a surer index of the health o1 the nation than
m. cbidity, and (1) life expectancy () Jdeath rate (1)
infant mortality are the usual indices quoted.  Lite
expectdancy is probably the best indicator, since it inte-
grates all the factors which affect the well-bheing and the
life of the individual. There are other measares for
deteraining health status: for example, in industry,
productivity, absentecism, and worker norale mav be used,
but these are so difficult to measure that for all
intents and purposes thev are not usetul in the evalu-
ation of the effect on health of the multindat ivaal
corporation. Health statistics demonstrate that indus-
trial nations hav. a4 better life expectancy, a lower
crude dearh rate, and a lower intant cortality (and
compensating for this longevity is a4 lower birth rate
compared to the underdeveloped countries).

wWhile tYe premise is true, that an industrial society
has better health for ics population than other areas, the
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evidence is that this 1s an indirect result, becaus
industrialization raises the stanaced of living and with
it comes better housing, better nutrition, better ¢loth-
ing, better sanitation and less crowding. All of these
lead to a decrease in mortality trom infectious discase,
The most often guoted evidence is that tubercuiosis was
reduced from 20U deaths per 100,000 population from
1800-19C9, when it became JO7100,9400 without effective
treatment, and the disease had become increasingly less
frequent in the United States even betfore the advent o!
chemotherapy.

[t should be noted that 1 zaltinational corporation,
or Ifor that matter any domestic corporation, is organiced
to make profit and that mandgement is not cencerned with
health (except for its public irmager, but rathber is
interested in the efficiency and productivity of its work
force. Tnere is the implicit assumption that a healthier
person is more efficient, but the relationship is often a
tenuous one, e.g., It Is kROown that some individuals with
static disabilities, if properly placed at work, can be
as, uvr rmore, productive than these who are presumabl:
entirely healthv. However, on the assumption that  he
health of the worker is an izportant clement in pro-
ductivity, industrial organizations are interested in
health and manv have well-developed programs. [ misht
comment Gt this peint that ov colleapgues hete represent
the most enlightencd and nos! advanced companies in this
regard and that thev do not necessarily represent the
ordinary multinational corporation.

I would like to discuss 1w the various aspects of
public health activites . . some ot the constraints
under which the multinational corporation operdates.

1. The industrial corporation does have an interest
in public health where endemic disease tnreatens the very
existence of tic project.  The Panama Caaal (ould not bhe
built unless malaria was controlled, and it was enlicht-
ened self-interest of the constraction companies Lo pro-
vide and establish erffective public nealth medasures to
control this endexic and debilitating discase.

2o Managerment is interested ia individual disability
from diseases like tuberculosis, anenia, ilvhorism, drug
addiction, eto., wirteh directiv 1ftevt the productiviey
of the worker and which can be diagnosed andg controlied.
This tvpe of discase is obviously the tocus of interest
on the part of the multinational Corporstion in the under-
developed countries.

b Emergency and carative are or the worser and
his family impose a never-ending problen to all industrial
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establishments. Here the interest of rhe multinational
company is primarily in the technical and managerial
staff, and particularly in the expatriates who have
efither volunteered or been assigned to work outside of
their country. The health care service that tae corpor-
ation provides ror the worker and his fanilv depends on
a number of factors, v.u., the length of stav in the
foreign country mav be short, such as in a construction
outfic, or relativelv long in a4 companv that is preducing
a raw material, affectinug the level and degree of health
care provided. [t mav be, tor example, ecasier to provide
an energeney service, and tor stafr menbeys with compli-
carted nmedical problems to be flown back to the home
country for definitive medical care.  This approach does
not necessarily re resent seltishness or Jisinterest on
the part ot the moltinational corporation, hecause 1t is
well-understood that it is almost iapossible to inpose a
healtih care delivery svsten from the outside on a culture
whose mures, custons, religion, and educational level are
Guite different. Furtiuermore, an offective health care
capacity cannot be introduced unle=s there is a health
infrastructure with properly tr:ined staty, cquipment,
and facilities. Health care services are a national
effore, and, hence, multinational corporations, even if
they wish to provide expanded healsis care services for
their workers and the others, arce lizited by the con-
straints imposed by the situations in the foreign
countries.

4. Multinational corporations have been accused of
polluting the environment. Industry cenerally, up to
very recentlv, coasidered that the cavironsment was
comman property and used the air, witer, and land
adjacent to jus facilities to dispose of ity wastes.

This attitude is gradualls changine, 3o, this lack of
concern with regard to environmental pollution still
represents the attitude on the part i many multinational
corporations., Tais statement tuv be vigorously denied
and even refuted by some of the far-sichted and exper-
ienced multinationals, but as a general <statement it
probablv holds true,

5. Another Linitation on healt!s care services pro-
vided bv a single industry is the nigrition of rural
workers to the urban environsent, which is apt to over-
wheln the resources of any plant, ianc uding any medica)

staff, facilities, or cquiprent thes =iy install.
Industry in the U.S5., when establishing new plants, most
often look tor a settled comnunity where the amenities
are available, such as churches, restaurdants, anusements,
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etc., rather than buildi-. these facilities de novo., The
burden on private industry is apt to be overwhelming if
all such facilities have to be created and is avoided if
possible.

6. Another constraint on providing health care
services bv any one industry is that the responsibility
for this tvpe of development in an underdeveloped country
is entrusted to povernment agencies within the nation or
to international organizations.  Anv one coapany is at a
disadvantage in trving to provide a service without the
help of these organizations. An industry is not inclined,
unless forced to, to be subservieat to these other
interests.

7. There usually is no body of informed or trained
technical workers, Jand the health pdase in nost under-
develop:d countries is inadeduate.  Usually there is no
one to speak up tor the worker or for the protection of
the environment. Hence, there is no public movement to
deveiop environmental protection or health care.

8. The attituie of most nultinational corporations,
and of domestic industrvy as well, out of bitter exper-
ifence, is not to get iavolved in health care services for
these dre too diffuse and touo expensive, Lf it does, the
worker and his tamily mav turn on the industry as too
paternalistic or trvinyg to control a vital area in the
life of the individual. Generally speaking, theretore,
multinational corporations, as well as other firms, are
indifferent or pun-sh. and make it 1 policy to be involved
in the kealth care of the native population as little as
possible, except tor the care of the technical and mana-
gerial staff of the expatriate and the native population.
Nevertheless, the establishment of o health care center
for this favored group provides a standard and a tech-
nival resource which, i the underdeveloped country
wishes, it can call upon.

In summary, the zultinational corporation brings to
the underdeveloped country clementary sanitation, i.e.,

a safe water supply, o waste disposal svstem, the control
of endemic discases, and advice aed suidance on other
aspects of public heaith. The indusitry becomes a tech-
nical resource for consultaction and occasionalty for
specific suppore for the control of public health problems,
Persoral health care services are usually limited and
benefit mostly the vxpatriate and the upper socineconomic
group of the native population. In addition, the nulti-
aational corpuration provides a wehivle for introducing
health services and Tor teaching, by example, the use of
facilities, equipment, drugs, and other paraphernalia of
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health care services. For the developed country, the
multinational corporatfon {s just another industry and
adds to the burden of the health problems In the indus-
trializec nations, namely, degenerative and neoplastic
diseases. Howevever, this Is more than compensated for
by larger benefits of industrialization.
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ELLZABETH SilARP

As we focus on the contribution women can make in
the health care field through gainful emplovment, |
wish to explore with you the relationship between work
outside the home and parenting. My frame ol reference
will be werking mothers in the health tield; my
model will be a Nurse-Midwifery Service which employs
several nurse-midwives part time.

The verb "to parent” has achieved common usage but
appears in few, if any, dictionaries. Therefore, I shall
share with you the definition written by Fitzhugh Dodson
in 1970: "to use, with tender loving care, all the
information science has accumulated about child psychology
i order to raise happy and intelligent human beings."l
lmplicit in this definition is that parenting is a learned
roie and a time consuming one. As inexact as the science
of parenting is today, it cannot be left to chance. In
our society today, where it is estimated that almost half
of the women are working outside the home, the important
work of parenting faces competition. Bronfenbrenner,
in a recent article on "The Origins of Alienation” stated,
"When there is no support or recognition from the outside
world for one's role as a parent and when time spent with
one's family means frustration of career, personal ful-
fillment and peace of mind, then the development of the
child is adversely affected.” Farly adverse effects
are emotional and motivational; antisocial acts and
thinking disorders occur as later manitfestations of
deficits in parenting. Bronfenbrenner offers explana-
tions for the failure to achieve successtul family con-
ditions; he includes the withdrawal of social supports,
isolation, breakdown of the extended family, neighbor-
hood, and community.3
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As we all know, women have not been silent in the
last decade over their roles. Their discontent was
initially highlighted in 1963 bv the controversial best-
seller, The Feminine_ﬂxﬁtiqug. by Betty Friedan. Home,
husband, and children no longer represented all that
vomen wanted or all that it was thought thev wanted.
“Self-realizatfion," "selt-fulfillment," and "identity"
were considered essential. Work outside the home was
a means of solving the identity crisis. Having to work
for economic reasons was no longer the prevailing reason
for women sa2eking emplovment.

Despite the emphasis on changing roles for women,
we are still far from ensuring that parenting will occur
whiie mothers work., It seems likely that expressions of
dissatisfaction with the stifling role "at home" are not
coupled with a chanee in attitudes specific to caring
for children. Data frem a 1970 Narional Fertility Study
indicated that a majority of respondents (under 45,
married or had been married) felt the man should achieve
cutside the home and the woman sibould take care of the
home and fanmily. Furthermore, less than half of the
respondents felt that as warm and sccure a relationship
could be developed by working mothers with their chil-
dren as compared to nonworking mothers; and a majority
felt that preschoolers suffer if the mother works.
Blake, in interpreting these findings, pointed out that
if it is "so clearly normative for women to give primacy
to their derived status ir they marry and have children,
few highly developed socicties attenpt to offer much
supplezentary help to married wonen who work.'"? There
is little question that we are in the earlv stages of
devising ways to enable mothers to work and still ful-
fill parental responsibilities.

lLikewise we are in the early stages of research to
assess the effects o1 maternal enplovment on the child.
Hoffman recently reviewed mere than a decade of research.
In her review, Hoffman stresses limitations of many of
the studies and encourages research which would "examine
effects under specific conditions." Nevertheless, her
analysis of findings of numerous studies is interesting,
supportive of working mothers under sone conditions,
and illustrative of the complexity of studving effects
of maternal emplovment on children. uf special relevance
to examining the relationship between work and parenting
are the following tentative tindines. First, with
respect to the mother's emotional state: "The working
mother who obtains satisfactions from her work, who has
adequate arrangements so that her dual role does not
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types of care, !.e., clinic visits, postpartum rounding;
unscheduled events, such as emergency room visits and
labor and delivery, are handled by the nurse-midwife on
duty. This system clearly limits, but provides part-time
work options. Nurse-midwives functioning in the clinic
must work frequently and repularly enough to see their pa-
tients fin tihe clinic and in the hospital after parturition,

The successful emplovment of women who are concur-
rently fulfilling the parenting role involves the commit-
ment, participation, and/or support o' the emplover,
colleagues, community resources, the emplovee's family,
and the part-time emplovec herself. It has become appar-
ent to me and mv colleacues in our Wurse=Midwitery sSer-
vice that part-time or special workers are important, but
here are some of the things we've learned.

