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THE NATUR E O F TH E PROBLE M 

It i s widely recognise d tha t many differen t group s o f 
countries hav e differen t healt h problem s requirin g quit e differen t 
solutions. Th e past decad e ha s been fille d with appreciation s o f 
these specia l need s an d unique solution s an d som e individual , 
national, regiona l an d internationa l action s have resulte d fro m 
the prominence tha t has been give n t o these identifiabl e specia l 
cases. Fo r example : 

(a) Specia l Diseas e Problems . A  recognitio n o f th e 
size an d nature o f th e problems with onchocerciasi s 
in West Africa , and cholera i n Bangladesh an d i n 
Bengal, has resulte d i n national an d regiona l 
action which ha s been dramati c an d o f majo r 
health relevance ; o r 

(b) Poverty . Th e leadershi p o f the World Ban k in-
underlining th e dominant rol e o f poverty a s th e 
major facto r influencin g healt h i n many rura l 
and peri-urban area s (quit e independentl y fro m 
the leve l o f national wealt h o r health services ) 
has been a n importan t facto r i n alterin g 
attitudes an d action s relatin g t o development . 

These an d simila r specia l classe s o f examples have no t 
stood i n the way o f debates upon som e major fundamenta l principle s 
on health car e an d developmen t suc h a s those o n Primary Healt h 
Care by WHO 1 o r the declarations o f the 197 8 Alma Ata Conference . 
However, i t i s probable tha t thes e genera l principle s ar e base d 
upon certai n hidde n assumption s whic h d o not full y appl y t o som e 
populations which , by reaso n o f their siz e o r geography, diffe r 
from th e usual pattern . 
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One suc h assumption o r principle i s that a  multi-tiere d 
health car e syste m i s more economic , more acceptabl e t o people, 
and potentially a s effective a s a  single-tiered system . Th e 
reasons fo r thi s have been describe d i n a large numbe r o f WHO 
publications2,3,4 an d includ e bot h th e sensibl e us e o f healt h 
workers o f different level s o f training a t different level s o f 
the syste m sn d the advantages o f having a  health car e syste m 
which attempt s t o deal with health problem s a s close t o where 
people liv e a s possible. Th e most usua l patter n i s for at leas t 
three tiers : 

(i) primary singl e o r double tie r clos e t o people' s 
homes fo r home an d ambulatory care ; 

(ii) secondary leve l capabl e o f providing distric t 
hospital o r health clini c services ; 

(iii) tertiary leve l fo r specialty needs . 

While th e patterns o f use may var y widely betwee n thes e 
three o r more level s i n different situations , the on e which ha s 
appeared t o be th e most economi c an d practical ha s been th e on e 
where abou t 85%  o f th e health task s have been deal t wit h withi n 
each tie r an d about 15 % of tasks hav e been referre d t o th e nex t 
level. Ther e i s nothing magica l abou t th e 15 % referral figure , 
but i n practice i t appears tha t i f the referra l rat e drops muc h 
below thi s leve l the n on e has th e expens e an d othe r difficultie s 
of an over-trained healt h worke r a t thi s point. I f the referra l 
rate i s very much greate r tha n 15 % many peopl e fee l tha t tha t 
tier i s a useless an d ineffectiv e assistanc e poin t an d the y 
ignore i t o r jump ove r i t t o a higher tier . Thi s both destroy s 
the lowe r tie r an d overload s th e tier s above . 

This multi-tiered assumption , with it s inheren t critica l 
values, i s an unstated componen t o f primary healt h car e (a s 
described b y WHO) and, while i t i n no way detract s fro m it s 
effectiveness an d practicability i n most countries , it assume s 
that suc h a  referral an d suppor t patter n i s possible i n others. 
However, i t i s known tha t i n some countrie s thi s i s not th e case. 

Two factor s ar e importan t i n influencin g thi s differenc e 
in countries which have limite d healt h budgets: the tota l popula -
tion o f the country an d th e geographical groupin g an d ease o f 
communication betwee n within-country communities . 

There i s no general acceptanc e o f the minimal siz e o f th e 
population require d t o properly justif y a  full se t o f tertiar y 
care facilities . However , i t i s likely tha t th e population siz e 
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is probably greate r tha n on e million fo r th e more usual special -
ties and many million s fo r th e more exoti c super-specialties . 
This could mean tha t fo r countries o f les s than on e million i t i s 
improbable tha t a  complete tertiar y leve l ca n be economicall y 
justified an d a  regional o r inter-countr y referra l solutio n i s 
necessary. 

