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INTRODUCTION 

The number of Commonwealth developing countries which are 
islands or which suffer particular disadvantages as a result 
of their small size, their remoteness from major centres and 
their limited resources is large. Becaus e of their relative 
proverty and shortages of trained personnel, they are 
especially at risk in the face of disease epidemics and 
natural disasters. 

These small countries need the services of a variety of 
categories of trained staff, which they cannot easily obtain. 
Their resources for staff training are generally very 
limited. The y are rarely in a position to maintain expensive 
clinical facilities. Th e cost of their imports of medicinal 
drugs takes up a substantial portion of their small health 
budgets. Som e of the m ar e composed of scattered groups of 
islands with small communities, and are thus faced with 
difficult problems of transport and communication. 

The health needs of such countries have long been the concern 
of Commonwealth Health Ministers' meetings, of Commonwealth 
regional groupings and organisations, and of the Commonwealth 
Secretariat. Significan t achievements have already been made 
through regional cooperation; and for many of the smaller 
countries a regional approach is seen as essential if a 
reasonable level of health care is to be reached and 
maintained. Nevertheless , activities to assist small and 
disadvantaged countries have often lacked a special focus, 
and further strengthening of regional, and also inter-
regional, cooperation geared particularly to the needs of 
those countries with the least resources seem s to be required. 

The need to concentrate attention on the special needs of 
the smaller states has been underlined at recent Commonwealth 
meetings at the highest level. Senio r Commonwealth officials, 
meeting in Kuala Lumpur in 1978, saw the need to recognise 
the unique difficulties encountered by these states and, 
where appropriate, to develop special supplementary 
programmes of action designed to help overcome them. Th e 
Lusaka Meeting of Heads of Government in 1979 agreed that 
special measures of support were required to offset the 
disadvantages of small size, isolation and scarce resources, 
which severely limit the capacity of such countries to achieve 
their development objectives. Th e meeting requested the 
Commonwealth Secretary-General to pursue a programme of action 
which will enable the Commonwealth to respond both 
multilaterally and bilaterally to the special needs of smaller 
and specially disadvantaged member countries. 
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These considerations are explained by the Assistant Secretary-
General, Professor K.S. Murshid, when welcoming to Marlborough 
House, on behalf of the Secretary-General, the meeting of 
experts convened to focus special attention on the special 
health problems of island developing and other specially 
disadvantaged countries, held from 21 to 25 January 1980. H e 
emphasised the need to analyse these special problems, 
pointing out that they are not merely a scaled-down version of 
the problems of larger countries but are often different 
problems qualitatively. 

The members of the expert group were invited to examine these 
problems and to make recommendations as to how they should 
most effectively be tackled, by individual governments, by 
regional groups of countries and by the Commonwealth 
Secretariat and other agencies, within available resources. 

They were asked to undertake this task in their individual 
capacities, rather than as representatives of their 
particular countries or institutions. Th e Secretariat is 
grateful to the members of the group for putting their 
special knowledge and experience at the disposal of the 
Commonwealth. 

The meeting was organised by the Secretariat and financed 
through the Commonwealth Fund for Technical Cooperation, 
with the assistance of a contribution from the Ciba Foundation* 
to cover the costs of the non-Commonwealth participants. 

This report of the meeting includes a list of the 
conclusions reached, a summary of the discussions, an 
introductory paper prepared by the Secretariat, papers 
prepared by participants who led the discussion on particular 
topics, and other papers contributed by participants. 

*The Ciba Foundation was established 30 years ago in London 
to promote international cooperation in medical and chemical 
research. Th e Foundation is fully independent and its 
activities are determined by its staff and expert advisers. 
It organises small inter-disciplinary internationa l 
scientific meetings, publishes scientific books and research 
reviews, offers library and information services and has some 
accommodation in London for visiting scientists and doctors. 
The Foundation is not normally a grant-giving agency, but has 
a particular interest in meetings in the health field, such 
as the one covered by this report, the aim of which is to 
produce guidelines for practical action. 
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LIST OF CONCLUSIONS 

Health manpower planning 

National (a ) Fo r most island developing and other specially 
disadvantaged countries, there is a need to determine the use 
of manpower in primary health care programmes in close 
relation to the locally-defined tasks required for the 
provision of basic health services for their entire 
populations. 

(b) Wher e appropriate, a tiered primary health care system 
should be developed which will use most effectively the 
professional skills of doctors, maximise the potential of 
village-level services through community health workers, and 
deploy mid-level health workers to provide supervisory, 
curative, referral, preventive and promotional services. 
Cooperation with other development workers is most important 
in this connection. 

(c) Th e planning capability of the ministry of health 
should, where necessary, be strengthened to achieve the most 
effective use of scarce personnel and material resources, to 
facilitate the integration of health services with other 
developmental services, and to allow the health ministry to 
compete more effectively with other ministries for scarce 
resources. 

(d) Fo r the smaller countries in general, the further 
development of local programmes for training sub-professional 
personnel is needed. Competency-based , task-oriented 
programmes should be developed for the training of new cadres 
of health workers to produce efficient and cost-effective 
health care services. 

(e) Th e status relationships of primary health care workers 
should receive early attention in health planning. 

(f) I n order that new initiatives in health manpower 
development should not encounter unnecessary legal obstacles, 
health legislation should be reviewed. 

(g) Generi c drug systems and treatment guides should be 
developed for use by primary health care personnel. 

Regional (h ) Wher e appropriate, small countries with limited resources 
should cooperate with neighbouring countries on a regional 
basis in health manpower development, particularly in 
training programmes, and in the development of generic drug 
systems and treatment guides. 
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(i) Wher e outside support is required, the Commonwealth 
Secretariat and other agencies should,on request, provide all 
possible assistance for efforts by governments and regional 
groups to develop appropriate systems of health manpower -
through providing consultants and training fellowships. 

Travel and communication 

National (a ) Sinc e travel and communication constitute such an 
important determining factor in health services management, 
particularly in small countries, they should be given 
greater prominence in health planning. 

(b) Everythin g possible should be done to make small isolated 
communities more self-sufficient by up-grading the skills of 
local health workers and improving their communication links 
to facilitate consultation with secondary care level. 

(c) A n analysis of travel and communication needs and 
resources should be made as a basis for deciding on 
appropriate arrangements for this vital element in the 
delivery of health services. 

(d) Thi s analysis should include transport and communication 
facilities operated by non-health departments, so that the 
possibility of these being used, where practicable, to assist 
the improved provision of health services may be taken into 
consideration. 

(e) Highe r priority for health is needed in relation to 
travel and communication resources. Discussio n of the problem 
by national health councils should include participation by 
representatives of non-health departments possessing relevant 
resources, and cooperation to permit greater utilisation of 
resources for health purposes should be sought. 

(f) Th e introduction of radio communication should be 
increased. A  simple two-way voice communication system is 
needed, which users can be trained to maintain and repair, 
and which should be designed so as to permit modular 
replacement. Th e possibility of using radio and television 
communication by satellite should also be investigated. 

(g) Standardisatio n of vehicles and the training of health 
personnel to do simple repairs on the vehicles they use are 
needed. 

(h) Th e development of traditional means of transport should 
be promoted, where appropriate, as a low-cost alternative to 
motorised vehicles. 

Regional (i ) Regiona l groups of countries should examine how far the 
travel and communication needs of their small island or other 
disadvantaged members for health purposes can be met through 
regional collaboration, and how regional communications in 
this connection can be improved. Way s in which external 
assistance could help to overcome difficulties should be 
specified. 

Commonwea1th 
Secretariat 
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Commonwea1th 
Secretariat 

National 

(j) Th e special problems of the South Pacific islands in this 
respect call for particular attention, and the need for 
regional action to meet their special requirements is urgent. 