A position must be tailor-made for tiae part-time
worker and consist of functions consonant with tie philo-
sophy of the healtn care svstem. !t is helpful ir the
weekly worl. schedule can periodically contract or expand
to meet needs of the worker's fumilv or the needs of the
health care svstem. The part-time worker must be
accepted by tue full-tim emplovecs.  Several processes
seem to facilitate this: (1) full-time personnel parti-
cipating in identifwving potential tunctions of the part-
time worker; () sharing with staff the indications that
the potential part-time worker has satisfactory substi-
tue care for her children; and () identifving the unique
contributions that tiw part-time worker brings to the
health care system.  Initially, =v colicavues were reluc-
tant to employ part-time nurse-midwives. Previous
experience for some had demonstrated that part-tinme
workers were a burden--thev worked desirable hours and
missed work when the children were ill. Any perceived
preferential treatment is resented. lowever, we have
found that a group committed tu tie preferences of all
workers, full or part-time, and aware of the unique
contributions of all, scems to avoid the discontent which
might be engendered by meeting work needs of some indivi-
duals.

Because of the varied scheaule demands we must meet
in staffing the clinics, labor and delivery, and a twenty-
four hour on-~call service, we are able tuo adjust to the
preferences of all. Because part-time workers ease the
clinic and labor 2nd delivery load during the dayv, our
full-time employees are uble to schedule special projects
that fulfill their own growsh needs as well as the
department needs.

As 1 implied earlier, it iscrucial that the part-time
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This paper demonstrated that the health needs of
American Indian people are greater than are those of the
society as a whole, and that the hicaitiv care resources
are less than the society's as a whole.  In vears past,
both the federal and private sector stated that one wayv
to improve the health stacus of Indian people was to re-
cruit Indian women in leadership roles within the health
delivery svstem. dowever, dccording to these nlanners of
Indian hea'ihi care, there were no qualitied Indian women
to o-sune leadersuip roles.  Yet as Indian wonen Jdo be-
come qualified and, indeed, do seex leadership positions
0 the aealth care svsten, the health cdare svstem seems
reluctant to accept their qualirications.

Ihereby, Indian wozen are left with the question:
what is the role for women as health care providers!















202

comprising the private sector. Furthermore, their member-
ship is usually small, drawn from the capital city area
only, and comprised mainly of individuals from the middle
socivecononic  class of the socletv,

Also included as a part of the APHA study were
successtul demonstration projects in Costa Rica and the
Philippines in which eftorts were Jdirected toward
strengthening voluntary involvement in health work.

when the study findings were shared with representa-
tives of voluntary healt. organizations and governments,
the governments considered the concepts most useful and
proposed further action be initic «d as soon as possible.
The representatives at the Costa Rica Conference recom-
mended and took steps to establish a National Committee
of Voluntary Health Organizations. Participating proups
pledyed staft and other supporting services to aid the
Cornittee in achieving Jeval sanction and in preparing
a plan of action.  In September of this wear, the National
Committee achicved legal recognition,

In the Philippines, in which representatives fron
Lo countries participated, it was the consensus that the
voluntary and private sectors ot developing countries
should be more activels cngaged in helping to meet the
nealth needs of tneir aations.  jhe opinion was expressed
that a4 good means ot avihieving this goal would be to
establish linkages witu the voluntary and private sectors
of developed countries where the resources and work of
noagoveranental  groups have nad, and continue to have,

A shanificant effect on health developrents.  The
establishiment of these linkases was cncouraged.  Joint
action or the priviate sectur in developing and developed
countries could offer expertise, <hared experiences and
added resources ror major contributions for nealth
inprovenents in developing countrics.

e APHA has been asked to explore the interest of
the U.s. wvoluntary and private sectors in participating
in tae tormation of such linkares.  The Stratewy Con-
terence® is for this purpose.  Invitations have been
exteaded to a broad sampling of the .5, voluntary and
private sectors, including business, industry, labor, civie
organizations, philanthropic nroups, protessional socie-
ties, relivious organisations and voluntary health

’th\)pics of tie Conference report are available by
writing to: Mr. Russell [ Morpan, 'r., American Public
Health Association, Division of Iuternat ional Health
Prograams, 1015 138th st., hewe, Washington, D.C. 20036,
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agencies. Approximately 40 participants are expected
to attend the Conference to be held on November 10-11,
1975 in Washington, D.C.

An initial step was the formation of a tonference
Planning Committee with membership dra-m from various
elements of the U.S. voluntary and private sectors.
Participation of the members has been on a voluntary
basis and supported by their organizations. APHA, with
funds from AlD, has provided staff and consultant
services, uOther expenses associated with the Conlerence
are being borne bv the voluntarv and private sector
organizations and AID.  The kev question to be discussed
by the Conference particpants will be, “Under what
conditions and in what wavs might the vojuntary and
private sectors in the United States work with the
voluntary and private sectors in developing countries,
to encourage and support increased voluntary citizen

participation in the health affairs o¢f developing countries.'



DAVID M., FRENCH

By the early I9ou's under WHoO leadership, an ever-
increasing erffort was being rounted to eradicate smallpox
trom the ecarth., lhe United States, through its Agency
ter International Development (AID), hecame involved in
a major way through the WHO Atrican oftice 4t Brazzaville,
bepinning in 1966, 1o help in smallpox eradication from
the atrican continent. Recent reports in the press are
controversial; but some clain that, with the exception of
Ethiopia, smallpox has indeed been eradicated in Africa.

The implications of the successtul eradication of a
stgnificant killer and crippler of mankind by prevent ive
means, tor g finite and reasonable investment ot funds
and perseanel, dre indecd mind beegling,  When compared
to the {nfinite investment in time and noney required for
the treatzent of the same Jdiscese and the amelioration of
its crippling ertects, oue can Jdeduce that maxinum exten-
sioan ot the prevention model to 1 nuaber ot other diseases
i> ultimstelw the more rational approach. It was quite
natural, therefore, for WH) and ALY to qesire to build on

their success in seelipox eradication by cont inued

w-how which had been
developed ooy recional B asis, ond which in turn bad been
s¢ essential 1o the saccess 0t tne smallpox eradication

refinerment 0! the orcanisational

Campaivn., [he means 0! saccess were no less obvious te

the ministries of health o tue warious countries, and,
Lherelore, meetings o these carfon- ministries, WHO, and
possible denors, soon Ted to 0 ensns in early 1973 to
establish o rewional approach @0 faealty problems; in ali,
Jdentral and West Alrican sountries were involved,

wHO dnvoelvement, with AlD us g possible doror, came
te closure in a meeting at Hrassaville, Februare 21-?0
Fo7 3, the product of whic was o project yaper issued by
wWHO L tree Biighlighes o which Do stall cover in summare.

Itic project geals identiried were: "(a) to

stroenethen the orcanisation and manageneat o! the

inistries ¢ health in 29 ventral and sest Atrican
coutitries; b oto continue establistie ! lisease control
Frogvamst and G to andertare additional programs,
includine health planning g the delivery ot public
health services as determined byoooanivy oprivorities,
resources and needs,”

The prodect paper speciti- alle notes two basic
assumptions: (1) that "the coantries ot the region will
continue their cooperative relationstips with WHo,
L'organisation de Coordination et o woperation pour la
lutte contre les Grandes bndenie (oeear) and L'organisation

)
o



de Cooperation pour la lutte contre les Endemies en
Afrique Central (OCEAC),” and (2) "...other major donors
will retain, as a high priority item the development of
basic health services...."

Four kinds ot activities were designated as those
which would develop effective mechanisms for dealing with
the region's health problems, as follows: (1) coordinated
planning, (2) manpower training, (3) development of a
prototype health delivery svstem, and (4) improved demo-
graphic and disease collection analysis.

Lastlv, in the paper’'s discussion of the goals, it
should be noted that it was anticipated that (1) "interest
will be developed by other international donor organfza-
tions that will facilitate closer coordination, plarning
and coopera- fve health programs, and (.) tunds from
other sources will be (made) availlable to assist in the
development of certain elements of the health delivery
svsten such as MCH/child-spacing, demographic and viral
data collection, nutrition activities, otc.” In addition
to the U.S., other donors identified were Franee (FAC,*
OCCGE and OCEAC), the United Kingdom, UN apencies (WHO,
UNICEF, ILO, UNDP, etc.) and the host countries.  Also
identified in terms of specific programs were the Euroobean
Economic Community's Eurcpean Development Fund (FED),
Canada's Canadian International Development Agency (CIDA),
and sSweden's Swedish International Devetopment Agency
(SIDA).

and, lastly, certain specitic provrams ot AlD in
existence were pinpeinted: the Materaal and Child Health
Extension project, the DANFN project in Ghana, the
Cniversity Center tor Health Sciences (ULY5) project in
the Cameroons and the OCEAC Pqblic Health Training Project.
All were identitied as essential tie-ics to the proposed
new ’O=-country project.

Of great interest, as we developed our proposed
project in respons: to the orecei'ng coslsy i5 an eloquent
presentation in the project paper incicating the vasiness
of the problem (backed up by statistical quotations) and
the smalluness ol the resour.es in personnel and tunds
available. The conclusion was the need tor  reorientation
of health services, and ! quote: "ihe countries ot Central
and West Africa are now realizing the accessity tor expand-
ing the provision o! health services o the rural popula-
tions emphasiziag public health antd prevention,  Thev are

* tonds Jd'Ajde et de Cooperation de la Kepublique
Francaise
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also beginning programs for health personnel in order to
equip them for this new role." [t ig Turther pointed out
in an AID Reconnaissance Team Report that "heaith problems
of the region are dominated by preventable diseases of
mothers and children, who comprise 65" ol the population
and are located predominantly in the rural areas.,..The
health delivery svstems of the region are characterized
by an emphasis on curative medicine in urban areas, Thus,
the governments of this region are attempting to meet the
healeh challenge posed by an overwhelming burden of pre-
ventable diseases with resources that are basically
inadequate, and a (large) portion of which are being
unwisely invested." Thus, i* can be seen how the conclu-
sion to reorient health se.vices was arrived at; and to
indicate the rfull extent of this reoriantation, I further
quote: "In most of the countries of this region, a health
delivery svstem designed to reach the greater part of the
population is going to be largely dependent upon health
workers, other than doctors, a: the primary providers of
health care. Thus, training of health personne! to
function effectively as the extension worker in the
delivery systerm is a prime necessity,”

Following the “Ho-sponsored Brazzaville Conference,
a specific project proposal was senerated and ultimately
funded by AID.  The three areas te be addressed were
identified as (1) to develop and improve Health Planning
and Management capabilities ot Ministries of Health,

(1) to rfurther develop and tmprove health manpower
trainiae, and (3) to further develop and expand a disease
surveillance and health intormation system,  One should
note at this point that these vicaonpass three ot the four
activity areas referred to above in the WHO project paper,
leaving out onlv the development o7 4 prototype health
delivery svstem.