Such solution s hav e been th e pattern o f the past i n many 
small countries , but i t i s perhaps insufficientl y understoo d tha t 
in some countrie s o r areas th e ad hoc o r existing arrangement s 
are takin g up t o as much a s one-quarter t o one-third o f the tota l 
health expenditur e (e.g . i n the Trus t Territorie s o f the Pacifi c 
Islands). Thi s enormou s proportio n appear s t o be partly du e t o 
a failur e t o explore more economi c an d acceptable regiona l arrange-
ments an d partly du e t o a failure t o develop a n efficient an d 
acceptable secondar y tie r (i.e . an unnecessarily larg e proportio n 
of people ar e being referre d t o unnecessarily specialise d an d 
expensive facilitie s -  taking transpor t an d care cost s together) . 
This excessive proportio n o f health expenditur e spen t upo n 
tertiary car e decrease s th e resource s fo r primary an d secondar y 
care an d increase s tertiar y car e expenditure s wit h a  snowbal l 
effect. 

The secon d facto r o f geographical groupin g an d eas e o f 
communication i s of equal o r even greater significance . Whil e 
it may be sai d tha t a  community a s smal l a s 200 , 500, 1000 or 
2000 persons may justif y a  primary car e residen t healt h worke r 
(depending upon th e wealth o f th e country) th e decision i s not 
solely dependen t upo n economic s o f community size . I t als o 
depends upon th e eas e o r difficulty o f communication (take n i n 
the widest sense ) between th e primary an d th e secondar y levels . 
Different reasonin g must appl y t o a 500-person communit y on e mil e 
from a  secondary car e facilit y tha n t o an islan d communit y (fo r 
example) 5 0 or 10 0 miles fro m secondar y car e with n o radio , no 
air-strip, and on e regula r boa t a  year. I n the latte r case th e 
realities o f geography ma y make i t necessary t o consdier th e 
minimal uni t o f primary car e t o be a  population o f 50 or 10 0 or 
that th e isolate d 500-perso n communit y shoul d have a  greate r 
health car e capabilit y an d therefor e decreas e th e need for th e 
same proportio n o f referrals t o th e secondar y worker levels . I t 
may als o justif y a  very considerabl e healt h expenditur e upo n 
communications plu s a  different typ e o f secondary car e facilit y 
able t o cope with th e suppor t require d i n a different an d origina l 
way. 

Taken together , these tw o factors alon e may by thei r 
nature forc e a  government to : 

(a) develo p a  multi-tiered healt h syste m o f quit e 
a different patter n fro m tha t used i n large r 
countries ; 

(b) trai n an d employ health workers i n differen t 
tiers with ver y differen t qualitie s an d 
capabilities; 

(c) implemen t a  unique referra l an d suppor t 
pattern ; 
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(d) suggest a  different resourc e allocatio n o f 
the health budget ; 

(e) searc h fo r a different se t o f drugs, equipment, 
techniques an d communication s equipmen t whic h 
would be impossibl e t o justify fo r tha t countr y 
alone bu t which hav e simila r qualitie s t o a 
number o f other countrie s facin g simila r 
problems ; 

(f) conside r regiona l collaboratio n fo r bot h 
tertiary car e an d fo r som e commo n need s suc h 
as trainin g schedule s an d teacher s trainin g 
facilities. 

It i s my thesi s i n this paper tha t while major step s hav e 
been taken i n these direction s (e.g . i n Fiji) there i s still a 
large serie s o f unknowns an d major problem s t o be solved . Th e 
delays i n moving toward s solution s have bee n because th e differ -
ences i n the nature o f the problems fro m othe r patterns hav e bee n 
insufficiently appreciated , because man y o f the countries involve d 
have been smal l an d without technica l developmen t resource s o f 
their own , because ther e has been no foru m withi n which suc h 
countries ca n discuss thei r commo n problems an d agre e upon solu -
tions, and because th e tota l population s concerne d hav e appeare d 
so small (i n world terms ) that the y have ha d littl e o r no leverag e 
in their searc h fo r help an d support . Ther e i s littl e doub t tha t 
many o f the problems ar e solvabl e using existin g knowledg e an d 
technology an d i t would appea r t o be consistent bot h i n terms o f 
humanity an d of explicit worl d aim s (Healt h fo r all by th e yea r 
2000)5 tha t step s be take n t o do so. 