(k) Th e Commonwealth Secretariat, donor governments and 
donor agencies should where possible respond favourably to 
requests for assistance for the improvement of travel and 
communication for health purposes. 

(1) Th e Commonwealth Secretariat should, if requested, 
provide a consultant to examine travel and communicatio n 
problems and resources in relation to health needs in the 
South Pacific, and to suggest roles that might be played by 
supporting agencies. 

Demographic and health data 

(a) Eac h small country needs a simple system of data 
collection, to obtain basic information on the population and 
its distribution, on transport and communicatio n facilities, 
on the patterns of illness, on the frequency of necessary 
evacuations and disasters. Muc h of this information can be 
obtained from existing sources, and it should be supplemented 
by sample surveys. 

(b) Th e information collected should be no more precise than 
the nature of the health problems require. "Quic k and 
dirty" data are often adequate for health planning purposes, 
and can be collected by existing health staff as part of 
their duties. 

(c) Consideratio n should be given to the levels of treatment 
which can be given by various levels of health staff, 
particularly in isolated circumstances. 

(d) Managemen t decisions and logistics planning, for the 
deployment of health personnel and supplies, and also disaster 
relief measures, should be based on the information collected. 

(e) Specia l attention should be given to the provision of 
services for small isolated communities, in the context of 
the cost and the health risks involved, and to the training 
of personnel serving such communities in a wider range of 
skills. 

(f) Mor e information should be compiled and supplied to 
health personnel, and to training institutions, on the cost 
of imported drugs and on less expensive alternatives available. 
Attention should be given to the range of drugs appropriate 
for isolated situations. 

(g) Fo r the processing of health data, planning units should 
be given access to any government-owned computer services 
which may be available. 

(h) Administrator s and managers at various levels should be 
taught to present health data effectively. Thi s is important 
not only for good planning and administration but also as a 
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means of securing a higher priority fo r health in the 
competition with other departments for scarce resources. 

(i) Informatio n based on data collected should be fed back 
to the personnel at the periphery to stimulate their interest 
and cooperation. 

Regional (j) Regiona l groups of countries should consider ways of 
collaborating in the development of simple systems of health 
data collection. 

(k) Th e possibility of regional cooperation in training for 
health data collection should be examined, and universities 
and other training institutions should be involved. 

(1) Regiona l arrangements for the training of health 
personnel (and their teachers) in a wider range of skills 
so that they may be better equipped to serve small isolated 
communities should also be considered. 

Commonwealth 
Secretariat 

(m) Th e Commonwealth Secretariat and other agencies should, 
on request, give whatever support is possible to the 
activities of individual countries and regional groups 
mentioned above. 

Natural disasters and other emergencies 

National (a) Eac h small country should have a disaster plan, which 
should be regularly reviewed by a standing inter-departmental 
committee responsible for disaster preparedness. 

(b) Th e allocation of responsibility is a vital element in 
such a plan, which should also deal with arrangements for 
food, shelter, blankets, supplies of vaccines, communications 
etc. Procedure s and arrangements should be set out clearly 
in a manual or booklet. 

Regional (c) Disaste r preparedness should also be a continuing 
regional responsibility, and regional groups of countries 
should examine what arrangements for regional collaboration 
to cope with disasters should be made and consider issuing a 
regional booklet setting these out. 

(d) I n this connection, coordination of external assistance 
is required. I t should be determined in advance who is 
responsible for this and what organisation is required. 

Commonwealth 
Secretariat 

National 

(e) Th e Commonwealth Secretariat and other agencies should, 
on request, assist governments and regional organisations 
with the development of a high level of disaster preparedness. 

Specialist services 

(a) Th e provision of tertiary care services is a major 
problem for the health authorities of small countries, few of 
whom can hope to be self-sufficient in this regard. Th e 
provision of expatriate specialists by donor governments does 
not provide a long-term answer to this problem. 
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(b) Improvemen t of secondary care facilities to reduce the 
need for referral, improvement of local conditions for 
professionals, and arrangements for short-term secondments 
from neighbouring countries merit consideration as ways of 
alleviating the problem. 

(c) Wher e regular visits by specialists from other countries 
can be arranged, appropriate local facilities and supporting 
personnel should be provided. 

(d) Wher e possible and appropriate, the health authorities 
in small states should endeavour to have some of their own 
nationals trained as specialists. 

Regional (e ) A  regional solution to the problem is required, and 
urgent attention to it by regional groups of countries, 
from whom the initiative must come, is needed. 

(f) Regiona l groups, in collaboration with their universities, 
should develop a coordinated programme to stimulate the 
retention of specialists in the smaller countries through 
arrangements for continuing medical education, postgraduate 
education, and the provision of reliefs for trainees. 

(g) Regiona l programmes might be developed, through 
university hospitals, by providing supernumary posts to permit 
regular visits to small countries lacking specialist services; 
such programmes might attract external assistance. 

(h) Government s of the developing countries of the South 
Pacific might jointly work out a solution to the problems of 
providing tertiary care in the island states. Australi a and 
New Zealand, the World Health Organisation and the 
Commonwealth Secretariat might be invited to take part in 
discussions to this end. 

(i) Th e Secretariat and other agencies should respond 
favourably to requests for assistance for approved regional 
arrangements to provide small countries with tertiary health 
care services. 

Pharmaceuticals 

National (a ) Government s should consider providing suitably 
informed personnel to advise staff ordering and prescribing 
drugs. "Counter-propaganda " to withstand advertising 
pressure should be provided, particularly through medical 
education and continuing medical education. 

(b) A  limited list of drugs (generic, rather than 
proprietary, wherever possible) should be decided on and only 
these drugs should be made available for use in the government 
health service, except where special drugs are required for 
special conditions. 

(c) Mor e attention should be given to the management of 
drug supplies - to quality control, distribution, storage, 
stock control and the prevention of graft. 

Commonwealth 
Secretariat 
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Regional 

Commonwealth 
Secretariat 

(d) Regiona l cooperation offers the best prospects for 
overcoming the difficulties of small states in relation to 
pharmaceuticals. Regiona l groups are urged to give increased 
and continuing attention to all aspects of the problem, 
including joint purchase, manufacture, quality control and 
training in storage and stock control. Informatio n on 
developments should be exchanged between regions. 

(e) Ministrie s of finance and industry should be involved in 
discussions of joint purchase and manufacturing, and it is 
also desirable to enlist the cooperation of pharmaceutical 
companies in efforts to overcome the difficulties of small 
countries. 

(f) Wher e regional manufacture of drugs is in view, this is 
best approached gradually, by stages. 

(g) Th e Secretariat should continue to encourage and support 
regional cooperation to help small countries to overcome 
their difficulties in relation to pharmaceutical supplies. 

(h) Th e Secretariat might consider commissioning a handbook 
on practical therapeutics to promote cost-effective use of 
medicinal drugs. 

Strengthening national and regional institutions 

National (a) Th e appropriateness of national health care systems and 
the adequacy of national health planning capability should be 
examined in all small states. 

Regional 

(b) Attentio n should be given to the requirements for 
mobilising national commitment for health improvement. Thes e 
requirements include adequate health data, representative 
multi-sectoral health councils and satisfactory arrangements 
for collaboration between sectors with common interests. 

(c) Mor e attention should be given to the improvement of 
health management at the middle level, using in-service 
and unconventional training methods as well as formal 
training courses. 

(d) Meeting s of health professionals at national level should 
be encouraged. Professiona l associations should be invited 
to take part in national discussions concerning health 
service management and to articulate their views on how 
health care systems might be improved. 

(e) Everythin g possible should be done by health ministries 
and professional groups to improve medical information 
facilities for health personnel, and isolated health workers 
should be provided with basic books, manuals and journals. 

(f) Existin g regional institutions, including universities, 
should focus more attention on the health problems of the 
smaller states. Recen t moves in some regions to do this 
through special committees were welcomed. 
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(g) Ther e is a parallel need to strengthen universities and 
other regional institutions in order to expand their 
capabilities for being effective focal centres for regional 
planning and action in the health field. Th e requirements for 
achieving this in each region should be identified. 