{he li-country project proposed by AID was to be
accomplished in two phiases, the ahove three activity
areas being accomplished in Phase [, further identified
as 1 acnoperative  phase in terms ot specitic delivery
program activity, The initijal phise was proposed to
Cover a4 two-vear period, cenerated out o A0 african-
based oftice which would Jdraw heavily upon consultants
who would spend briet periods on the scene in Africa,
Such activity would in ertect constitute the planning and
Preparation for an operative Phase [1. specitic objec-
tives to be addressed in Phase ! woul i be:

(1) improving and extending training programs for

health officials at the regional centers in
Lomé and Lagos;
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Phase I (two years) will utfil!fize consultants to assess,
analyze and propose approaches to health care development
in the individual countries in a regional context. An
operative Phase I, to follow, will he developed as a
natural outgrowth, reflecting previous thought and plan-
ning in collaboration with the ministers, their council,
WHO, other donors and other programs. A plinned ongoing
program of evaluation by the American Public Health
Association should contribute much of value for future
use in other fnternationil health Jevelopment projects of
a sgimilar nature.


















On the other hand, several projects in Bangladesh
have demonstrated that 63 percent o the country's
medical needs ca: be adequately met by ovillage health
workers with a few months' practical training, together
with continuing vetraining. These people do not need
expensive housing, nor Jdo thev expect elitist schools
for their children and supermarkets for their daily
needs.

tlow then do we resolve this problem!  Let me sugpest
some pussible solutions as topics for our general debate.

1. Vur first concern should be the creation of a
national will to develop primary health care for a total
population as the first privrite. Without such a national
commitnent to change, our models simply provide answers
to questions wihich were not being: asked. It may require
bvpassing the ministry of nealti to seek the highest
level of government.

2. Where such a aaticnal will for change cannot be
expected, we should conceatrate on aericulture, housing,
sanitary measures and healta educationg, which will
arobably contribute more to aealth taan the upyrading
of hospitals.  fhis would be mv understanding of option
nuaber one proposed by the world Baas.

3. we should declare o moratoriam on the tunding
of sophisticated and hichly technelocical tacilities
until there has been 1 Jemoastrated «will to build up a
network of primary health tacilities which will make
thex relevant.

4. we should stop exporting our models, which are
usually inappropriate and nuch too costly.
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the ability to be flexible in their arrangements when
negetiating with host of ficials, other voluntary agen-
cies, and international organizations.

2. Ianovation.  For the most part, voluntarvy agen-
cies and zission sroups have the ability to attenpt new
project desians and plans.  one of the reasons this is
Pussible Is due to the fact that in rost Cdses resources
or a4 new project will he rebativelv small in relation-
ship to Lovernmeat-to-jgovernment projects, and, there-
fore, the risks are all. Rarelv is it possible for a
voluntary agency to assume responnibility for a progran
which 2ignt have disastrous effects on the host country.

3. Fast Action. In =ost instances, voluntary
dpencies do a0t nave to find their wae throush a vast
honeveonb of o burcaucracy to make provras decisions.
Inis is one of the reasons thew have been of tremendous
iaportance i international disaster relier.

e LCnSILivity Lo Constituencies. A voluntary
ency must oalwavs be award Dhat in making policy and
progran decisions, those paving for the progran feel
they have o right to question and criticize what is
being Jdone he the dapency; therelore, manavement of volun-
Lary agencies is especially sensitive to constituent
feelings.,  This is in contrast to the way government
Proprams taske shape and form, even thouh we would like
to think that the Congress, as it represents the people,
ASK the necessary gnestions of United States Government
foreign assistance prograns.

3. Humanitarian Purposes. In most cases voluntary
agencies describe their prograrms as humanitarian in
nature. We would be naive to believe rhat there mav rut
be political overtones in some progran decisions, but
we can be relatively assured that no voluntary agency pro-
gram is instigated for reasons of pelitical expediency.

. Staff Practitioners. in the past, those who
worked in the field overseas were :xpatriates.  Rapidly,
after a period of training, United States voluntary
agencies are making .ore and more use of indigenous
personnel.

7. lLessons Learned. After vears of experience in
working overseas, voluntary augencies have picked up
those attributes which are now being discovererd by the
"avant guard" i- developrment assistance. Theze attri-
butes include patience, tenacity, dacculturation, diplo-
nacy, and sensitivity to local mores.

A new word has entered the development practitioner's
lexicon--the word is "integraticn.” The use of g parti-
cular word or phrase, as all of us Know, will no' solve
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the complex problems confronting tne world aunv better
than words and phrases used in the past, such as "self-
help,” "people to people,” "a generation of rising
expectations,” "develupment decade,” and manv others.
integration of health services in tie area of family
planning and nutrition is another wav of statiag that
in the healtihv field, as 1n cther functianal sectors,
it is time for both public and private entities to
address speci fo problems with an nnderstanding of what
is taking place in other sectors affecting these speci-
fic problens.

Allow me to detail some of the wavs this activity
Is takine placa within the voluntary acencwy endeavors,
in only one country, the Philippines. In 3 survey con-
ducted and pudblished by the lechnical Assistance Infor-
mation Clearing House, dated $ulv 1905, concerning the
programs o ULS. private nonprotfic orcanisations in

Lue Philippliaes, 1 was coand that some 99 organizations
were inv. Ived. The total financial involvenent of these
Jsencies in the Philippines covering 4!l runctional sec-
tors of progrmaing arounted to 24,304,207, Alphabeti-
cally . the orpanizations inavelved ranced :rom the

AFL=Clee Asian Armerican Free Labor Iastitute to tie Toung

women's C(oristian Association,  Sencies involved in

Bealth servaces per se, partivularly those in family

planning and nutrition, aumbered oaly five. These five

operated or supported operational prosrams as follows:
1. barrio adult education proyrums intevrated with
responsible parent, child care, agriculzural,
and nutritional provrans.
2. Maternal/child dealth Centers emphasizing
nutrition, pre-postnatal nealti care, and
fanily planning projects coubining “ertility
egulation information and multiple MCH ser-
vices
3. One agency made zonev available for an MCH
family planning project as well as providing a
grant to the National Federation of Philippino
midwive: for a conference on family planning
and nutrition.

4. Another agency gave tunds for an MCH family
planning demonstration project.

3. A fifth agency reported that it provided United
States AID with expert personnel to promote
peneral nutrition and faaily planning programs.

Those whoe have worked with voluntarvy agencies over
the vears realize that programs instigated by these agen-

cies can only be supplemental and complementary to the
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work needed to be accomplished by the host government
and its people. Hore activity nmust be direzted to
fdertifying the vast array of entities focusing on
developmental problems iu a particular country. This
array includes not only the public and private sectors
but also the multinational coporation and international
crganizations.

To be up to date on the various kinds of activities
taking place in any o.e developing nation requires a
considerable amount of monitoring and research. As a
result, this is a continuing concern of voluntary agen-
cies. It is hoped that more sensitivity to this develop-
menta) gestalt approach will begin not only to move all
cencerned to the threshold of meeting some of the
populatior/food problems, but will place us well within
the door of solving some of these problens.
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In the early part of this century as the quality of
dental education increased, and in the third and fourth
decades as comprehensive public dental health services
began to develop, dental caries was the unrivaled number
one eneny which had to be overcome to restore or maintain
oral health. Justification for more manpower aund ser-
vices was usually based on statements which claimed that
dental caries was as prevalent as any disease known to
nan and caused great suffering and hardship to mankind.
In more recent decades, those who felt that dental caries
had received more than enough emphasis and had taken a
global look at the prevalence of oral diseases--so far as
data allowed--tegan to point out that perfodontal dis-
eases were more prevalent than caries, even where preva-
leace of the latter was very high, and still seemed to
be a 2ajor oral health problem in populations where caries
prevalence was low to extremely low. They also pointed
out that our lack of impact on periodontal diseases con-
trol and prevention meant that many resources were
expended in some populations to save teeth from the rav-
ages of caries, so that they could be lost at an early
age due to periodontal damage.

This valid and important message soon gave rise, as
is so often the case, to a fashion of pciating out that
periodontal diseases for many populations were the impor-
tant oral health problens upon which we should concen-
trate rather than on dental caries.

Now it is time to think over this sequence of action
and reaction and to react to the reaction. First let us
look at the global pattern of dental caries which has
been pieced together from the dental epidemiological
information program of WHO, and for which more and more

239



QL0

information becozes available ronthly through use of WHO
standard methods Tor dental eprdeniology,

Phese data show os that two-thiris o Lnree-quarters
ot the world's popalation huave, at most, moderate caries
previlences When that iaformation is coupled with the
rRaowledie that there IPpedars to he ao o such viriation in
periodental diseases, it would seem that we reallyv ought
to vonceatrate on periodontal healtn for the vast najority
of the world's population.

However, our data fail to show a distursine feature
ot dacreasing dental caries inthooe populations which
once vinjoved aear frecdos from the disease. ilere is oan
unzistarable trend in recent data indicating that these
increases, wiich can be six ¢ twelve-tald, are occurring
where arsanization and dietary changes are Gappening. It
Is hardlv necessary to add that those changes are rapid
and vast in the Jeveloping world., %No similar alteration
in population experiences of periodontal discases are
indicated by our Jdati.

the prevalence contrasts, changes and lack of changes,
provide a range of oral health situations which require
certain modifications in dpprodach for any specific popu-
Lation.  However, that range can be simplitied for our
deliberations to two extreres. At one extreme there is
the highly developed country with plentitul, if not ade-
quate, dental manpower and high prevalence of both caries
and periodontal conditions. At the other is the UN list
of least developed countries where dental nanpower is
extrenely scarce, periodontal discases are common and den-
tal caries prevalence is very low, bu: increasing.

fhe highly developed countries, tvpified by the former
extrane may or mav not have compreiensive school services,
but, in general, they have the caries problem fairly well
under control. Their effect on periodontal diseases
appears to be minimal and, unless there is widespread
fluoridation of water supplies, their preventive effects
on cither condition leave much to be Aciileved. A WHO
study of deliverv of dental care in live such countries
shows that two of the prevailing systems have achieved
virtually total care in respect to dental caries, but no
significant reduction of the disease, while for the
remaining three about half of Lite caries are treated, but
one of them has been successful in its preventive program.

In developing countries, the trend to plan a modest
national oral healteh progran is emerging, but increases
in caries prevalence, if unchecked, arwe likely to over-
wheln such efforts with needs and denands for which there
could not be a sufficient timely response in manpower
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passive differences in accent. fmergency and demand ser-

fces are usually well provided ror in developed countries,
whereas thev are a priority issue in developing countries,
where use of health (non-dental: auxiliaries is probably
thie only solution for providing these services in an
organized wav.