Using th e reasoning give n above , there ar e good grounds fo r 
stating tha t islan d state s do have specia l healt h problem s an d 
these problems hav e many similaritie s t o som e o f the problems o f 
other disadvantaged countrie s when the y ar e smal l (i n populatio n 
terms) or they have al l o r some o f their communities isolate d du e 
to geography . 

Some relevan t countrie s 

Annex A list s som e countrie s which ar e likel y t o fal l int o 
this category . I t i s i n no way complete . A  significan t propor -
tion are known t o be worried b y thes e problem s i n response t o 
direct an d indirec t enquiring . 

In the Pacifi c th e larg e majority ar e members o f th e 
Commonwealth, althoug h th e geographical an d othe r problems i n th e 
new Federation o f State s o f Micronesia, i n the Marshall Islands , 
and i n the French Polynesi a ar e very similar . 

5 
WHO Formulatin g strategie s fo r health fo r all by th e yea r 
2000, Genev a 1979 . 
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In the India n Ocea n th e Seychelles ' (an d the Maldives' ) 
problems ar e lik e thos e o f many Pacifi c Islan d groups. The y 
differ markedly fro m thos e o f larg e singl e islands , such a s 
Mauritius (an d Réunion) . 

Superficially th e Caribbean geograph y would als o indicat e 
many similarities . However , recen t consultation s wit h th e 
University o f the West Indie s persuade m e tha t th e distances, the 
considerable population s o n most islands , and the existin g 
communication network s develope d fo r othe r reason s put mos t 
Commonwealth Caribbea n state s int o a separate category . However , 
some (suc h a s the Turks an d Caico s Islands ) are very similar . 

In South Eas t Asia an d th e West Pacifi c ther e are tw o larg e 
at-risk groups . On e include s Indonesi a an d th e Philippines , 
which hav e larg e isolate d islan d populations which may tota l man y 
millions o f persons. Th e othe r include s countrie s with a  larg e 
land mass but difficultie s o f access (e.g . Papua New Guinea an d 
Nepal), an d here i t appears irrelevan t tha t th e separatio n o f 
communities i s by mountains rathe r tha n by se a as the resultin g 
problems ar e very similar . I n Africa ther e may be many simila r 
examples which have not bee n included . 

When using eve n a n incomplet e lis t an d restrictin g i t to 
the Commonwealth, i t would appea r tha t th e populations a t ris k 
may be fro m 5  to 1 0 million fro m 2 0 to 3 0 countries with a  median 
GNP per capita (1976 ) of les s tha n 70 0 US dollars. I f non-
Commonwealth countrie s ar e include d th e population may be doubled . 
Thus what may see m t o be a  minor proble m restricte d to , for 
example, countries suc h a s the Ne w Hebrides (populatio n 99,000 ) 
or the Turk s an d Caicos Island s (populatio n 6000) , may i n fact b e 
an importan t proble m justifyin g a  major collaborativ e effort . 

It i s suggested tha t fo r a boundary lin e t o be drawn i t 
could be reasonabl e t o give emphasi s t o those countrie s (o r parts 
of countries) where a  significant par t o f the population i s 
settled i n communities o f 200 0 persons o r less and where reason s 
of geography preven t acces s t o a secondary healt h car e facilit y 
by more tha n 2 4 hours o f travel o r only a t prohibitive cost . 

Indicators o f succes s o r failure o f solutions coul d be basec 
upon : 

(a) certai n health statu s indicator s (e.g . IM R etc. ) 

(b) cos t 

(c) acceptabilit y 

(d) abilit y t o cope with certai n death-threatenin g 
emergencies (e.g . obstructed labour , acut e 
intestinal obstruction , haemorrhage etc. ) 

e.g. Memorandu m b y th e Commonwealt h Secretary-General , 
Commonwealth Head s o f Government Meeting , August 1979 , 
HGM/79/6 Anne x 1 . 
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(e) equit y (comparabilit y wit h major centres ) 

(f) povert y an d link s with developmen t 

Summary 

1. Ther e ar e precedents fo r considering tha t som e specia l 
groups o f countries have unique healt h car e deliver y an d othe r 
problems which ca n be assiste d b y collaborativ e endeavours . 

2. Th e problem o f smal l developin g countrie s wit h scattere d 
populations b y reason s o f geography ar e different i n a number o f 
respects. 