(h) Previou s recommendations concerning regional action on 
data collection and the improvement of travel and communication 
facilities are particularly important for strengthening 
institutions. Similarly , the training and deployment of 
doctors to provide secondary and tertiary care also call fo r 
regional attention and collaboration. 

(i) Th e possibility of regional exchange schemes to enable 
policy-forming staff of small countries to exchange short-
term visits to assess the appropriateness of health service 
structures merits consideration. 

(j) Becaus e weaknesses at middle management level are common 
among small states, arrangements should be considered for 
promoting innovative and unconventional methods of training 
(including, for example, the use of case-study techniques and 
short-term pairing with officers in neighbouring countries) 
on a regional basis. 

(k) Representative s of universities and professional 
associations should be invited to attend regional health 
meetings, and encouraged to examine their capacity to perform 
a regional health role. 

(1) Improve d dissemination of medical and health information 
material, particularly to isolated health workers, is 
suggested as a suitable matter for attention at regional 
meetings, which might consider how small countries could be 
assisted in this respect. 

Commonwealth (m ) Th e Secretariat should do everything possible, within the 
Secretariat limit s of its resources, to support the activities of existing 

regional institutions and universities, designed to help 
small, disadvantaged countries. 

Regional and international cooperation 

Regional (a ) Regiona l cooperation is the best option for reinforcing 
the efforts of small and disadvantaged countries to overcome 
their special health problems and to develop appropriate 
health care systems. 

(b) Wher e they already exist, arrangements for regional 
health collaboration should be strengthened to enable 
special attention to be focused on the health needs of 
small and disadvantaged countries 

(c) Th e recently established committee on the health problems 
of small states in the East, Central and Southern Africa 
region, for instance, might review the health manpower needs 
of Seychelles and work out a coordinated programme of 
assistance to meet them. 
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(d) I n the South Pacific, the promotion of a joint approach 
to the special problems common to small islands would require 
the collaboration of Australia, New Zealand, the Fiji School 
of Medicine, the University of the South Pacific, WHO, the 
South Pacific Commission and other regional institutions. 

(e) Appropriat e arrangements are required for ensuring 
continuity of action, planning, discussion, surveillance and 
evalutation of agreed regional collaborative activities. 

(f) Regiona l health groups should consider placing as a 
continuing ite m on their agenda the review of machinery for 
communicating their decisions to national health staff, 
professional associations and universities, with the object 
of improving its effectiveness. 

(g) Increase d regional attention to the rationalisation of 
medical equipment, to preventive maintenance and emergency 
repair facilities, and to training technicians to service a 
variety of equipment, could be beneficial to small countries. 

(h) Improve d regional coordination of the activities of donor 
agencies is needed, possibly through inter-agenc y 
consultative meetings convened by regional health groups. 

Commonwealth (i ) Th e Secretariat should continue to do everything possible 
Secretariat t o assist regional health groupings, and to support their 

programmes designed to help the small and disadvantaged 
countries. 

(j) Th e Secretariat should assist efforts in the South 
Pacific to establish, in collaboration with the University of 
the South Pacific, a regional inter-governmental health forum, 
and to develop machinery through which the island governments 
can collaborate to overcome their special health problems. 

(k) Th e Secretariat should use its good offices to channel 
requests from small states for assistance to appropriate 
foundations and donor agencies. Suc h bodies should be 
provided with information and copies of relevant reports. 
Foundations and donor agencies might review their terms of 
reference in the light of the special needs of small 
disadvantaged states. 

Distribution of report 

Commonwealth (a ) Th e report of the meeting should be distributed to 
Secretariat ministrie s of health, regional health agencies, universities 

in the regions, professional associations, the World Health 
Organisation, the World Bank, foundations and other donor 
agencies. 

(b) Th e report should be brought to the attention of the 
May 1980 Pre-WHA Meeting and submitted to the Sixth 
Commonwealth Health Ministers' Meeting in November 1980. 
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National and (c ) Ministrie s of health and regional health agencies should 
regional conside r placing relevant recommendations of the meeting on 

national and regional health agenda as an item meriting 
continuing attention. 
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GENERAL REVIE W 

The meeting began by making a general review, in the light of 
the introductory paper prepared by the Commonwealth 
Secretariat (see p 53 ) , of the special health problems facing 
small developing countries. I t was accepted that these were 
not merely a small-scale version of the problems of larger 
countries but often had special characteristics of their own. 

2. I t was noted that small countries had very slender 
economic resources; they lacked university medical schools, 
sophisticated medical facilities, and adequate training 
facilities for health manpower; and they were rarely in a 
position to pay professional staff salaries comparable with 
those obtainable elsewhere. The y were obliged to have their 
doctors, and other health workers needing specialised skills, 
trained elsewhere and they lost professional manpower through 
emigration. Expatriat e doctors, recruited to fill the gaps, 
had to be paid at higher than local rates. Thes e countries 
had few, if any, specialists. I n the circumstances, it was 
frequently found impossible for them to construct a 
traditional-type health service based largely on hospitals 
and adequate numbers of doctors with full professional 
training. The development of an improved system of primary 
health care and increased use of paramedical personnel were 
seen as their only feasible alternative. 

3. Thi s was seen to be the position in such African countries 
as The Gambia and Swaziland, for example. Th e few doctors 
available were based centrally, and primary health care for 
the greater part of the population was delivered through local 
health centres and clinics, staffed by nurses and paramedicals, 
which were the focal points for local health workers. Th e 
link between the centre and the periphery was tenous, however, 
due to poor communications and the lack of a capacity for 
adequate supervision. 

4. Seychelle s was cited as an example of a small island state 
with severe staffing problems. Ther e were few Seychellois 
doctors and although it had been possible to recruit some 
expatriates the need for these to be able to speak French and 
patois had created difficulties. Mauritius , more fortunate in 
having a surplus of some categories of trained medical 
manpower, had been able to assist to some extent by sending 
doctors to Seychelles on short-term secondments but this was 
not always easy because of the separation from their families 
and the disparity in local conditions. 

5. Th e meeting noted that in the small islands of the 
Caribbean, as elsewhere, there was popular pressure for better 
conditions and services, but that the legacy of hospital-based 

13 



health care had not been sufficiently supplemented by 
preventive and community services. Althoug h conditions were 
gradually improving, with more attention being given to clean 
water supplies, housing, sanitation and health education, 
individual countrie s lacked resources, and they had found it 
impossible t o provide a comprehensive medical service. 
Regional co-operatio n to assist these small states had been 
recognised a s essential and had been fostered by the 
Caribbean Community. A n important focus for regional health 
cooperation here was seen to be the University of the West 
Indies, with its three campuses in Jamaica, Barbados and 
Trinidad, collaboration being assisted by the relatively 
good communications in the region. 

6. Th e meeting recognised that the developing countries of 
the South Pacific faced problems peculiar to this region. 
Separated by vast distances, many of them were composed of 
large numbers of very small scattered islands. Communicatio n 
with small isolated communities presented severe difficulties 
and the task of providing these communities with adequate 
health care was formidable. Wher e there was a colonial 
inheritance of hospital-based health services, these were run 
largely by expatriates and involved heavy expenditure. Ther e 
was little regional cooperation between the developing 
countries of the Pacific in health services, although valuable 
assistance had been given by Australia and New Zealand. 

7. Th e Fiji School of Medicine, a national institution, 
offered some places to students from other Pacific countries, 
but the qualifications awarded were not recognised inter-
nationally as full professional qualifications and did not 
constitute a take-off point for specialist medical training. 
When candidates with appropriate qualifications fo r post-
graduate training could be found, they had to go to 
institutions overseas where the teaching was rarely geared to 
Pacific conditions. Furthermore , a career structure for 
specialists was lacking in the island countries, and there were 
no local replacements when the few expatriate specialists left. 