Svstematic services for target groups may be compre-
hensive or minimal in developed countries and operat ing
quxiliaries mav or mav not be used.  Where such services
dare desired and deficient, firm plans are needed invol-
ving the rationing of resources winich are available
and developrment of those which are not. tlowever, there
Is not the sense of urgency in such sityations as in the
other extrenme, where well-planned services, utilizing
operating auxiliaries and in seneral making the most
econonic use possible of resources, Jdare essential to
handling the problem which exists and to preparing for
future problems, Again, there 15 need for integration of
manpower production with services to be provided for any
population, and that integration should apply as well to
the whole dental health team and to all health manpower.
However, that need is another exaaple of the greater
urgency for careful and racional planning in the devel-
oping situation, where less than optimal use of manpower
resources is even more trapgic than in situations where
those ressurces are more plentiful.

Evaluation of plans, poals and prograns provides
the same contrast as for nanpower production between the
two extremes.  An integral part of planning in anv situ-
ation, it is probably more critical in developing situ-
ations because the rate of change is usuallv more rapid.
Admitetedly, if a total population with high caries pre-
valence intrcduces fluoridated water supplies, there will
be a4 dramatic reduction in treatment needs for school-
children in a 10-vear period, but even with comprehensive
services there can be rechanneling of resources for other
needs. However, in the developing situation, rhe change
in the other direction, which occurs despite all efforts
to prevent it, needs an carly warning svstem so that a
different approach can be substituted hefore the situat on
gets out of hand.

These contrasts explain the basis for our WHO pro-
8ran to assist member states in the provision of oral
health care. To summarize, in terms of WHO cfforts, om
program area is assistance in planning at the national
level with measurable poals, and integrated both with the
overall health plan and within a1l aspects of dental ser-
vices and manpower production. Whatever the program, be
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it preventfion of a disease, oral health education to

change behavior, provision of services, or production of
aanpower, measurable goals are suggested and included in
calculaticns of resources needed. Thus, if caries is to
be 1 DIF tooth loss in five years time, or demand is to
be 20 percent higher, resources arve planned accordingly.

Associated and of equal importance is our preventive
program, which is based on a resolution passed at the
world Health ~ssembly in Geneva in May of this vear.

This program consists, first, of assisting a certain num-
ber of renber states each vear to develop national pre-
ventive programs in oral health, particularly by use of
fluorides, and of generally promoting prevention as the
top priority activity in oral health endeavors. In
addition, vur preventive program will include a research
coordination activity aimed at improving our ability to
assist, and it will be supported bv an information system.

Jur global epidemiology is a vital servicing acti-
vity which will improve our basic knowledge of oral dis-~
case prevalence and will monitor changes to which oral
health programs need to react. This activity will include
intormation on oral rmucosal diseases, as well as the com-
nmon conditions, and will be integrated with the preven-
tive information svsten.

As further support for planning activities, we are
involved in curriculun development for auxiliaries and
professionals related not only to each other but toother
health scvctors.

We feel that through these program areas we have
developed an approach and methodology which is versatile
and targeted towards the promotion or maintenance of oral
health for all people.



ROBERTO GEREDA T.

Promotores Rurales En Salud Oral
De Guatemala

El crecimiento explosivo de la poblacidn guatelmalteca,
la elevada proporcidn de la poblacibn que vive en communi-
dades rurales pequefias v aisladas (el 647 de la poblacion
vive en 3,903 comunidades de menos de 2,000 habitantes),
un ingreso per capita extremadamente bajo, en el 4rea
rural (Q80.00 al aflo) y una educacibn primaria que cubre
Gnicamente el 507 de las aldeas guatemaltecas - de las
10,000 aldeas que hay en la Rep@blica, sGlo 5,000 tienen
escuela vy maestro - (10) son factores que influyen direc-
tamente sobre los problemas de salud v sobre los servicios
de salud en la RepGblica de Guatemala.

En lo referente a servicios de salud oral en el in-
terior del pais, las cifras actuales, indican que se tiene
en el interior del pafs, un odontOlogo por cada 43,114
habitantes, en tanto que en la ciudad capital existe una
satisfactoria relacidn de 1:3559, la cifra anterior con-
trasta con el hecho de que tan s6lo en el Departamento de
Totonicapan, hay 168,700 habitantes v ningfn odontblogo
laborando en forma regu{gr e ese Departamento (2, 3, 7, 12).

En 1971, las estadisticas de Amfrica Latina y el 4rea
del Caribe sefalaban que shlo tres pafses (Argentina, Chile
y Uruguay), tenfan mas de 3.5 odontédlogos por 10,000 habi-
tantes. Mis de doce pafses no alcan:aban un promedio de
un odont6log0 por 10,000 habitantes. El promedio del firea
era aproximadamente de 1.9 odontdlogos por 10,000 habitan-
tes (11).

Para el aho de 1975, en Guatemala tenemos 0.8 odontd-
logos por 10,000 habitantes. Lo anterior nos indica que
estamos entre los doce pafses de Amfrica Latina que no
alcanza una relacibn de 1:10,000 habitantes, y que Guate-
mala est3 por debajo del promedlo general del 4rea que es
de 1.9:10,000 habitantes (12), a estas cifras desconsola-
doras hay que agregar el hecho de que la comunidad rural
en un alto porcentaje no est% motivada para "demander los
servicios odontolbgicos," salvo en casos de emergencia (1).

Se reconoce que la escasez de personal de salud de
todas las categorias es uno de los mayores obsticulos para
el desarrollc y fortalecimiento de los servicios de Salud
en nuestro medio (13), y en muchos pafses es imprescindible
recurrir al empleo de personal adiestrado no profesional,

y éste cuando esth adecuadamente supervisado, pue de con-
stituir una contribucibn valiosa a la salud (4, 5).

Los recursos humanos son los nfas diff{ciles de manejar.

Para producirlos no sélo se necesita dinero y hombres, sino
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también tiempo (13). El efecto de cualquier medida cor-

rectiva que se adopte al principio de @sta década, no em-
pezarﬁ a sentirse hasta 193J. Esto es lo que constituve

el fendmeno latente de los recursos huranos.

£l problema de la salud cral no es un problema pura-
mente odontologico, también es un problema social (9) y lo
que debe buscar la profesion dental en nuestro medio, es-
poner al servicio de la poblacidn los conocimientos adqui-
ridos mas que revisar la parte tecnica v artesanal. La
noble frase de la Universidad de San Carlos dice: '"Id v
enseiiad a todos."”

Se dice que sb0lo el odontblogo debe intervenir en la
cavidad oral, pero de cara a esto, en la actualidad ningin
odontdlogo graduado estd llegando al “4rea rural dispersa
suatemalteca, en donde vive el 647 de la sente, entonces,
definitivanente debemos pensiar en otra alternativa immediata.

En vista que es competencia de 1o Facultad de odon-
Lolngﬁn la prepnracisn de los recursos humanos odontolbyi-

Cos, sean dstos de cualquier nivel, se decidio en el ano
1969 iniciar en el Departanento de Huchuetenango, un pro-
wrama piloto de: "Promotores Rurales en salud oral," medi-
ante la seleccion de 18 Ifderes indivenas de 10 municipios
v o aldeas de aquel Departamento de la Repﬁblicn de Guate-
aala. A los candidatos promotores de cada conmunidad, se
les exigfﬁ cierta educacion basica (saber leer v escribir),
y_fueron seleccionados en algdn grado por la gente de las
comunidades respectivas.

Los objetivos inieiales del programa piloto en el ano
1969 fueron los siguientes:

1. tvaluar el adestramiento v la utilizacifin de un
nuevo tipo de personal rural en Odontologia ("Los Promo-
tores en Salud Oral").

2. Jue los promotores sean las personas de enlace
entre su conunidad v los centros de salud regionales.

3. Yue los promotores trabajen en "Asistencia Prima-
ria,” en actividades preventivas v curativas de las enfer-
nmedades mas comunes de la Cavidad oral (Caries Dental v
Enfermedad Periodontal).

4. tvaluar la utilizacion de sistemas de "Trabajo en
Equipo" de los Promotores.

5. Jue los promotores actilen como lileres positivos
v agentes de cambio en el proceso de desarrollo de la
coomunidad (6,3).

Desde un prineipio los promotores han trabajado en un
plano bivalente, es decir en Salud vral v en Salud General.
En el proceso ensénanza-aprendizaje de los promotores, han
participado profesores y estudiantes del Gltimo afo de la
Facultad de Udontologi3 de la Universidad de San Carlos de
Guatemala.
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£n 1971, el adiestramiento se extendio al municipio
de Barillas, Huehuetenanso, con tres promoteres mis. En
1973, se extendid al =~unicipio de savaxchd, el Peten, con
oLros tres promnotores. &n 1975, se amplio al municipio de
Nahuald, soleld, con cudzro @ds.

En el presente aftv ¢l programa se ha llevado al drea
selvitica del Ixcin, ©1 ouiche, con oche auevos promotores.
En la actualidad laboran un total de 33 prowotores

distribuidos en las regiones antes mencionadas.

El entrenaniento de los difereates srupos de promo-
tores se ha desarrollado en las propias conunidades rurales
en que trabajan los mismos, mediante cursillos periddicos
de educarion continuada, (yeneralmente tres al afo). El
proceso de enseflanza-aprendizaje, se ha basado en aspectos
preventivos v de recuperacion Jde ia salud oral.

Jebido al desigual conienzg en el programa, de los
diferentes prupos de promotores bav arupos avanzados coro
los de Huehuetenango, que va efectfan rellenos de acalgama
de plata, limpicea de dientes + aplicacion de fl1for para
endurecer ¢l esmalte de los dientes « prevenir la caries
dental, adends de conocer con solvencia las Técnicas de
Anestesia v Exodoncia Dental.

Un aspecto significativo en el proceso de ensenhanza-
apredizaje de los promotores rurales ia sido "EL Trabajo
en Equipo,”™ ¢l cnal consiste blsicamente en unificar es-
fuerzos de los promotores para lograr mavores coberturas
de servicios udontolﬁgicus integrales, en un tiempo mas
corto. Periddicamente se reunen . pronotores, estudiantes
de filtimo affo v profesionales de la Facultad de Uduntulogfh
en determinada firea rural, efectuando a los escolares del
lugar, trabajos dentales en las siguentes unidades:

de EXanmen, Didgnéstico v Plan de {ratamiento.

b, Profilixis v aAplicacidn de Flfor.

c. reparacidn de Cavidades.

d.  Rellenos con Amalpgama de Plata o Materiales Inter-

medios.,

:
%

¢, Anestesia Dental.
f. ixtracciln Dental.

Je las unidades seffaladas anteriormente la dnica Gue
todavia no realizan los promotores solos  es la Prepdracian
de Cavidades, la cual es realizada por profesores 3 estu-
diantes del dltimo afo de la Facultad.

Como se ha dicho el trabajo en uqulpo busca basica-
mente l.a prudugglon de servicios Udon[u.ugl(us en serie.