3. Suc h countries includ e a  number o f smal l islan d state s an d 
some parts o f countries withi n continents . Man y o f these ar e i n 
the Commonwealth . I n total thes e may be more tha n 3 0 and have a t 
risk populations o f 10-2 0 million persons . 

4. Ther e ar e reason s t o belive tha t improvement s ca n be mad e 
to the health an d health service s o f thes e countrie s i f unique 
solutions ar e found using existin g knowledg e an d technology . 

5. I t i s likely tha t cost s will alway s be higher i n smal l 
countries with scattere d population s bu t som e o f these extr a 
costs can be decrease d b y join t actio n an d regiona l collaboration . 

SOME POSSIBILITIE S 

If the problem a s state d i s a real one , and i f success ca n 
be judged i n the way suggested , th e alternativ e solution s ar e 
varied. However , all th e alternatives ar e directe d toward s th e 
manner i n which a  health servic e (preventive , promotive, curative, 
developmental) o f comparable standar d ca n be provided a t a simila r 
cost despit e th e known geographical realities . 

It i s most improbabl e tha t thi s can be done. An y servic e 
which inherentl y require s link s with th e major centre(s ) fo r 
training, supervisio n an d support , has a  referral component , an d 
requires continuin g logisti c support , will cos t mor e i f i t i s 
dispersed. Th e initia l choic e the n i s whether a  country choose s 
to provide a  more incomplet e o r lowe r standar d o f service a t th e 
periphery fo r th e sam e pe r capita cost s a s th e national average , 
or whether i t will accep t th e extr a cost s involved . 

Studies o f national healt h budget s o f medium an d larg e 
countries sho w that , either fro m choic e o r as a historica l 
accident, the great majorit y o f suc h countrie s spen d a  greate r 
per capit a amoun t o f the health budge t o n central rathe r tha n o n 
peripheral population s (i.e . the revers e o f the above) . Thi s 
difference ma y be a s great a s ten times . Suc h inequitie s woul d 
appear t o be les s acceptabl e i n many o f the countries liste d i n 
Annex A because the y ar e largel y multiple islan d communitie s wit h 
the periphery havin g a  greater proportiona l politica l leverage . 
This paper therefor e assume s tha t a  government decide s tha t al l 
areas an d groups, irrespective o f their location , should hav e a n 
equivalent o r comparable servic e an d th e problem i s therefore t o 
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provide thi s i n an acceptable manne r an d at a minimal additiona l 
cost. 

At th e primary an d secondar y healt h car e level s th e con -
straints o f geography an d demography mak e certai n furthe r princi-
ples beyond argument . Thes e includ e th e following . 

Single o r monopolistic syste m required . I n a system whic h 
is divided int o s o many smal l geographic fragment s paralle l o r 
competing system s clearl y multipl y th e costs an d decreas e 
efficiency markedly . Whethe r suc h a system shoul d be public , 
voluntary o r private i s dependent upo n nationa l ideolog y bu t th e 
arguments fo r a single functionin g syste m ar e overwhelming . 

Poverty an d development. Th e demonstrate d link s betwee n 
poverty an d ill-healt h ar e s o clear tha t no w ther e ca n be n o 
question tha t th e abolitio n o f poverty wher e i t exists must b e 
the primary healt h goal . Thi s must mea n tha t an y health polic y 
directed t o even a n isolate d communit y wher e povert y exist s mus t 
be multi-sectoral an d be anti-povert y orientated . Suc h a  state-
ment has tw o separat e riders . Th e firs t relate s t o those communi -
ties where th e existin g an d potential resource s ar e s o small tha t 
there i s no loca l developmen t possibilit y t o abolish poverty . 
Here a  rational vie w lead s on e t o conclude tha t th e communit y i s 
socially non-viable . Politica l an d socia l factor s may resul t i n 
a rejectio n o f such a  reality. Instead , a  country ma y suppor t 
the continuing existenc e o f such communitie s b y direct o r indirec t 
subsidies. Th e secon d relate s t o thos e communitie s wher e povert y 
has been abolishe d an d ther e i s the potential fo r furthe r socio -
economic development . Suc h furthe r developmen t ha s littl e direc t 
health significanc e bu t may hav e considerabl e othe r socia l an d 
economic importance . I t i s clearly no t a  dominating healt h goa l 
and yet th e increas e o f wealth i n the futur e ca n lea d t o th e 
support o f further health an d othe r services , greater self -
sufficiency, an d socia l survival . 