8. I t was pointed out that health administration and 
management in the Pacific island countries faced special 
difficulties because of geographical factors, and improvement, 
particularly at the middle level, was badly needed. A s 
elsewhere, supervision of paramedical workers was inadequate. 
Better environmental sanitation and water supplies were 
required, and there was also a need to educate people to use 
new facilities properly when it was possible to provide these. 
As was the case with many small states, the cost of 
preventive care was often beyond the resources of these island 
countries. 

9. Participant s agree d that in almost all the small countries 
there appeared to be little inter-departmental cooperatio n 
in planning. Th e cost and distribution of medicinal drug 
supplies presented serious problems, and facilities for the 
maintenance and repair of medical equipment were everywhere 
lacking. Capita l development in the health sector was almost 
wholly dependent on external aid. Suc h aid often tended to be 
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geared to particular projects favoured by donors, rather than 
to the real needs of the recipient countries, and this had 
sometimes had a distorting effect on the local health care 
system. 

10. Th e meeting accepted at the conclusion of this survey 
that there were two sorts of problem. Th e first was the 
problem of delivering health care in a small country with few 
resources; the second was the additional problem of doing 
this to scattered island communities. Th e small states of 
Africa came into the first of these categories, most island 
states of the Pacific into the second. Th e Caribbean was 
seen to differ from the Pacific in having good communications, 
smaller distances, fewer scattered island communities, and 
access to tertiary care within several hours travel. Commo n 
factors between countries in different regions were also 
noted - the problems of Seychelles were seen as similar to 
those of Western Samoa, for example. Managemen t shortcomings 
at the middle level, the need for more dynamism and a greater 
grasp of overall issues and planning requirements were 
recognised as common to small countries in all regions. 
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HEALTH MANPOWER PLANNIN G 

11. Th e presentation on the subject of health manpower 
planning, with particular reference to small states, was made 
by Dr. Richard A. Smith, author of the discussion paper 
Realistic manpower planning for primary health care; practical 
considerations (se e p61 ). 

12. Dr . Smith noted that the usual approach to health 
manpower planning was on the basis of individual categories of 
health worker. Ther e had been too little consideration of the 
repercussions of introducing new cadres on the other cadres, 
however, and there was no commonly accepted mix of personnel. 
For an appropriate and effective mix of health professionals 
it was necessary to gear planning closely to the actual 
functions of health workers in the field. 

13. Althoug h there was no single planning model suitable for 
universal application, there were many common factors in the 
health care problems of various countries and in the 
approaches adopted to solve them. Th e problem facing planners 
in most developing countries included: 

(a) th e lack of a clear national health policy; 

(b) lo w priority given to health in development programmes; 

(c) imbalance s within the health sector; 

(d) shortage s and maldistribution of manpower, facilities, 
equipment, supplies and finance; 

(e) inadequat e coverage of the population, particularly o f 
isolated or scattered communites; 

(f) under-utilisatio n of existing services and resources; 

(g) insufficien t or ineffective health education; 

(h) insufficien t community participation in planning and 
operating health services; 

(i) inadequat e and inappropriate training resources; 

(j) inadequat e attention to, and resources for, 
environmental sanitation. 

14. Approache s to the development of manpower for the 
delivery of primary health care through the hospital-based, 
capital-intensive model, using increasing numbers of doctors 
and nurses, were unrealistic. Thir d world countries had led 
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the way in developing more appropriate models which relied on 
widely-deployed mid-level and community health workers, but 
these had not been wholly successful because of inadequate 
consideration of the support needed within the health care 
system, particularly as regards supervision and logistics. 
Also, training had been on medical school lines, in isolation 
from the rest of the system, and had not been sufficiently 
geared to the actual functions of these health workers in the 
field. 

15. Fo r the strengthening and extension of primary health 
care services, particular attention needed to be given to: 

(a) th e analysis and projection of health needs and the 
demand for services; 

(b) enumeratio n of all types of existing health workers, 
including paramedicals and traditional healers; 

(c) estimatio n of future health manpower requirements; 

(d) detectio n of present and future imbalances between 
manpower requirements and supply; 

(e) assessment  and strengthening of the existing management 
structure. 

16. A n analysis of primary health care programmes which had 
failed to bring about a significant improvement in health 
care coverage had been carried out by the MEDEX group in 
Hawaii. Th e following eight major problem areas had been 
identified as basic elements in a productive approach to 
improved health service coverage. 

(a) A  broad base of support is needed to bring together 
government policy-makers, training institutions, 
professional associations and others with a particular 
interest in health care, as part of the planning process. 

(b) A  receptive framework, within which new types of health 
workers could perform satisfactorily, must be developed. 

(c) Improve d management capability is the key to successful 
programme implementation. 

(d) Th e involvement of doctors in developing the curriculum 
for the training of health workers and in the teaching 
of curative care is essential. 

(e) Competency-base d trainin g methods, based on task analysis, 
problem-oriented and omitting irrelevant knowledge, 
should be used for the appropriate training of mid-level 
and community health workers at low cost and in the 
shortest possible time. 

(f) A  deployment system needs to be developed for locating 
health workers in areas of need. Wher e they will work 
following training should be determined in advance, 
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suitable conditions of service an d facilities should be 
provided, and an adequate management structure 
established. 

(h) Arrangement s for continuing education and professional 
development are required. Routin e evaluation and 
supervision are essential for the improvement of skills. 

(i) A  health information feed-back, evaluation and planning 
system is necessary for obtaining timely and accurate 
information on all aspects of the primary health care 
system, and for adjusting and improving training and 
management. 

17. Dr . Smith concluded his presentation by commending the 
MEDEX approach as a productive way of strengthening primary 
health care systems and improving health care coverage . I t 
was flexible, it could be quickly adapted to solve local 
problems and it could be integrated into an existing health 
care system. I t was a system particularly suitable for the 
health needs of small and disadvantaged countries. 

Discussion 

18. Th e meeting agreed that a broad base of support was 
needed to bring about an improved and more equitable 
distribution of health resources in small states, and 
particularly in those with scattered island communities. I t 
was recognised, however, that difficult political decisions 
at a high level, and also considerable expense, were involved. 
The extension of health services at the periphery might even 
involve a weighting of resources towards the periphery and 
possibly a reduction of resources available for the centre. 
It was suggested that village communities might have in a 
sense been subsidising urban health services, and that the 
problem was how to reverse this weighting. 

19. Considerabl e changes in the health care system might thus 
be necessary if the needs of the periphery were to be met, 
and for these sustained political and professional 
commitment was required. Commitmen t of the people, especially 
those at the periphery, was also needed, and community 
participation in the planning process was essential to bring 
this about. 

20. I t was pointed out that, while concentrating on the 
periphery, the relationship between the periphery and the 
centre should not be overlooked. Peopl e must have the 
opportunity to avail themselves of more sophisticated health 
care at the secondary and tertiary levels when this was 
necessary, so a suitable referral system was required. I n 
some very small countries the sort of primary health care 
system under discussion might not be required, since the 
periphery was so close to the centre. Man y small countries 
completely lacked tertiary care facilities, and for these 
regional cooperation and pooling of resources seemed the 
only answer. No r was it possible, participants recognised, 
to rely completely on labour-intensive low technology for 
health services; some access to more sophisticated care was 
essential. 
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21. Th e mooting agreed that the basic necessity for each 
small country was, with the help of community participation, 
to analyse health care needs, assess local resources, and plan 
health services and manpower accordingly. Wher e it was beyond 
the resources of individual countries to meet certain needs 
(eg. staff training, tertiary care), groups of countries 
should endeavour to meet these through regional cooperation. 
Donor governments, the Commonwealth Secretariat and non-
governmental agencies should respond wherever possible to 
requests for assistance in this connection. 