La coordinacibn dL[ull del programa de promotores
rurales en salud oral estd a cargo de la Unidad de Vucvos
Recursos Humanos vy Utor&amxcntu de servicios OdOHLOIOglCUb,
de la Facultad de Uduntolugll de la Universidad de San Carlos

de Guatemala.
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Conclusiones

a.

b.

Ce.

d.

Q.

El promotor rural en salud Oral constituye en nuestro
medio un auvevo tipo de Personal vdontologico.

Ha sido un método de planificacidn de recursos humanos
que toma en cuenta las caracteristicas yuatenaltecas.
Este prograna de promotores, es un intento de transmi-
tir a la colectividad parte de los conocimientos y de
la responsabilidad actualmente considerada como exclu-
sivos del udonthlogo.

Se ha organizado en las zonas rurales servicios minimos
d2 orevencidon v orecuperacion de la salud oral, en que
las funciones se han delepgado a Promotores originarios
Je esas mismas zonas.

Enovista de bos sicniricativos resultados, este tipo
de prosrama debe extenderse con ouna vision auto-critica
A otras dreas rurales puwiatemal tecas.
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HEBERTO JIMENEZ

Sistemas de Aatencibén Odontolbgica

1. Fundamentos Conceptuales

1.1. La decada 1.970-1.980 actualiza el concepto del
disefo de sistemas integrales de salud incorporados a los
Planes de desarrollo nacional y regional, con sus corres-
por.dientes mecanisnos de planeaniento y de administracién
de las Instituciones de Salud.

1.2, El disefio y operacibn de estos Sistemas de Salud
ex{i. una conceptualizacion =as analftica de salud y en-
causa el analisis global de las relaciones de salud con
las otras variables culturales v politicas que intervienen
en el problema sanitario.

i3, Un sistema de salud debe constituirse a partir del
sujeto de salud: el individuo v su yrupo familiar, en su
necesidad espec{fica de atencién en salud v en su potencial
parae participar v promover s=alud en su misma comunidad.

El prizer componente del Sistema es, por consiguien-
te, la situscibn de salud de la comunidad: su perfil de
merbi-norbilidad, sus expectativas de vida demogrifica v de
participacion, su condicidn epidemioldzica, su situacibn
veoldgica v osu estructura econbmica v social.

Este primer componente:  SITUACION define la NECE-
SIDAD v LA DEMANDA en Salud.

L1 segundo componente es el de los servicios de
Salud con sus dos areas principales: el servicio publice
v el servicio privado.

Lite segundo coaponente - Servicio - expresa la
POLITICA v define la OFERTA en Salud.

El tercer compenente es el de la educacidn en
satud con sus dos tareas hasicas de investigacidn y apren-
dizaje v dos complementarias de documentacién v asistencia
téenica. Y con sus dos metas educacionales: el agente de
salud (Odontblogo, Personal Auxiliar) v el sujeto de salud,
la cozunidad nisna.

£l tercer componente es una resultante de las exi-
sencias de las dos anteriores = Demanda v Oferta en Salud,
¥ pauta, con su creacion cientifica v la formaci6bn de per-
sonal, las condiciones de esa relacibn.

Hste tercer componente - EDUCACION - define la
CAPACIDAD Y CALIDAD EN SALUD.

1.4 La udontologia como PROFESION debe ser capaz de
reconoces la situacifn real de salud para producir los
"Sistemas de Atencibn Odontoldgica’ necesarios para darle
solucidn a esas necesidades v demandas,
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- Equipos de Salud para saneamiento basico y sa-
neamiento integral de la comunidad.

~ Nuevos disenos de sistemas y técnicas.

- Aplicacion progresiva de lo comprobado en comu-
nidades y servicios odontolbgicos del pais.

2.3. Se aplica una accidn integrada de docencia, in-
vestigacion y extensidn aprovechando al miximo los recur-
sos humanos, técnicos y polftico-administrativos de que se
dispongan.

3. Sistemas de Atencibn Odontolbgica

3.1. Definicidn: Son el conjunto de recursos humanos

en Uduntologfa (Profesionales y Auxiliares) de recursos
técricos (Equipos, Técnicas, Materiales e Instrumentos),
y de recursos pol{tico-adninistrativos (normas y procedi-
mientos), orientados cientificamente en forma de planes de
tratamientos preventivos y curativos de Odontologfa Inte-
pral, para dar cobertura a las necesidades de salud buco-
dental de una poblacién ¢ ya comunidad ha sido previamente
estudiada y diagnosticads con método cientffico en su sis-
tema actual de salud.

3.2. El desarrollo dée estos Sistemas Odontolbgicos
implica, ademis de la investigacibn epidemiolbgica y sus
correlaciones con las variables socio-econdmicas, la puesta
en prictica de técnicas vy equipos simplificados a los fines
de obtener una tecnologfa odontolbgica propia que permita
bajar los costos, por una parte, vy dar maynr cobertura de
salud, por la otra.

4. Presentacidn de diapositivas y pelfcula de los Labora-
torios Experimentales de la Comenidad en la Facultad de
Odontologia de la Universidad del Zulia, Venecuela.

5. Resumen de Experiencias Obtenidas

5.1. Docencia:

53.1.1. Disefio de objetivos docentes en la Enseflan-
za Odontolo,ica Sistematizada, a nivel de pregrado para
Odont6log. = + Fersonal Auxiliar con funciones delegadas.

+-:.<. Diseno de contenidos educativos para el
Persona! Auxiliar,

5.1.3. Experiencias en la formacidén de Odont$§lo-
gos de Post-Grado en Salud PGblica Odontolbgica. .

5.1.4. Experiencia en entrenamiento de mddulos de
recerses humanos en Udontologfa para Sistemas de Atencidn

Odontoldgica a nivel rural.
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5.2. Investigacibn:

5.2.1. Disefio, comprobacion y aplicacidén de Equi-
pos, Técnicas e Instrumental Odontoldgico.

5.2.2. Disefo, comprobacién y aplicacién de Normas
y Procedimientos, metodologfﬁs para analisis de costos,
productividad, cobertura y concentracibn de actividades.

5.2.3. Disefo, comprobacidn y aplicacibn de Sis-
temas de Atencidn OdontolOgica: metodologias en Programas
a nivel de comunidades, escolares y adultos (Preventivos,
Curativos y de Rehabilitacidn). ’

3.3, Servicios:

5.3.1. Diseho y aplicacibn Clfnicas Corporadas
por Sistemas de Atencidn Odontolbgica en Areas Rural y
Urbanas. (Ejercicio Privado.)

5.3.2. Diseno de Planificacidn vy Programacion de
Sistemas de Atenciln Odontolbgica a nivel de Ejercicio
PGblico (Programas Integrados Estado-Universidad-Colegios).

6. Conclusiones:

6.1. Existe la metodologfﬁ cient{fica comprobada, que
pernite determinar las caracterfsticas de los recursos
humanos en udontolosia de acuerdo a las condiciones csocio-
econbnicas, cultu-ales y epidemiolbgicas de Venezuela, y
consecuencialment», factible de aplicar a la Regidn Andina.

v.2. Existe la capacidad técnica y cientifica para re-
alizar un estudio de recursos humdnos en Udontologfh para
la Regidn Andina, aplicando la metodologfa de investigacidn
epidemiolOpica v socio-econbmica, y los disefios de sistemas
de atencibn odontoldgica, determinando el recurso humano,
los recursos basicos de equipos, instrumental y materiales,
los costos vy las metas a complir, para la Regidn Andina.
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JOHN CUTLER: In opening this final session, it iy
desirable to recall that the theme of the conference was
the dynanics of change and the quality «f health. We
have tried to review various aspects of this, including
certain accomplishments and problems, and to take a look
aheaq.

vut of the discussions, and particularly in looking
ahead to the forthcoming meetings and the future of our
work, a number of ideas have come forth. Today we will
have reports from each of the pavels, and we expect cer-
tain recommendations, which we, as individuals or insti-
tutions or as the organization, may take into account as
we proceed.

We shall begin with the report of the two panels on
the health programs in developing countries. We had the
good fortune to be ablc to review in some depth what is
going on in terms of the programs and deeds carried out
through the American Public Health Association and Miss
Dale Gibbs will report for the group.

DALE GIBBS

Dr. Hood of APHA cpened the panel by saying that the
theme of most of our efforts in international health is
to make health services more relevant to the people and to
improve access to health services.

Dr. Ken Newell of the World Health Organization
described WHO policy made in the last year. He noted the
vrgency of providing primary health services to under-
served populations, but cited, however, the WHO-UNICEF
board recommendation that assistance had to be selective.
He went on to the criteria for selection of countries

255


http:Associati.on

256

that would receive assistance. The criteria include the
existence of a national decision to provide primary health
care services to underserved populations, countries that
have a potential for change, and countries having local
health endeavors that could lead at a later stage to
national change.

He described principles in the reorientation of
developnent of health services to achieve extensive pri-
mary care and vrged that these be adapted to local con-
ditions. The theme was that programs had to be unique
to the national situnation.

Countries are classified by the kinds of assistance
that they need. There are four classifications. There
are those countries already taking a unique national path
likely to give a result compatible with wider objectives.
These are the leaders from whom we learn, and whom we can
help but only on their terms.

A second classification is those governments where
there is a wide understanding of what could be done, and
this has led to a conscious choice to proceed. This
group requires information on past successes and failures
of others, and suggestions and assistance as to how to
proceed. Many in this group require outside assistance
in processing capital costs of change. He characterized
Thailand and Colombia as being countries that perhaps
fall in this category.

The next category is those who have not yet faced
the realities of the problem before them and require help
in the steps needed to result in national awareness. They
require exposure to other situations, training and fnsti-
tution building, and support and encouragement to mount
sope national experiments which may indicate possibilities
for the future,

Finally, there are those where steps are being taken
for rural and econonic developoent as a priority, but
the health component has not yet tce» understood or fully
appreciated. In such countries health is clearly the
junifor partner and is a helper or supporter, rather than
a primary agent of change.

Dr. Newell svggested there was likely to be no over-
all model in these classifications, but simply a series
of unique national solutions. He discussed the problems
of the donor agencies in bilateral sources of funds for
these countries, and the difficulties these countries
have in approaching these agencies. He said that it was
unlikely that coordination of these efforts could be
effectively carried out at anything other than the coun-
try level, indicating that the agencies are going to have
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to work within the countries on these problems.

Finally, within the health sector, Dr. Newell
indicated that we lacked experlence in many of the things
we advocate. We have not yet really started experimenting
with continuous methods of training and supervision
required for new kinds of health workers. We do not know
the advantages and disadvantages of the different ways of
reaching a village, getting the confidence of the people,
and helping them build their own village structures.

Finally, the real question is how we can assign
tasks in order that they get done without hurting any of
our varied persoral, professional or organizational efforts
and sensibilities. He said that this seems to be the
hardest and most difficult question currently before us.

[ suggest that it is the pirority question which we should
be considering on the program next year.

Following Dr. Newell's talk, Lee Howard of the Agency
for International Development spoke on AID policies. He
urged that we concentrate our efforts in the next ten
vears to respond to the leaders, farmers and laborers in
the country who face the harsh realities of their physi-
cal and social environment, and who are not prepared to
wait 20 vears for change.