Examples fro m isolate d Ne w Zealand rura l communitie s sho w 
that th e abolitio n o f poverty ca n sometime s b e a product o f th e 
more efficien t us e o f lan d by, for example, the amalgamatio n o f 
smaller units. Thi s require d les s labou r an d th e resultin g 
migration ou t may make th e population to o smal l t o justify a 
school. Th e schoo l closes . Becaus e ther e i s no school , familie s 
with youn g childre n will no t sta y t o work i n the dairy factory , 
which als o closes . A s ther e i s no factory , dairy farmin g stop s 
and th e lan d may b e abandoned . A n apparentl y sensibl e initia l 
development ste p has thu s le d t o a result whic h i s against bot h 
individual an d national interests . Developmen t ha s socia l risk s 
and canno t b e though t o f i n purely economi c terms . 

Accepting suc h principles , the design o f a health servic e 
delivery syste m ha s tw o different aspects . Wha t servic e ca n bes t 
provide th e "usual " services an d how ca n a n isolate d communit y 
deal with th e "exceptional " event ? 

The "usual " 

The tw o additiona l cost s o f isolatio n tha t have t o be 
minimised ar e th e provision o f a resident healt h presenc e eve n i n 
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small communities an d methods o f decreasing referra l t o th e 
secondary healt h car e tier . Thes e tw o needs ar e i n conflict. O n 
the on e hand, the temptatio n i s to decrease th e technica l capabil -
ities o f th e health worker (an d thus th e trainin g an d runnin g 
costs) as the population grou p he o r sh e i s responsible t o become s 
smaller. I f this i s done, then th e proportion o f health problem s 
which need t o be referre d t o a higher technica l leve l would b e 
expected t o increase . I n a situation where transport/communica -
tions cost s ar e high o r prohibitive th e latte r cost s may fa r 
outweigh th e saving s i n the former . Ther e i s no simpl e solutio n 
to this dilemma. Bot h aspect s must b e placed withi n th e sam e 
equation an d th e tota l i s the onl y figur e with healt h economi c 
relevance. 

Despite this , th e possibilities ar e quit e varie d an d not a s 
depressing a s the y would appear . Ther e i s a wide spectru m o f 
possible healt h worker s rangin g fro m th e policeman o r postman wit h 
some firs t ai d knowledge throug h t o the full - o r part-time healt h 
assistant, to the nurse , the medex o r medical assistant , and th e 
various level s o f doctors. Eac h o f these designation s ha s a 
different meanin g i n different countries . I n one countr y a 
health assistan t ha s direct diagnosti c an d treatmen t responsibili -
ties. I n another his rol e i s largel y tha t o f an intermediar y 
between th e health syste m an d th e community. I n Fiji o r Tanzania , 
a medical assistan t i s known, and act s i n his level , as th e 
resident "doctor" . I n the Trus t Territorie s o f the Pacifi c a 
medex i s an "extensio n o f the physician". Suc h difference s i n 
the meaning o f titles bring confusio n an d highlight professiona l 
jealousies betwee n differen t group s within th e health services . 
They also obscur e th e now well an d widely demonstrate d fac t tha t 
it i s possible t o train an d emplo y a  health worker with a  minimal 
general educationa l backgroun d an d a brief trainin g perio d wh o 
can deal locall y with th e vast majority o f "usual " health 
problems. Suc h a  person i s not a  "substitute" for a doctor an d 
has a  high effectivenes s an d acceptabilit y ratin g i f he o r she: 

(a) i s resident i n the area , 

(b) i s linked effectivel y an d continuousl y wit h 
other level s o f the service , 

(c) i s properly supplie d an d equipped , 

(d) ha s continuin g trainin g opportunities . 

The leve l o f capability an d responsibilit y i s partl y 
dependent upo n th e degre e o f isolation , but i n most o f the area s 
of over 10 0 persons face d by countrie s liste d i n Annex A thi s 
level i s less tha n tha t o f a graduate o f the Fij i Schoo l o f 
Medicine an d greater tha n tha t o f a health assistant . A t suc h a 
level i t i s possible t o consider suc h a  person (o r persons) deal -
ing with 85-95 % (o r more) o f the "usual " if the prior liste d 
conditions ar e met. Th e for m o f training an d th e for m an d 

7 
W.M. Peck , MEDEX . Statemen t prepare d lo r Micronesia n 
Leaders, 1974 . 
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manner o f meeting th e essentia l pre-condition s requir e specia l 
technical paper s but ar e clearl y practicabl e a s judged b y existin g 
experiences an d knowledge . 