22. Example s were discussed of the use of various cadres of 
health workers to extend primary health care services - nurse 
practitioners, medical assistants, medex staff, based in local 
health centres, and community health workers and nutrition 
aides in the selection of whom the local community took part 
and whose work was linked with the health centres. Thi s sort 
of system was regarded as appropriate in particular for self-
contained countries such as St. Lucia or Swaziland, and 
regular visits by a doctor to each centre were considered 
essential. I t was suggested that primary health workers 
should also be placed in hospitals as the first point of 
contact with patients, with the object of discouraging 
patients from by-passing the health centres. 

23. Flyin g doctor services were mentioned as a means of 
taking health care to isolated communities, but they were 
regarded as expensive and often an "expatriate" operation 
which did little to promote greater self-reliance in health 
care. I t was considered that the use of nurse practitioners 
and similar cadres of primary health care workers reduced 
the need for such costly expedients. 

24. I t was noted that where there were status conflicts 
between different categories of rural health workers, 
involving questions of who supervised whom - public health 
nurses and medical assistants were quoted as an example -
these indicated a need for health manpower planning decisions 
to be taken at national level with the object of creating a 
rational integrated system. Th e creation of such a system 
should involve members of the community who should have a 
say in determining what kind of health workers they wanted. 

25. Participant s emphasised that each country enjoyed its 
own sovereignty and that only its own government could decide 
what health manpower and facilities were required. Wher e 
needs were common to several countries but individual 
national resources were inadequate to meet them, it might be 
possible to meet them collectively by pooling resources. 
Political-economic issues might arise in regional groupings, 
however, and it might be asked why some developing countries 
should subsidise others. 

26. I t was pointed out that the Commonwealth Secretariat 
had been able to help in this connection by providing CFTC 
funds to enable students from the smaller states to train in 
more fortunate states in the region which were able to offer 
suitable training facilities. Assistanc e for regional 
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training programmes in West Africa and East, Central and 
Southern Africa, for example, channelled through Commonwealth 
regional health agencies, had been used in this way. 

27. Th e meeting agreed that the creation of a satisfactory 
management capability was crucial to health manpower 
development, particularly at the middle level. Th e lack of 
this capability was seen as serious in many small states. I t 
was noted that after independence, with the departure of 
expatriates, officers at the middle management level had 
moved up to the top level, for which they had often lacked 
the required experience, and the gap they had left at the 
middle level had been filled by personnel with limited 
training or expertise. Participant s underlined the need for 
more management training from the top downwards. Smal l 
states often lacked the resources to provide this, and 
here again regional cooperation could be the answer. Th e 
regional courses in health management at the Ghana Institute 
of Management and Public Administration and at the East 
African Management Institute, which had been conducted 
successfully for several years with Commonwealth Secretariat 
support, were commended by the meeting. 

28. On e suggestion made was that management training might be 
included in the medical school curricululm, but some 
participants objected to this on the ground that too much 
had already been added to the curriculum. Anothe r suggestion 
was that short-term practical secondments to other appropriate 
countries to study health management arrangements might be 
useful. I t was pointed out that officers in senior positions 
often considered that they did not need training in 
management; the suggestion in this event was that they should 
be asked to teach management to others so that they would 
themselves learn in the process. 

29. Th e meeting recognised that the island countries of the 
South Pacific faced special problems in connection with the 
training of physicians. I n other regions it was already 
possible to undertake postgraduate training in the university 
medical schools and produce medical and surgical specialists. 
In the developing countries of the South Pacific this was not 
possible, since the University of the South Pacific did not 
have a faculty of medicine and the Fiji School of Medicine, 
a national institution, was not a fully-fledged medical 
school. Th e result was that almost all the specialists 
working in Pacific island countries were necessarily 
expatriates. 

30. Th e meeting considered that this problem merited special 
attention by the governments of the South Pacific region, 
and suggested that further consideration might be given to 
establishing a medical faculty in the University of the 
South Pacific, possibly by further developing the Fiji 
School of Medicine for this purpose. I t was recognised, 
however, that this was a matter for the governments 
themselves to decide, and also that the problem of brain 
drain might be involved. I t was thought that donor countries 
- in particular, Australia, Britain and New Zealand - and 
certain non-governmental foundations might be able to assist 
in this connection. 
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Conclusions 

31. Th e meeting reached the following agreed conclusions. 

National (a ) Fo r most island developing and other specially 
disadvantaged countries, there is a need to determine the use 
of manpower in primary health care programmes in close 
relation to the locally-defined tasks required for the 
provision of basic health services for their entire 
populations. 

(b) Wher e appropriate, a tiered primary health care system 
should be developed which will use most effectively the 
professional skills of doctors, maximise the potential of 
village-level services through community health workers, and 
deploy mid-level health workers to provide supervisory, 
curative, referral, preventive and promotional services. 
Cooperation with other development workers is most important 
in this connection. 

(c) Th e planning capability of the ministry of health should, 
where necessary, be strengthened to achieve the most 
effective use of scarce personnel and material resources, to 
facilitate the integration of health services with other 
developmental services, and to allow the health ministry to 
compete more effectively with other ministries for scarce 
resources. 

(d) Fo r the smaller countries in general, the further 
development of local programmes for training sub-professional 
personnel is needed. Competency-based , task-oriented 
programmes should be developed for the training of new cadres 
of health workers to produce efficient and cost-effective 
health care services. 

(e) Th e status relationships of primary health care workers 
should receive early attention in health planning. 

(f) I n order that new initiatives in health manpower 
development should not encounter unnecessary legal obstacles, 
health legislation should be reviewed. 

(g) Generi c drug systems and treatment guides should be 
developed for use by primary health care personnel. 

Regional (h ) Wher e appropriate, small countries with limited 
resources should cooperate with neighbouring countries on a 
regional basis in health manpower development, particularly 
in training programmes, and in the development of generic 
drug systems and treatment guides. 

Commonwealth (i ) Wher e outside support is required, the Commonwealth 
Secretariat Secretaria t and other agencies should, on request, provide 

all possible assistance for efforts by governments and 
regional groups to develop appropriate systems of health 
manpower - through providing consultants and training 
fellowships. 
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TRAVEL AND COMMUNICATION 

32. Th e subject of travel and communication difficulties 
experienced by the small states was introduced by Professor 
E. R. Walrond, author of the discussion paper Travel and 
communications: their relation to health problems in small 
states (see p.75 )  . 

33. H e pointed out that some of the countries whose problems 
were under discussion had populations of only several 
thousand. The y often experienced particular difficulties 
arising from under-developed internal communications, their 
isolated communities were cut off from health services, and 
their health personnel and facilities tended to be badly 
distributed. 

34. Som e of the problems of small states were similar to 
those of rural communities within larger states. Thei r 
health services were under-manned and they often had to seek 
secondary and tertiary care elsewhere, for example. I t was 
necessary to take into consideration a  variety of possible 
means of communication in examining how their difficulties 
might be overcome. A  useful way of doing this might be to 
look at different parts of the health care system in turn. 

35. I n the primary care sector, maldistribution of health 
services was often a reflection of the pattern of 
communications. Wher e doctors or other health staff were 
reluctant to reside in isolated rural areas, the answer 
might be to improve communications with such areas. I n both 
rural and urban areas, it was important to site health 
facilities on regularly-used communications routes (eg. bus 
routes). I n some cases, it might be desirable to re-route 
services so that public transport would pass close to health 
facilities. Attentio n needed to be given to the best ways of 
both bringing health personnel to patients and bringing 
patients to health facilities. 