He described the conditiens in these countries as
having 4 rather dismal outlook, quoting the World Bank's
statement that the unprecedented growth rates of the past
decade have not henefited the majority of the poor. Under
the best application of current family planning programs,
a condition not vet achieved, lower population growth
would not be of sutficient magnitude by the end of this
decade to perait an increase in jobs, per capita income
or food for the najority of people. Advance in these
areas cannot be dependent upon population programs or
health prograns alone. A multi-sectorial approach is
necessary.

Dr. Howard described the necessity for a proper fit
of all the key technological elements of these programs,
He described three misfits that have probably been applied
in health prorraas that have aftected our success rate.
Mistit one was the unimaginative application of Western
curative meiicine. We have heard a great deal about this.
Second, i1 ..itions with a recent colonial history, especial-
ly in afvica, expatriate medical health administrators
have been required to provide skeletal health coverage in
countries where there is often less than one doctor per
100,300 population. These programs have been dependent
on public fiuancing completely, and the impossibility of
doing this over widespread areas is obvious. He said the
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principle of using less costly, middle-level auxiliary
personnel was sound, but the system created a heavy drain
on limited public budgets.

Misfit three is the proliferaticn of the vertical
appraaches to public health practices. Dr. Howard urged
an integrated approach. He suggested that, as opposed to
capital intensive or labor intensive assistance programs,
what we really need are communication intensive or infor-
mation intensive programs. Communications technology
should be fully explored in an approach which may be
characterized as information intensive. The value of the
formal and non-formal health system linkage still remains
to be demonstrated on any large scale in most developing
countries.

Dr. Howard ended on an optimistic note. An inte-
grated approach to health services has picked up much in
the last five years. In 1973 there were approximately
three programs that were receiving some sort of aid
assistance in this effort. In 1974, there were eight,
and in 1975, there were 16. AID expects 22 in 1976, and
24 in 1977. We should be beginning to get results from
these programs. This was the theme of the talks by Dr.
Somboon and Dr. Delgado about two programs ongoing, and
from which results are beginning to appear.

Dr. Somboon, the Director General of Health in
Thailand, is also the Director of the DEIDS (Development
and Evalustion of an Integrated Delivery System) program
in Lampong Province in northern Thaliland. The program,
as described by Dr. Somboon, was designed as an integrated
approach to rectify the problem of having inadequate num-
bers of health personnel and, more importantly, the prob-
len of available health services that are not beinyg used.
They reach approximately 15 percent of the people in that
area. The DEIDS program is designed to make these ser-
vices available and accessible to the population of that
area, based on meeting the felt needs for curative medi-
cine. It is a spearhead for preventive efforts later on,
and the integration of private sector efforts, securing
the cooperation of the private sector, traditional prac-
titioners as well as the physicians, and the druggists.

The program is based on the use of a "medic," whose
training is designed specifically to fit into the Thai
context. It is not the straight medic program designed
in Hawaii, which is used in other areas.

Dr. Delgado, of Tulane University, described a simi-
lar program designed to reach an urban population or a
seni-urban population in Latin America. This is the
Cali, Colombia program, which has gone through its first
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stage and i{s now being extended to another 100,000 people
in the rest of the country. This will happen on the basi:z
of a simplified model that came out from their first pro-
gram.

Their program has about six main elements. The first
one is maintaining contact with households in the com-
munity. Each household is visited every three months,
and more frequently if there are high risk cases or preg-
nant women. This gives attention to the felt needs of
the community. Also, to the maximuin degree possible,
community resources are allocated by involving the com-
munity in choosing, for example, the services that they
want. Professional personnel are used to the maximum
degree possible, but with greater delegation of authority.

Both programs of Drs. Somboon and Delgado a2re empha-
sizing cost-effectiveness, and use different methods for
evaluation. The means of evaluating success are being
emphasized by both AID and APHA.

We really did not have an opportunity to discuss
the programs. Perhaps next year more of the emphasis
could be on the individual programs and their results,
and more discussion from the floor.



JOHN CUTLER: Next, Dr. George Silver of Yale Univer-
sity, and the chairman of the afternoon panel, will report
on that panel's discussions.

GEORGE SILVER

The afternoon panelists concerned themselves with
some of the thorny protlems that lie behind the ceremonial
screens of program design and the aims that are usually
presented. They were viewing efforts that have emphasis
on inuovative program deveiopment, integ=-~=i-~n nr nrogram
activities, and coordination of national and agency
efforts, including the voluntary sector, for support of
health efforts in the developing countries.

In some ways the exposition of health programs in
developing countries offered more of a platform for what
we might learn than what we might teach. The panel repre-
sented a separate but related effort, Dr., Clifford Pease,
the Director of the Technical Assistance Division of The
Population Council, presented the Council's significant
effort in the direction of incorporating family planning
projects in maternal and child he lth activities in the
developing countries.

Dr. Joe Davis, the soon-to-be Director of the Division
of Health Planning at AID, talked on programs aimed at
improving the quality of life through innovation in the
health sector. He was assisted by Eileen Crawford, a
research associate in the American Public Health Associa-
tion, on an active development of a system of information
exchange. Russ Morgan, a senior health specialist for APHA,
talked about programs developing voluntary action in support
of the official health services in developing countries.
David french, the Director of Community Health Affairs at
the Boston University Medical Center, talked about collabo-
ration for health services in the developing central west
African countries,

Taken one by one, Dr. Pease described the aims of a
program now operating in four countries to bring some
minimal professional care to every pregnant woman before,
during and after delivery, to see about promoting maternal
and child health services and family planning in a combined
progran. The World Bank and the United Nations Family
Planning Activities supported this program in the countries,
Indonesia, the Philippines, Turkey and Nigeria. Women are
cared for through the last six months of their pregnancies
and 24 months of the infants' lives.
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The programs are a success by the evaluation standards
used. They succeed in integrating maternal, child health,
and family planning services in a feasible way compatible
with the health services of the country, in repiicable mode.

Dr. Davis described AID efforts to encourage innova-
tive health program development and low-cost medical care
delivery systems through inexp.nsive and culturally accept-
able means. There is a $16-million budget for 12 countries
now, and there will be $28 million by fiscal 1977 for 24
countries. The emphasis is particularly in the manpower
area, with alternative financing methods and emphasis on
paraprotessionals.

Eileen Crawford described the APHA effort to create
an information resource that could be used to nelp workers
in the field. What is being done by whom? Whe is in
charge? wWhat methods are employed? It {s to be more than
a directory. A multiple section data collection instrument
has been developed, and indicators of innovation will be
collected., Those who search this data bank will get more
than just directory notices. Data on the possibility of
transfer of innovation will be provided, concerning success-
ful or failed schemes, so that failures perhaps will not
be repeated, as so often has happened in the past.

Russ Morgan described an effort to overcome difficul-
ties in involving people in official health activities in
developing countries, including the private sector, that
will parallel and complement official actions in developing
countries. He pointed out the possibilities of the use of
multinational corporations in their social action in these
countries, the kinds of needs that were developed, and the
ways that the voluntary agencies might help.

Dr. French described a very complex program of col-
laborative efforts just gerting under way, involving 20
countries In West Africa, with financial support from the
United States, France, United Kingdom, the European Eco-
nomic Community, host countries, aID, and Canadian and
Swedish ald agencies. The task of coordination is admit-
tedly enormous, but Boston University, through its Depart-
ment of Community Affairs and the resources of the insti-
tution, is prepared to undertake this.

The first phase will focus on coordinated planning
and manpower training, disease and record surveillance.

The secend phase will attempt to mount a prototype health
delivery system based on the first phase, Altogether,
questions were directed and particular attention was paid
te the value of this down-to-earth approach, its dangers
and Jifriculties. But, great hope was held out for a
future based on these new assumptions and the innovations
therebv accomplished.



JOHN CUTLER: Dr, Stephen Joseph, substituting for
the chairman, Dr. Donald Ferguson, will report on the
panel devoted to health programs in the urban setting.

STEPHEN JOSEPH

I dida't know I would have to report and did not
take notes in the session. This has a good side and a
bad side, for it allows me to say whatever I like. I
would ke to ask any of the other panelists or observers
to add to mv remarks.

Mre of the mosc interesting things about our panel
was our ditticulty in defining what we really wanted to
rocus on. I osay that not in a critical sense, but as an
interesting problem, because the title of the panel was
‘Health Programs in the Urban Setting." It became clear
thit the interest not only of the panelists themselves,
but alse ot the people who attended the session, were
well bevond that.  In the end, or at the beginning, we
<ettled on looxing at the fmplications of large rural to
arban migvitions as they afrected health services. The
panzl discussed health services actually delivered within
the urban setting itself, and health services in the
cural areas that would have some relationship to people
movinag out of those areas, as well as to those who would
Stav in those areas,

“i-hael Fuchs of the Indian Health Service des~ribed
Yor us 1 research study that looked at the implications
or the utilization of heaith care and the financing of
health care avong a wroup of American Indians living in
the urban area aroun. San Francisco. He described some
of the pattern shifts both within the culture of that
wroup and within the health care system for them as they
move trom rural areas far from San Francisco into the

arban area,

Certain aspects of Fuchs' presentation struck me, and
[ thins they are of interest to relate. Une is the impor-
tance o! variocus kinds o! cultural dislocations to indi-
viduals, families and groups as they move from a rural
base inte an urban setting. However, an interesting point
in Michael Fuchs' presentation, and cne which 1 had not
thought o7 much betfcre, is that one has to look into the
individual circumstances. He brought out very well that
in the group under study the economic circumstances in
tie urdan area, in this setting, for this group, were
better iz the urban rather than rural areas. Usnally,
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curative, as well as preventive, health workers.

[ have three summarizing comments in conclusion.
Flrst is the obvious fmpertunce of health programs being
"of the cormunity" and by the community,” to paraphrase
the book edited by Ken Newell, rather than "on the
cormmunity.” I will not go into that further. It is
discussed again and again at this conference.

Fhe second point, however, has not conme up, [ think,
this year, but came up last vear. The point 1s well
{llustrated by the three papers that we heard in our
wroup, because all of then tried to present, {n this
very Jdirticult area, analvtic rather than descriptive
data. It seems to me chat much of the time we end up
describing wavs whicn we would like the world to be, or
which we think the world may be. I think it is terribly
izportant that we try to analvze the way the world is,
and the wav the world becomes. All three of the pre-
seniters in our panel attempted to present specific data
related to 4 specific situation that can be used analyci-
cally as well as descriptively,

Finally, we discussed toward the end of our session
the ditriculties and the growing Jissatisfaction of con-
tinuiag to loox at model or pilot projects developed on
a relaticely small community scale, There is a growing
dissatisfaction and discomtort at the inabilfity of larger
poprlation units, such as povernments, to either learn
chowls o heve enough courage and convicrion out of what
is learned to replicate these on a national pattern, The
tinal question that I leave with the group is this: how
does one get trom looking at model and pilot situations
to larger kinds ot activities that can have some effect
en a nativaal or large regional population?
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It has been seen that {f funding for health services
is not provided for in the initial loan agreements, in
the early planning stages, it just will not happen. Now,
happily, as 1 see it, and others on the panel have com-
mented, just within the past few years, the World Bank has
taken some leadership in this neglected area. The Bank
fs now fnsisting that loan applicants for industrial and
development projects do indeed provide for and forecast
capital needs for health services, as well as other
infrastructure measures,

[T vou have not seen the publication of the World Bank
with the rather complicated title, "Environmental Health
{n Humar Ecologic Considerationsg in Economic Development
Projects,” published by the Bank {n May 1974, T would
recommend it to you. This publication was contemplated
45 a nanual tor the loan applicant, the developing country
or the organization that is considering the project. In
this manual {s an outline of how to assess health care
needs, and how to plan to provide them so that the funds
are requested in the loan arrangement. Hopefcelly, others
vl the major international lending agencies will take a
look at that book.