Even within suc h a  framework ther e ar e a number o f variant s 
and unresolved issues . T o whom shoul d suc h a health worker b e 
responsible? (e.g . to another healt h worke r o f similar back -
ground, o r t o a doctor?) I s i t better t o have a  single full-tim e 
health worker o r two half-time healt h workers with th e sam e o r 
different responsibilities ? I s i t an advantage o r a disadvantag e 
that th e health worker was originall y fro m th e sam e area o r 
island? Thes e an d othe r question s ar e importan t an d the answer s 
are likel y t o vary i n different countries . 

At thi s stag e th e conclusions may well be that : 

(i) it i s possible t o plan fo r a resident healt h 
worker eve n i n isolate d smal l communitie s wh o 
could dea l with most o f the usual conditions ; 

(ii) the proportion o f th e "usual " which i s dealt 
with i s dependent upo n th e leve l o f trainin g 
of this health worker an d upon th e form o f 
the supportin g linke d services ; 

(iii) it i s the form o f th e linke d an d supportin g 
services which ca n most easil y b e manipulated ; 

(iv) it i s likel y tha t th e "mix " of the typ e o f 
health worker an d th e form o f the supportin g 
services would be unique t o each individua l 
country an d situation , although ther e may b e 
common technica l components . 

The "exceptional " 

Almost b y definition , any primary car e syste m ha s healt h 
related event s which canno t b e effectivel y deal t with a t tha t 
level. Thes e ar e th e "exceptional " events. Som e clearl y nee d 
highly-specialised person s an d facilities t o deal with them . 
However, time als o enter s th e picture an d th e number o f suc h 
events which requir e suc h action s in , for example , a 24-48 hou r 
period ar e relativel y small . Th e remainde r fal l int o a wide gre y 
area which ca n be deal t wit h b y th e specialise d service s i n a 
non-urgent manne r o r where possibl e othe r solution s ca n possibl y 
be found . A n exampl e coul d be a  retained placenta. Thi s may b e 
a health emergenc y whic h a  loca l healt h worker i n a small com -
munity may rarel y i f ever meet with . However , with som e knowledg e 
of the principles o f the birth process , with radi o o r othe r 
contact wit h a  central base , and with acces s t o appropriat e 
pharmaceuticals an d equipment, such a n event coul d be locall y 
faced. I t seem s probable tha t th e number o f referrals t o a 
secondary healt h servic e tie r could be decrease d if : 

(a) ther e was a  local healt h worker o f the typ e 
described abl e t o deal with usual events ; 
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(b) systemati c stud y was made o f the intervention s 
possible whic h coul d be used with radi o link s 
and othe r indirec t equipmen t an d pharmaceu -
tical support ; 

(c) a  supporting networ k wa s establishe d t o 
implement thes e findings ; 

(d) provisio n wa s made fo r th e very rar e urgen t 
transfer o f a life-threatening emergenc y t o 
a secondar y facility . 

It i s becoming more an d more accepte d tha t th e questio n o f 
how an exceptional healt h even t coul d be deal t with i n suc h 
circumstances ha s rarel y been considered . Th e progress i n th e 
treatment o f severe dehydratio n i n babies fro m intravenou s rehydra-
tion i n special centre s t o oral rehydratio n i s a case i n point. 

Reference ha s been made i n the earlie r par t o f this pape r 
to the cost s incurre d an d t o regiona l an d other solution s whic h 
are possible i n secondary car e referral s t o tertiary levels . I n 
addition som e o f the sam e thinkin g describe d i n primary-secondar y 
care referral s may als o be applicabl e here . 

Summary 

1. An y disperse d healt h syste m t o isolate d communitie s i s likel y 
to cost more tha n on e without thes e disadvantages . 

2. A  likel y nationa l decisio n o f many countrie s wil l b e t o tr y 
to attain equalit y o f health servic e benefit s t o all o f the popu-
lation rathe r tha n equalit y o f health expenditure . Thi s i n 
practice mean s a  form o f subsidy t o thos e livin g a t th e periphery . 

3. Decision s upo n what for m th e service s will tak e must res t 
at leas t partly upo n a  complex equatio n whic h take s int o accoun t 
local cost s an d th e cos t o f th e supportin g communications/transpor t 
network. 