36. Wher e secondary and tertiary health services were 
concerned, there were generally good economic reasons for 
these to be located centrally. I t was essential,however,that 
there should be adequate transport facilities for getting 
patients to them, especially in emergencies, and also for 
taking hospital-based doctors to visit rural communities, 
both to give clinical care and to supervise and train local 
health personnel. Telephon e or radio communication links with 
local personnel were also highly important. O n the existence 
of these the survival of patients in emergencies might depend; 
on the other hand, by making it possible to discuss cases, 
such links could also prevent the unnecessary transfer of 
patients to hospitals. 
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37. Transpor t and communication facilities were important 
for the continuing education of health staff. Visit s by more 
highly qualified medical staff could improve the skills of 
local personnel, and ensure that conditions at the periphery 
were properly understood at the centre. 

38. Poo r travel and communication links were often a 
significant factor inhibiting the provision of better health 
care in small states, Professor Walrond emphasised. Al l 
available communication resources should be taken into 
consideration. Som e relatively sophisticated resources that 
were available - such as radio facilities used by the police, 
or helicopters used by the armed forces - were often under-
utilised and could provide valuable assistance, particularly 
in emergencies. Also , the importance of simpler ways of 
communication, using secretarial help and photocopying 
facilities, to convey clinical information should not be 
overlooked. 

Discussion 

39. Participant s took the view that the health care systems 
in the small island countries tended to be on conventional 
lines and had often failed to meet the needs of isolated 
communities. I t was considered that fresh thinking was 
essential on the level of primary health care appropriate 
for particular isolated groups of people, and on the 
communication links with the secondary level. Suc h groups 
were not confined to the South Pacific but also existed in the 
Indian Ocean, for example, where there were small island 
fishing communities. 

40. I t was emphasised that travel and communication problems 
experienced by the island countries of the South Pacific were 
of a different order from those encountered in other regions. 
Some of the small island communities had little contact with 
the outside world. Fe w ships called and there was often no 
airstrip. I n any case, reef airstrips were expensive. 
Helicopters were used in Fiji, but their high cost severely 
restricted the number of flights that could be undertaken. 
Even if major investment in airborne services and joint use by 
several island countries were possible, the needs of the large 
number of isolated communities could not be met. 

41. Th e options open to the island countries of the South 
Pacific were seen as limited. I t was agreed that the best 
approach available to them was to make their isolated 
communities more self-sufficient where health care was 
concerned, by up-grading the skills of local health workers 
and thus reducing the need for referrals, and by improving 
radio communication to facilitate consultation . Th e need 
to improve radio links was stressed. Presen t links were 
often expensive and inefficient and much of the equipment was 
out of use as a result of breakdowns and lack of maintenance 
and repair skills. Sophisticate d equipment was complicated 
and expensive. Wha t was needed was a simplified voice 
communication system, using two-way transmitters/receivers 
which users could be trained to maintain and repair. 
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Equipment designed so as to permit modular replacements was 
desirable. Som e participants considered that the possibility 
of radio and television communication by satellite merited 
investigation. 

42. Poo r and scarce telecommunications facilities and bad 
roads which were often unusable by vehicles in the rainy 
season were noted as major problems in many small countries. 
Vehicles for health purposes were often in short supply and in 
a poor state of repair. I t was considered that more could be 
done to standardise vehicles imported by, or donated to, such 
countries, to assist maintenance and repair. I t was 
suggested that health personnel should be trained to do simple 
repairs on the vehicles they used, and also that inter-
departmental sharing of vehicles should be encouraged. 

43. Attentio n was drawn to the economics of transport and 
communication in small countries. I t was agreed that an 
analysis of needs and resources was called for in order for 
sensible decisions to be made on appropriate systems. Th e 
development of traditional means of transport was seen as an 
important alternative to expensive motorised vehicles. Mor e 
cooperation between health departments and other authorities 
with transport and communication facilities, such as the 
police or the military, was called for. Participant s pointed 
out that health tended to be given a low priority for 
transport, and it was suggested that consideration of the 
problem by national health councils, which should include 
representatives of other departments possessing relevant 
resources, might improve matters. 

Conclusions 

44. Th e meeting reached the following conclusions. 

National (a ) Sinc e travel and communication constitute such an 
important determining factor in health services management, 
particularly in small countries, they should be given greater 
prominence in health planning. 

(b) Everythin g possible should be done to make small isolated 
communities more self-sufficient by up-grading the skills of 
local health workers and improving their communication links 
to facilitate consultatio n with secondary care level. 

(c) A n analysis of travel and communication needs and 
resources should be made as a basis for deciding on 
appropriate arrangements for this vital element in the 
delivery of health services. 

(d) Thi s analysis should include transport and communication 
facilities operated by non-health departments, so that the 
possibility of these being used, where practicable, to assist 
the improved provision of health services may be taken into 
consideration. 

(e) Highe r priority for health is needed in relation to 
travel and communication resources. Discussio n of the 
problem by national health councils should include 
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participation by representatives of non-health departments 
possessing relevant: resources, and cooperation to permit 
greater utilisation of resources for health purposes should be 
sought. 

(f) Th e introduction of radio communication should be 
increased. A  simple two-way voice communication system is 
needed, which users can be trained to maintain and repair, 
and which should be designed so as to permit modular 
replacement. Th e possibility of radio and television 
communication by satellite should also be investigated, 

(g) Standardisatio n of vehicles and the training of health 
personnel to do simple repairs on the vehicles they use are 
needed. 

(h) Th e development of traditional means of transport should 
be promoted, where appropriate, as a low-cost alternative to 
motorised vehicles. 

Regional (i) Regiona l groups of countries should examine how far the 
travel and communication needs of their small island or other 
disadvantaged members for health purposes can be met through 
regional collaboration, and how regional communications in 
this connection could be improved. Way s in which external 
assistance could help to overcome difficulties should be 
specified. 

(j) Th e special problems of the South Pacific islands in this 
respect call for particular attention, and the need for 
regional action to meet their special requirements is urgent. 

Commonwealth 
Secretariat 

(k) Th e Commonwealth Secretariat, donor governments and 
donor agencies should where possible respond favourably to 
requests for assistance for the improvement of travel and 
communication for health purposes. 

(1) Th e Commonwealth Secretariat should, if requested, 
provide a consultant to examine travel and communication 
problems and resources in relation to health needs in the 
South Pacific, and to suggest roles that might be played by 
supporting agencies. 
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DEMOGRAPHIC AND HEALTH DATA 

45. Th e discussion on the problems of small states concerning 
demographic and health data was introduced by Professor 
Lindsay Davidson, whose Report on a visit to study health care 
delivery in a number of Western Pacific islands is included 
in the documents section of this report (see p.79 ). 

46. Professo r Davidson stressed the importance of adequate 
basic data for health planning and management. Sinc e census 
data were available in most small states in fairly full 
detail, it was possible to obtain geographically-related 
demographic data and establish the populations of various 
districts and islands. Althoug h communications data might not 
be available in convenient form, information on communications 
systems, on the types of transport available, on the time it 
would take to reach each outlying area, and on the costs of 
transport should be easily obtainable. Dat a on radio 
communication could also be collected. 

47. Wha t was not available in most countries was a local 
geographical breakdown of data on the patterns of illness, so 
that differences between particular areas or islands were not 
easy to identify. Informatio n was also required, in relation 
to different sizes of communities, on the frequency with which 
various types of accident or illness or complications of 
pregnancy made the evacuation of patients desirable. B y using 
sample surveys it was possible to collect the required 
information on these matters. 

48. Fe w health administrations appeared to have given 
sufficient thought to the levels of treatment which could be 
given by the various categories of health service personnel, 
either on their own responsibility or after consultation by 
voice communication with more experienced staff. Decision s 
on this and on the circumstances in which referral or 
evacuation was considered necessary, were required. 

49. Onc e the data had been obtained and the basic decisions 
had been made, the problem became one of management planning 
- of deciding on job specifications, arrangements for 
supervision, systems and frequency of travel and communication, 
and the allocation of available funds. Logistic s planning, 
of the deployment of personnel and the distribution and 
maintenance of medical supplies, and special planning to cope 
with possible emergencies or disasters were also required. 