Another discussant, who receatly visited a company-
operated health facility in a developing country, appealed
to us that companies not establish health services that
are tar in excess of what is available or likely to
become available within the decade elsewhere in the
country, since the contrast may be so unsettling.

A panelist responded that the expectations of local
employvees ¢ a multinational company may be quite high
on many issues, including medical care. Further, other
aspects ot the project, the plant and equipment, is so
often o!f the latest technology that medical services are
expected to be of a high caliber as well, It was pointed
out that a good medical facility often attracts a national
paysician and other health professionals who have trained
abroad t¢ return to their country and practice where they
otherwise misht not be willing to do so. This helps to
reverse the briin drain in a small way and adds to the
professionat resources of the host countrv.

Finallv, a Jjuestion was raised as to experience with
cost-bencii® uanalysis of health services provided on
fndustrial Jdevelopment projects, and I am sorry to say
that no one seenmed to have any hard data, or any very
good answers on this subject any more than we have on
many other aspects in health care. That concludes my
report,
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INQUIRY AND COMMENTARY

CARL TAYLOR: My question is an organizational question

that came to mind in connection with two of the reports
that have been made.

In connection with David French's project, my
question really is, how did Boston University get
itself into the posture that it is trusted by so many
different donor agencies, and so many different country
situations? I think that is a phenomenal achievement,
and I would just like to hear how it was done.

Let me ask my double-barreled question before the
response. How we establish trust in relationships is
at the core of a lot of what we are talking about in
very general terms. This is particularly acute, I
think, with the multinational corporations. There iy
an increasing climate of distrust, because of all sorts
of complicated factors, including the disparities
hetween what is done within the company grounds and
what is done outside. How does Dr. Hughes see this
very complicated and difficult perifod that we are in,
in terms of the industrial relationships with the
local authorities emerging in the development of mutual
trust?

STEPHEN JOSEPH: Since Or. French is not here, maybe

dr. Cross from AID would like to respond to that
personally and directly,

CRUSS: tne has vo take into perspective that Boston
University did not go out and contact 20 countries.
This prosram arose as a result of approximately three
vears of effort with the African Regional Committee
of WHO which consisted of the Ministers of Health of
each country, working with AID and also other donors,
and regioral organizations, to try to come up with a
plan to follow on the measle control and smal lpox
eradication project that was so successful. This was
a collaborative effort to see whether or not such a
model could be used for the same countries to strengthen
health delivery systems. So, this was a collaborative
operation and effort on the part of the representatives
from the 20 African countries, plus the donors involved
and the regional organizations such as OSZAC and OCCGE
in the West African region.

After the coordinating committee was set up, and
the project was developed, AID agreed that they would
supply, as a part of their assistance in this project,
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roles and accept their students in clerkships.

Now, any of these measures isolated to just the
health services alone would not, I think, succeed.
[t obviously has to be a part of the whole general
philosophy of community relations and respect for the
opinions and sensftivities of the local people.



JOHN CUTLER: 1 think that the two answers we have
had open up avenues for much more discussion, but it also
leads into the report of the next group, which certainly
will touch upon this in philosophy. So, I would like to
call upon Dr. James McGilvray of the Christian Medical
tomnission to report on the panel devoted to international
assistance,

JAMES McGILVRAY

In our panel, which dealt with the difficult question
of how you apply assistance i the form of resources or
advice, and the promotion of prirary health care, we had
tour brief presentations, First, Mary Dewar of Adelphi
University talked about the dilemmas that we face from
the point of view of the voluntary agencies and the
private sector.,  she stressed the first dilemma, regard-
ing whether multilateral aid was better than bilateral
aid.  She seemed to favor the multilateral over the
bilateral, and I will come back to that in a morent.

Then, Howard Rome, from the Mavo Clinic, but in this
case wearing the hat of the World Psychiatric Association,
tocused on the specialty of mental health, and looked at
changing perspectives regarding mental health in some of
the recipient countries.

william oldham, from AID, spoke as a field director
implenenting AID supported programs, drawing upon his
eXperience first of all in Saigon, and then in Wepal,

Pothen tricd to look at the dilemmas posed by inter-
national assistance from a nultinational point of view.

we had a very lively discussfon. T think it was
good that the participants in this group were not
inhibited by the members of the panel. It was quite
obvious that the participants felt that there were a lot
of gaps in what the panel had described from their own
limited »xperivnce, and they were very anxious to fill in
those gaps.

Henry Kaiser started off by questioning some of the
bureaucratic procedures of AID. He wanted t- knos what
was in that "little black box" that yets changed every
six months for contractors, who are anxicus, with AID
support, to be involved in projects in international
health. That was not resolved.

Ken Newell, somewhat to my surprise, favored bilateral
aid over muletilateral aid. He does not think that multi-
lateral aid works. He felt that there were chances of
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we heard some of these statistics, which indicate that,
perhaps, at least we are at a turning point in these
events. ‘obody says that we are around that bend vet.

We find that there is a decreased prowth rate fn 72
countries over the last Jdecade. Ninety percent of the
countries in Asia have instipafed a natifonal family plan.
This, in itsel?, is quite an undertaking.

Ihe predicrions that were tacing us ten years ago
about what this planet would be like fncluded massive
starvation in India.  That has not quite taken place vet;
we have cone through the ten-vear period. Yes, there is
malnutrition, and there is starvation: nobody denies that,
But, the massive disaster that some were predicting has
not taken place.

vur ability to gather statistics is becoming more and
more re!ined, and this bepins te sharpen our sensitivities
as to the directions we ought to take in order to be the
change agents that we should be tor integrated planning.
We now get statistics about the doubling time of popula-
tions, a3 brought out by the panel, tne developing
countries will Jouble their populations in 32 vears,
whereas in the developed countries that statistic is 81
vears,

Fhere was an expression within the panel that there is
concern abhout the impact that we are having on growth,
But, apparentlv no substantive discussions developed on
the impact of population migrations.

In the last 15 vears, we have been able to reevaluate
our nethods and philosophy of family planning against the
backareunt of the avallability of the earth's resources.
we detailed the kinds of muleilateral conferences that
have taren place, beginning with the UN Environmental
Conference in Stockholm, and how this has begun to sensi-
tize those in the whole development assistance field to
wvhat lies ahead.

Hut, all agree that we are now at a step in history
vhere a quantun jump must be taken, and we are still
listening to how that quantum jump is going to take place.
Perhaps this was the most important item brougnt
our group. Inless we find a wav to redesign, to retool,
to rethink on these types of programs, we are headed for
disastrous times in the future.

There is a whole gaggle of individuals who call them—
selves futurists. They are having some rather interesting
discussions, because they are taking various components for
survival of our planet earth, and are beginning to project
what is going to happen in the wvear 2000. All of them
agree that a quantum jump has to be in the works fn the
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worker? We were not able to solve that problem, but
there was an indication that if we were going to make the
quantum jump, this becomes a very imnortant question. It
has to do with training the trainer.

we had a rather lively group. We raised manv issues,
Unfortunately, we did not come out with too many answers,
As I recall, no real recommendations were made.
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This system hus strong implications for the work of
health promoters, trained by external agencie~, if they
are not aware of this social organization or cultural
hierarchy. We might take the village health workers and
train tiem and discover that they can only be effective
within their own Putti, and perhaps nct even there because
of other cultural factors of which we are not awvare.

we briefly touched on how to interface with tradi-
tional healers. The general opinion was that we shrnld
not try to threaten or undermine their power. We should
try to develop mutual respect and consensus as to the
areas of relative specialization ot both the modern and
the traditional systems. We should try to improve upon
their use of drups and other aspects of modern Western
medicine, yet not destroy their effective use of psycho-
therapy and spiritual healiug.

I think, 1n conclusion, that the consensus seemed to
be that there are no models for duplication. The main
prerequisite in trying to Jdeliver external health resources
at the community level is an open and inquiring mind,
patience, and the study of the types of constraints that
other people have experienced. Perhaps with an open mind
we can analyze the reality of the situation that we find
ourselves f{n at the village level, and build our own
model that wiil have to be unique.



JOHN CUTLER: We wiil now have the report for the
panel on dental health., 1= planning committee felt that
inadequate attention had bheen given to the various ques-
tions of dental heslth and public health. I am really
delignted to have the report of that panel.

GEORGE M. GILLESPIE

ihis session considered the existing situvation in
the area of Jental disease and provision of dental service
being Jdeveloped in two countries in Latin America.

David Barmes, Chief of the Dental Unit, WHO, pre-
sented the basic problems as viewed on a global scale
relative to dental caries in certain specified age groups.
He illustrated the predominance of dental caries in
developed countries and the relative absence of this
disease in areas of Africa and Asia.

He pointed out, psevertheless, that in all populations,
dental caries appeared to he on the increise. A review of
the Jata beconing available through the “HO studies in
conjunction with the United states Public nzalth Service
has indicated that in certain countries, such as New
Zealand, where almost total coverage for provision of
services *o school children has been athieved, -jental
ceries appear ' be increasing. In one countryv, study
site o7 the Interna‘ional dollaborative sStudy, however,
it was noted that an intensive preventive and curative
appreach had {ndicited success of the svstem over dental
caries Incred.

He also pointed out the need tfor the development of
an integrated progran planning, taking inte consideration
the need for extensive proer. .5 of prevention, and for
planning to include the increasing dental demand occasioned
by efZects of programs of health education. It was
pointel out that WHO was currentlv prepariang sinilar epi-
demiolegical data on a zlobal basis relative to periodontal
fHisease, which is undoubtedly the cause of the most exten-
sive loss of teeth in the world,

John treen, Chief Dental Officer, U3PHs, reviewed
current aspects of legis’ation as it related to the dental
profession and to the particular problens associated with
provision of dental services in rural areas of the United
States., He indicated approaches that are being taken to
encourage recent -sraduates to gractice in areas where
there is a shertage of dental professionals and a system
established on a state-wide basis to provide information
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on sites that might be of interest tc graduating studeats,
as in the case of the program in Minnesota.