4. I t i s likel y tha t th e cheapes t an d most effectiv e solutio n 
will be i n a local health worker highe r tha n a health assistan t 
and lowe r tha n a  doctor who ca n ac t i n his ow n righ t an d undertak e 
some exceptiona l task s with indirec t support . 

5. Th e developmen t o f suc h workers, their training , th e equip -
ment, th e drugs an d communicatio n equipmen t the y will need , th e 
methods the y will use an d th e secondar y supportin g syste m whic h 
will be require d al l requir e furthe r development . 

6. Whil e many component s i n (5 ) may have wide applicability , 
the unique situatio n i n most countrie s will requir e individua l 
health syste m solutions . Thi s developmen t o f national system s 
will frequentl y requir e suppor t fro m outsid e th e countrie s 
themselves. 
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SOME MECHANISMS FO R STRENGTHENIN G AN D MOBILISIN G 
EXISTING NATIONAL , REGIONAL AN D INTERNATIONA L 
RESOURCES WHICH WOULD ASSIST I N SOLVIN G THES E PROBLEM S 

Acceptance o f a proble m 

The past tw o years o f trave l an d discussions hav e convince d 
me tha t a  problem exist s an d tha t i t i s recognised locall y i n a 
long lis t o f countries. However , i n most o f these countrie s i t 
is considered tha t al l aspect s o f their problem ar e unique an d 
they ar e unaware o f the simila r worries o f their neighbours. A s 
many o f these countrie s ar e smal l an d with limite d technica l an d 
academic resources , they fee l powerless t o grope fo r a solutio n 
other tha n i n an ad hoc manner . 

The firs t ste p must b e t o provide a  forum by which the y ca n 
agree upon th e nature o f their problems an d t o discuss th e simi -
larities an d differences o f thei r objectives . Fro m there , 
mechanisms coul d b e suggeste d upo n ho w thes e problem s ca n be 
solved. Suc h a  forum coul d possibl y b e initiall y regiona l althoug h 
other form s o f structuring ar e possible . 

Such a  forum ma y well be best undertake n b y th e sponsorshi p 
of a host governmen t o r by bodies suc h a s th e Commonwealt h 
Secretariat o r WHO. Th e larg e proportio n o f Commonwealth member s 
in any listin g o f eligible countrie s i s highly significant . 

Provision o f dat a 

Preceding part s o f this paper refe r t o certain crucia l dat a 
which must influenc e decisions . Som e are geographical an d demo-
graphic (wh o live s where an d what ar e th e existin g links) , som e 
are economic (poverty, potentials fo r development, breakdowns o f 
health expenditures) , som e are epidemiological (direc t an d indirec t 
health statu s indicators , referral rates , effectiveness measures) , 
and som e are political an d relat e t o the futur e ambition s o f each 
country. I t i s my impressio n tha t much primar y dat a i s alread y 
present (e.g . i n Fiji, Trust Territorie s o f the Pacifi c etc. ) but 
has not bee n tabulate d o r produced i n a usable form . I n many 
countries thi s ca n be done within th e countr y a t minimal cos t i n 
a shor t period i f a case ca n be made tha t th e informatio n coul d 
be useful an d th e country require d it . Thi s i s a reasonabl e 
second step . 

Preparation o f national healt h syste m model s 

Fundamental outline s o f alternative healt h servic e system s 
need t o be prepare d fo r eac h country . Thes e shoul d reflec t th e 
existing system , th e gaps an d successes , the alternatives i f a 
different divisio n was made betwee n th e primary, secondar y an d 
tertiary tiers , and th e constraint s (typ e o f health workers, 
resources, communications an d transport , health problem s etc.) . 
While thi s i s fundamentally a  national activity , technica l 
support woul d b e require d i n many case s fro m outside . 
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Development o f usable component s 

A larg e number o f constraints coul d be resolvabl e i f the y 
were identifie d an d described i n direct proble m terms . Thes e 
include radi o equipmen t whic h ca n be cheap , locally ru n an d 
repaired, list s o f drugs with a  higher safet y factor , equipment , 
emergency (or exceptional even ) procedures, training an d continuin g 
education systems , usable transpor t (wha t ar e th e economic s 
between a  helicopter, an amphibean an d a  reef airstrip?) . I t i s 
unlikely tha t thes e will b e full y face d b y th e world communit y 
unless thei r usefulness i n a number o f situations ca n be demon -
strated. I f the need ca n be stated , and the y ar e properl y 
described, the n i t would see m reasonabl e t o either se t up a  group 
or regional mechanism fo r solvin g the m o r to refe r the m t o inter -
national o r world problem-solving group s (th e universities, 
industry, th e Commonwealth Secretariat , WHO, the applied techno -
logy group etc.) . 