50. Professo r Davidson considered that it was desirable for 
a small country to make an economic evaluation of its 
proposed plan. Fo r example, the frequency of disasters in a 
high risk area might justify the provision of a doctor for as 
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few as 500 people, even though he would be under-employed. 
Alternatively, in a similar situation it might be accepted 
that the lowest category of health worker would have to 
suffice, even though in the event of a serious casualty or 
disaster the small community would be without appropriate 
health care. Ther e was an equation involving appropriate 
levels of health care personnel and their training and 
maintenance costs, on the one hand, and the availability and 
cost of communication by voice or transport by land or sea, 
on the other. 

51. Th e constraints of the situation might require the 
training of categories of personnel for functions not generally 
recognised as normal for their level. Consideratio n would 
have to be given to the provision of suitable training 
facilities and curricula for this purpose o n a national or 
a regional basis, to the revision of teacher training 
curricula, and to the appropriate administrative support. 

Discussion 

52. Participant s pointed out that much of the data at present 
collected through existing systems was irrelevant and 
superfluous. Form s used for data collection were often too 
complicated. Th e information gathered was frequently 
inaccurate, particularly where births and deaths registration 
was not obligatory and mere estimates were used. Existin g 
data on a national scale often assumed homogeneity and did 
not sufficiently take into account diverse pockets or small 
islands. 

53. I t was noted that to convince people of the importance 
of gathering data for future analysis was difficult, and that 
continuing collection, rather than sampling, was usually 
unjustifiably expensive. 

54. Th e return of information to those at the periphery who 
were doing the basic collection of data was considered 
important, so that they could be made aware of the use being 
made of the data, and in order to maintain their interest and 
cooperation. Som e illness patterns might be revealed as 
quite local. 

55. I t was agreed that all these points should be taken 
into consideration when planning the data-gathering processes, 
which should be made as simple as possible. Th e services of 
a fully-trained epidemiologist or a full-scale 
epidemiologically-accurate methodology were rarely required 
for reasonable health planning decisions in small countries. 
"Quick and dirty" data were often adequate for health service 
purposes, and could be collected by existing health personnel 
as part of their duties. A  standard four-point system, APAR 
(acquisition, processing, analysis, retrieval), was mentioned. 

56. Th e question of information on medicinal drugs was raised, 
and it was pointed out that, for economic reasons, more 
information was needed by health personnel on the cost of 
imported drugs and on cheaper alternatives available. Ther e 
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appeared to be little information on the range of drugs 
considered adequate for isolated situations, and on the drugs 
actually used and their cost. Thes e were matters which called 
for close attention by medical schools as well as ministries 
of health. 

57. Th e processing of data in the planning unit of the 
ministry of health was also referred to. I t was pointed out 
that where there was a government-owned compute r available 
this was often under-utilised. Cooperatio n between the 
ministry of health and the department controlling the computer 
could greatly assist the processing and analysis of health 
data. 

58. Th e importance of well-presented health data was 
emphasised as a means of securing a higher priority for 
health when there was competition between departments for 
scarce resources. I t was recognised that administrators and 
managers at various levels must be taught to use data 
effectively. Th e application of commonsense could often cut 
through the data and planning jungle. I t was suggested that 
a suitable motto for those concerned was: "Lear n how the 
system works and then how to work the system". 

Conclusions 

59. Th e meeting agreed on the following conclusions. 

National (a ) Eac h small country needs a simple system of data 

collection, to obtain basic information on the population 
and its distribution, on transport and communication 
facilities, on the patterns of illness, on the frequency of 
necessary evacuations and disasters. Muc h of this 
information can be obtained from existing sources, and it 
should be supplemented by sample surveys. 

(b) Th e information collected should be no more precise than 
the nature of the health problems require. "Quic k and dirty" 
data are often adequate for health planning purposes, and 
can be collected by existing health staff as part of their 
duties. 

(c) Consideratio n should be given to the levels of treatment 
which can be given by various levels of health staff, 
particularly in isolated circumstances. 

(d) Managemen t decisions and logistics planning, for the 
deployment of health personnel and supplies, and also disaster 
relief measures, should be based on the information collected. 

(e) Specia l attention should be given to the provision of 
services for small isolated communities, in the context of 
the cost and the health risks involved, and to the training 
of personnel serving such communities in a wider range of 
skills. 

(f) Mor e information should be compiled and supplied to 
health personnel, and to training institutions, on the cost 
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of imported drugs and on less expensive alternatives available 
Attention should be given to the range of drugs appropriate 
for isolated situations. 

(g) Fo r the processing of health data, planning units should 
be given access to any government-owned computer services 
which may be available. 

(h) Administrator s and managers at various levels should be 
taught to present health data effectively. Thi s is 
important not only for good planning and administration but 
also as a means of securing a higher priority for health in 
the competition with other departments for scarce resources. 

(i) Informatio n based on data collected should be fed back 
to the personnel at the periphery to stimulate their interest 
and cooperation. 

Regional (j ) Regiona l groups of countries should consider ways of 
collaborating in the development of simple systems of health 
data collection. 

(k) Th e possibility of regional cooperation in training for 
health data collection should be examined, and universities 
and other training institutions should be involved. 

(1) Regiona l arrangements for the training of health 
personnel (and their teachers) in a wider range of skills so 
that they may be better equipped to serve small isolated 
communities should also be considered. 

(m) Th e Commonwealth Secretariat and other agencies should, 
on request, give whatever support is possible to the 
activities of individual countries and regional groups 
mentioned above. 

Commonwealth 
Secretariat 

30 



NATURAL DISASTER S AND OTHER EMERGENCIE S 

60. Th e meeting discussed disaster and emergency preparedness 
in the light of relevant section of the Secretariat's 
introductory paper (see p.53 ). This pointed out that the 
effects of natural disasters on island developing and other 
specially disadvantaged countries were often severe. Th e 
response to emergencies tended to fall below the already 
limited capacity of such countries to deal with them, because 
of inadequate planning, lack of coordination of resources and 
paucity of properly-tabulated information on essential 
measures relating to health. 

61. Th e patterns of some disasters, such as hurricanes and 
floods, were sufficiently predictable for required emergency 
measures to be anticipated, however. Contingenc y arrangements 
could be made for obtaining supplies of vaccines, drugs and 
equipment; sources in the region of various categories of 
skilled personnel could be identified; and help available 
from international agencies could be ascertained. Th e 
sequence of emergency action and arrangements for coordination 
could also be decided on in advance. 

Discussion 

62. I t was noted that, for the island countries, hurricanes/ 
cyclones and tidal waves were not an uncommon occurrence, 
they often necessitated the evacuation of the population and 
their effects could be long-lasting. Earthquakes , volcanic 
eruptions, cholera epidemics, drought, flooding and air 
disasters were other emergencies quoted. 

63. I t was agreed that each country should have a standing 
inter-departmental committee responsible for ensuring a 
high state of disaster preparedness. Eac h country should have 
a disaster plan which should be regularly reviewed and where 
necessary up-dated, and in which health arrangements should 
be clearly set out. Th e local health authorities should be 
involved in drawing up this plan, particularly as much of the 
management role in a disaster was at the local level. 

64. Th e allocation of responsibility was emphasised as a 
vital element in any disaster plan. I t should be made clear 
who was in charge, who should mobilise resources, who should 
coordinate services. Attentio n should be given to the 
availability of food, shelter, blankets - all immediate 
requirements - and supplies of vaccines and other necessary 
drugs. Th e maintenance or repair of communications was 
another important requirement. A  booklet laying down 
disaster procedures was desirable. 
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65. Participant s emphasised the important role of the doctor 
in a disaster. Psychologicall y accustomed to emergencies, 
the doctor could keep emotion under control and play a leading 
role in stimulating and taking action. 