Green also reviewed the possible programs and the
fmplications for the demand for dcntal services thaz would
be caused by the inclusion oi dentistry within the national
health insurance package in the USA and considered that,
with a gradual phasing-in of such a program and the
development of established auxiliary personnel with
expanded duties, adequate manpower could be made available
in time to meet the anticipated demand. He identified
that $163 million had been spent on dental care undrr
Medicaid in 1974 and that the trend was for an improved
dentist /population ratio, with an estimated ratio in 10
years of one dentist per 1,700 population.

The second half of the program related to programs
currently being implemented in the countries of Guatemala
and Venezuela, in utilizing new approaches for provision
of services, particularly to the rural populatioo,

Roberto Gereda, <Chief of the Urit of New Human
Resources, Faculty of Dentistry, tniversity of San Carlos,
Guatemala, presented a program which trains rural leaders
to provide busic preventicn, relief of pain, and extraction
services to child and aduit populations in rural villages
in Guwtemala. Such persons have the basic requirement
to enter the program of being able to read and write in
Spanish, and be natives of the community in which they are
living. They are trained in a series o: sequential one-
week courses (approximately four per vear) to perform the
required functions.

This program, which was initiated in 1969 with 18
rural health promoters, now involves some 35 persons and,
in 1974, provided dental services to 42,000 people in
areas where dental services and preventive programs were
previously nonexistent. The prcmoters also are trained
in simple medical functions and provide some first zid
and relief services, although cajor emphasis is on pro-
vision of dental preventive programs. This program is
integrated with the extramural programs which the facul-
ties of Dentistry and Medicine in the University operate
in rural areas with larger concentrations of population.

Heberto Jimenez, Dean, Faculty of Dentistry,
University of Zulia, Maracaiho, Venezuela, illustrated
the approach being taken by the Faculty of Dentistry in
developing systems of dental care for distinct types of
communities in the northwestern region of Venezuela., The
need for an interrelationship between the development of
human resources, the delivery of services,and the politi-
cal and administrative system were stressed.
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Four models for the delivery of comprehensive dental
services were illustrated, including one for a comprehen-
sive pre/entive program for school children which, involves
application of fluoride and sealant materials at an esti-
mated cost of US$3.50 per child per year. The role and
functions of dental auxilliary personnel in relation to
dental professionals was illustrated in each case.
Examples were shown of equipment developed in Venezuela
by the Faculty to support such programs, and work patterns
of professional and auxiliaries performing clinical
procedures,
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JOHN CUTLER

This leads to the last panel. 1 will report for Dr.
Effie Ellis on the panel on women. There was a good deal
of attention paid to the woman as the one who not only
carries on the tradition, but the one who can be the in-
novator and change agent. Here in this conference, we
have had this shown to us, actually, by the report of
Kathleen Toomey, who awakened great interest in the sub-
ject. A change was made in the program so that we could
add an ad hoc panel for the discussion of certain other
areas.

Two reports were given. One by Rosemary Wood, speak-
ing in particular abert the American Indian, whose prob-
lems, as | believe has been demonstrated, are similar to
the problems of the developing world., There is much to
be learned from the experience to date with the Indian
population.

The other paper, by Elizabeth Sharp, dealt with the
role of the woman as the nurse-midwife. As you can imag-
ine, there was quite a bit of discussion about the fact
that in this country, as in other parts of the world, in-
creasingly, the male is serving in nursing roles. By the
same token, the distribution of women, and the percentage
of women in the other health professions is widely vari-
able for cultural and other reasons.

There are two further points to be made. One is the
importance of the woman as mother, in setting the environ-
ment for the birth of a healthy child with potential for
development. Thus, the woman has a unique role to assure
that the child is born healthy for subsequent education
and developrient.

Second, the particular role was discussed of the
woman in the motherinyg of the infant, to provide develop-
mental stimulus and care. One member spoke about day
care centers, as to whether or not they might be as effec-
tive for child raising. There was a good di-al of discus-
sion about this. But I think nothing was said, if you
will, that indicated any substitute for this particular
role of the woman.

I think the conclusion of the panel was *hat the
woman has a unique and exccedingly important role in part-
nership with the male, and that certain roles are hers.
Finally, one of the impcrrant elements in the dynamics
and improvement of the quality of health is the greater
involvement of the woman at every step. What was brought
out very clearly was the fact that the woman nwust be in-
volved from the beginning in planning for programs for

change.
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We have a few minutes, and 1 would like to open the
floor for questions of the panel and further discussions.

INQUIRY AND COMMENTARY

WESLEY METZNER: I am a doctor from San Antonio, Texas.
I want to address this to Dr. Joseph. In our group we
discussed going into the rural areas and seeking out
personnel to do the primary health care, We said chat
it was importan. to try to bypass the persons whe
obviously are in a bureaucratic hierarchy there and
who would give all the positions to their friends and
cousins who might not conduct it well, Instead, we
should try to reach the people and ask them who they
would go to for help with their health problems.

Second, we said that it would be very important to

get the existing hierarchy involved in the planning.
But Dr. Joseph spoke of the difference between seeking
out people in rural areas and urban areas. That is a
very different situation. There are younger people
moving from job to job in the urban areas. I think it
is important in these final minutes for Dr. Joseph to
talk about the selection of thea urban type of personnel
to carry out primary care,

STEPHEN JOSCPH: I think I understand the question. I
think the importance of what Nick Cunningham did in
his paper 1is that he presented us with, in effect, a
chart or a road map. On that road map, he put across
the top "rural area" and "urban area," as related to
the community health worker. On the side of the road
map, he noted selection and training, motivation,
rewards, administrative mechanisms, and personal
characteristics. Now, many might disagree with one or
more of the cells in the road map. But the importance
of the work that Nick does is that it gives us some-
thing around which we can disagree or agree. It gave
us a basis for a dialogue,

That is the statement. Now, to answer your question.
I think I can say a couple of things. I do not know
if Vivian Clark 1is still here, but she may be able to
articulate better than I the answer to your question.
For example, in talking about the difference in gselec-
tion of community health workers in rural and urb-n



areas, Dr, Cunningham mentioned the different charac-
teristics of those rural and urban communities. For
example, the rural community is more homogeneous, with
many traditional cultural modes that have not frag-
mented. The urban communities that he described were
more fragmented and full of people who stay for short
periods of time. These two situations are so different
that one has to think whether different sorts of persons
are required to work in each area., Dr. Cunningham

noted that it is more likely in the rural community to
seek out an older person with tighter cultural ties to
that community, While in the urban setting that he
described, it might be possible or preferable to look
more for the substantive technologic qualities, if you
will, that one wanted in the particular person. Because
of the great mobility in the urban area, the other char-
acteristics might not be so important.

JOHN BRYANT: I was not on the panel, but I am interested
in the subject and wculd like to call vour attention
to what I consider to be an important reference. There
is a book that has just been published by Charles
£lliot, called Patterns of Poverty in the Third World,
It is not focused on ' alth, but it has some health-
related issues in it.

In connection with the comments that Steve Joseph
just made, let me call your attention to a concept with
which Charles Elliot deals., He is very interested in
these questions of patterns whereby poor people are
excluded from welfare and economic systems. In dealjing
with the urban setting, he points out what Steve indi-
cated, namely, that it is a very nonhomogeneous popu-
lation. This population can be divided perhaps into
two general categories., There are those who are a part
of the formal economic svstem, by which we might mean
those who hiave jobs and have an employer, This group
comprises a fairly stable size of the population. The
growth of that sector of the urban population is very
slow. It depends upon the eccnomic development of the
country.

The other sector of the urban population are those
within the informal economic system. This sector of
the urban population makes a living on a marginal basis
through street hawking, car washing, prostitution, and
the like. 1‘hese tend to he e¢xcluded tfrom and are
sumetimes exploited by those that are in the formal
system,
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It would seem to me that, if one is hunting for health

workers who would be intimately related to the urban

population, one would want to take into account that
kind of a dichotomy. It is probably not a dichotomy
but a trichotomy: It requires different kinds of
persons to ronnect with those different kinds of
populations.

CUTLER. To add to what you say, it was rather interesting

ED

talking with Dr, Ellis yesterday, who was discussing
the health activities of the Black Panther group. She
brought up very perceptively the rfact that they had
the trust of the community. It is not who we think is
qualified that will be accepted by the community. In
the last analysis, it is the peiception by the com-
munity of the qualiries of the individual that they
are looking for. As Dr., Ellis pointed out, we may
think that we speak for certain people, but there is

a very real question ot acceptance. This {s one of
the critical 1issues in reaching these groups.

CROSS: 1 would like to make a couple of comments on
that issue because it interests me and concerns me
when we talk atout hunting for various types and
identifying various types of health manpower. 1
think rhat we often forget the fact that the only way
you can get into a country, particularly on the
African scene, is to be invited there and at the
pleasure of the host government. We do not go in
there and do anything without their approval and
their clearance.

Also, the success of programs that we dream up and
impose on lesser developed countries will -depend upon
the adoption of them by the leaders of the country.

We have to keep this in mind. When I was a Peace

Corps physician in Ethiopia, we hiad an extra staff
physician who had some spare time. He agreed to give
half of his time to do volunteer work at the hospital.
The hospital accepted his services and put him to work.
About a week later, the provin~ial government called
up and asked the doctor tu leave. The hospital said
he did not have official approval to work there. Even
though the service was good, needed and free, we could
not give the service away until the provincial governor
was approached and asked, "Can this man work in your
hospital?” We should keep in mind that we do nct do
anything in a country unless we have the apprecval of
the hierarchy. There 1s no shortcut around that,
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I would also like to make a couple of comments about
the urban health care services and urban-based health
institutions and resources. 1 think we have to admit
that we are literally stuck with these facilities and
regources. The question is, how can we more effectively
use them to meet sociectal needs and demands?

I would like to suggest certain models, [ think
these institutions should be used to reach out to the
comuunity., They should take the responsibility to
serve the community, not just for education and
research, as traditionally done, nor to serve as a
tertiary care referral center, but te be out there
where the action is and help the community solve its
problem.

I have two examples. One Involves a project in
Cameroon, where U.S. AID, with WHG and other donors,
have agreed to support the operation of a university
center for health sciences. This center has taken on
the responsibility to train people to serve out in
communities, in community medicine and community
health service.

The other example 1s one that we have in our own
country, the so-called Area Health Education Centers
program that is run by the Department of Health,
Education and Welfare. I think that this s the
first example in recent times where a state or urban-
based university has taken on the responsibility for
health manpower training and education, to help com-
munities solve their healcth problems at all levels.

1 would like to propose that universities take on
this role in which they have their senior staff people
become involved and becom2 expert in assisting African
governments to carry out their health programs. So,

I am proposing area health education centers that
involve U.S. institutions along with the African
countries or African governments. Thank you.

CUTLER: Do we have any other questions from the floor?

KENNETH BART: I am from the Center for Disease Control.
Three of the panelists alluded to an issue that I
thought was quite important. The comments related to
the fact that the road to health sector developnent
vas strewn with pilot projects and models. The ques-
tion that was left with the group was how many models
nust we develop?

I would propose an alternative question or an alter-
native explanation that in fact these models have not
