Search fo r developmen t cost s 

For many countrie s liste d i t i s improbabl e tha t developmen t 
costs coul d be locall y fundable . Som e nationa l healt h objective s 
may need t o be restricte d t o self-sufficiency i n running cost s 
once an amended health syste m i s operational. Som e government s 
may not unreasonably nee d assistanc e i n preparing suitabl e pro -
posals prior t o their submissio n t o an internationa l o r a 
bilateral sourc e o f funds. Possibl y th e Commonwealth Secretaria t 
or WHO coul d provide suc h assistanc e o r i t could b e eve n develope d 
in a regional way . 

Implementation o f an amended syste m 

A countr y o f the siz e o f many o f those liste d understandabl y 
has difficulty i n calling upon th e whole rang e o f expertis e 
necessary t o implemen t a n amended system . Outsid e hel p wil l 
frequently b e required . 

Development o f regiona l o r collaborative structure s 

No health syste m i s ever fina l o r optimal, and continuin g 
change an d developmen t require s continuin g support . Th e ever -
increasing complexit y o f living , governing an d administering mus t 
mean tha t i n the lon g ru n th e smalle r countrie s will be a t a 
disadvantage unles s the y ca n collaborat e an d develop togethe r 
what may be unattainable separately . Still-developin g institution s 
such a s the University o f th e West Indie s o r th e University o f 
the Sout h Pacifi c indicat e bot h th e difficulties an d th e possibil-
ities fo r collaborative action . Som e simila r mechanisms involvin g 
both th e health service s themselve s an d th e academics may be th e 
possible answer . 

CONCLUSION 

The step s toward s th e solutio n t o the health an d healt h 
service problem s o f smal l countrie s o r countries wit h isolate d 
communities canno t b e pu t o n paper with ever y ste p clearl y define d 
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and th e answer a t th e end . On e ca n describe wit h clarit y th e 
initial step s an d th e possible benefit s which coul d result . Th e 
steps which follo w must full y expres s thos e conclusion s an d agree-
ments which have gone before , an d must als o recognis e som e of th e 
individual qualitie s o f uniqueness whic h have le d t o the differen t 
countries' diversit y an d independence . 

The event s o r forces which hav e le d to individualit y ar e 
frequently followe d b y a  feeling o f wanting t o share o r collabo-
rate upon thei r ow n terms . Suc h moves must com e fro m interna l 
rather tha n externa l force s an d canno t be planned by experts , 
however well intentioned . Therefor e i t seems proper tha t th e en d 
of this paper shoul d be lef t blank . 

Information alread y publicl y availabl e show s th e countrie s 
described t o be a t a  disadvantage i n health servic e terms . I t i s 
likely tha t becaus e o f their nature the y will continu e t o have 
some disadvantages. However , some ways o f decreasing thes e dis -
advantages ar e available an d thes e coul d be implemente d b y 
starting a  series o f national, regional an d collaborativ e step s 
and drawin g upon th e pool o f goodwill which exist s within an d 
outside th e Commonwealth . 
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ANNEX A 

Some countries facin g islan d an d isolatio n healt h servic e 
difficulties 

Area Commonwealth Non-Commonwealth 

Pacific island s Cook Island s 
Fiji 
Niue 
Tonga 
Western Samo a 
New Hebride s 
Tuvalu 
Solomon Island s 
Kiribati 
Nauru 
(Pitcairn, Norfol k 
Islands etc. ) 

American Samo a 
French Polynesi a 
Trust Territorie s o f 
the Pacifi c 
- Federation o f State s 

of Micronesi a 
- Marshall Island s 
- Pala u 

Indian Ocea n 
islands 

Seychelles 

South Eas t Asia / 
Pacific countrie s 
with isolate d 
islands an d othe r 
populations 

Papua Ne w Guine a Indonesia 
Philippines 

Nepal 

Caribbean island s Turks an d Caico s 

Atlantic island s St. Helen a 
Ascension 
Tristan d a Cunh a 
Falkland Island s 

Africa 

Typified by populations i n such provinces a s Nusa Tenggara , 
Riaw, Molucca etc . Persona l communicatio n fro m H.E . D r 
Suwardjono, Minister o f Health, 1979 . 
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