66. I t was agreed that, however well-prepared, no small state 
could cope with a substantial disaster unaided. Outsid e 
help was always needed and regional cooperation was an 
essential way of providing this. 

67. I t was noted that disaster preparedness had already 
been under regional consideration in the Caribbean and that 
countries of the region were used to helping one another when 
disaster struck. Th e meeting considered that regional 
arrangements to cope with disasters should be regarded as a 
continuing responsibility and clearly determined and made 
known to people at local level. Th e regional role was seen 
as a coordinating role, providing an overview of action 
required - in relation to essential supplies, communications, 
refugees and key personnel, for example. I t was suggested 
that a regional booklet setting out regional arrangements 
and procedures might be prepared, if necessary with outside 
assistance. 

68. Coordinatio n of external aid when disasters occurred 
was also seen as an important requirement. Timel y 
assistance by friendly governments had often proved crucial 
for dealing with the immediate consequences of disasters. 
A multiplicity of donor agencies often came to be involved, 
however, and donor competition occurred, resulting in 
politically-motivated pressure to accept aid without 
sufficient consideration of the local capacity to absorb it. 
Disaster-striken small states needed protection against 
"do-gooding chaos". Thi s was seen as a matter particularly 
suited to regional consideration, the important point being 
to determine in advance who was responsible for coordination 
and what preparatory organisation was required. 

Conclusions 

69. Th e meeting agreed on the following conclusions. 

National (a ) Eac h small country should have a disaster plan, which 
should be regularly reviewed by a standing inter-departmental 
committee responsible for disaster preparedness. 

(b) Th e allocation of responsibility is a vital element in 
such a plan, which should also deal with arrangements for 
food, shelter, blankets, supplies of vaccines, communications, 
etc. Procedures and arrangements should be set out clearly in 
a manual or booklet. 

Regional (c ) Disaste r preparedness should also be a continuing 
regional responsibility, and regional groups of countries 
should examine what arrangements for regional collaboration 
to cope with disasters should be made and consider issuing 
a regional booklet setting these out. 
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(d) I n this connection, coordination of external assistance 
is required. I t should be determined in advance who is 
responsible for this and what organisation is required. 

Commonwealth (e ) Th e Commonwealth Secretariat and other agencies should, 
Secretariat o n request, assist governments and regional organisations 

with the development of a high level of disaster 
preparedness. 

Note: Attentio n is drawn to the paper on Disaster preparedness 
presented to the 1975 meeting of Commonwealth representatives 
in Geneva prior to the World Health Assembly, an d printed on 
pp. 21-28 of the official record of that meeting. A n article 
on Emergency care in natural disasters, published in "WHO 
Chronicle" Vol. 34, No. 3 (March 1980), is also relevant. 
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SPECIALIST SERVICES 

70. Th e meeting considered the position of the smaller 
countries in relation to the provision of specialist services. 
It was accepted that few small countries could be self-
sufficient in tertiary health services. Som e efforts by donor 
governments to assist such countries by providing them with 
expatriate specialists were seen as having had a distorting 
effect on the health care system, and also as giving rise 
to an unwelcome feeling of dependence. 

71. I t was suggested that the need for referral to the 
tertiary level might be reduced by improving secondary 
health care services, and that regional arrangements for short 
secondments of specialists from other countries might do much 
to meet the need for tertiary care. Arrangement s of this 
kind, whereby senior doctors from Mauritius visited 
Seychelles, with the assistance of funds provided by the 
Regional Health Secretariat in Arusha (whose programmes in 
turn received financial support from the CFTC), were noted. 

72. I t was agreed that the possibility of a regional 
solution to the tertiary care problems of small states 
merited urgent consideration. I t was suggested that this was 
a suitable matter for consideration by the regional committee 
on the health problems of small states established in the 
Caribbean, and by the similar committee recently set up by 
the Health Ministers o f East, Central and Southern Africa. 
It was recognised, however, that even if regional arrangements 
to assist small countries in this connection were arrived at, 
continuing outside financial help might be required to make 
them work on a permanent basis. 

73. Anothe r problem raised was the failure of postgraduate 
medical trainees to return to their home countries after 
completing their training elsewhere. Th e improvement of 
local conditions of service was seen as often necessary to 
attract such doctors back. Eve n where trainees were bonded 
to their home governments to return, some preferred to pay 
their bond rather than return home. 

74. Docto r participants emphasised that poor salaries 
(particularly where expatriates were paid more than locals), 
the existence of lucrative private practice either in the 
home country or elsewhere, and the absence of high-quality 
professional contacts (which gave rise to the fear of 
"professional death") wer e all factors militating against 
the return to government service of doctors who had 
undertaken postgraduate training outside their own countries, 
especially when their countries had few facilities to offer. 
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75. I t was suggested that a regional university, such as the 
University of the West Indies, could do much to improve 
matters. I t belonged to the countries of the region and was 
regarded by their nationals as their own, it was able to 
attract people to its service and it could develop a co-
ordinated programme to stimulate the retention of specialists 
in the smaller countries through arrangements for continuing 
medical education, postgraduate training and the provision of 
reliefs for trainees. 

76. Fo r the South Pacific, this solution was recognised as 
not at present possible, because the University of the South 
Pacific lacked a medical faculty and the qualifications 
awarded by the Fiji School of Medicine were not acceptable in 
Australia, New Zealand or elsewhere as a basis for 
postgraduate training. Th e meeting considered that there was 
an urgent need for the governments of developing countries in 
the South Pacific jointly to work out a solution to the 
problem of providing tertiary care. Australi a and New Zealand 
should be invited to take part as observers and the World 
Health Organisation and the Commonwealth Secretariat should 
also be involved. 

77. Majo r factors influencing the location of doctors were 
seen to include whether they came from an urban or a rural 
background, where they had received their medical education, 
where they had received any postgraduate training, the sort of 
people who had influenced them, the types of inducement 
offered to them, and domestic considerations such as the 
attitudes of their spouses and educational facilities for 
their children. 

78. I t was recognised that many doctors, and particularly 
specialists, were unlikely to accept permanent location in 
small countries, and that arrangements for temporary postings 
were therefore necessary. Suc h arrangements could be made on 
a regional basis: the problem was how to plan and coordinate 
them. 

79. On e possibility suggested was a regional programme, 
supported if necessary by external assistance, which would 
provide supernumary posts in a university hospital to permit 
regular visits to small countries lacking specialist services. 
It was thought that such a programme might attract external 
assistance from donor governments and agencies. I t would 
depend, however, on the commitment of small countries to 
provide appropriate local facilities and supporting personnel, 
and also, where possible, to have specialists of their own 
trained. 

80. Th e meeting accepted that the initiative for such a 
scheme would have to come from the governments of small 
countries. Th e idea was seen as particularly suitable for 
consideration by regional groupings. 

Conclusions 

81. Th e meeting agreed on the following conclusions. 
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National (a ) Th e provision of tertiary care services is a major 
problem for the health authorities of small countries, few of 
whom can hope to be self-sufficient in this regard. Th e 
provision of expatriate specialists by donor governments does 
not provide a long-term answer to this problem. 

(b) Improvemen t of secondary care facilities to reduce the 
need for referral, improvement of local conditions for 
professionals, and arrangements for short-term secondments 
from neighbouring countries merit consideration as ways of 
alleviating the problem. 

(c) Wher e regular visits by specialists from other countries 
can be arranged, appropriate local facilities and supporting 
personnel should be provided. 

(d) Wher e possible and appropriate, the health authorities 
in small states should endeavour to have some of their own 
nationals trained as specialists. 

Regional (e ) A  regional solution to the problem is required, and 
urgent attention to it by regional groups of countries, from 
whom the initiative must come, is needed. 

(f) Regiona l groups, in collaboration with their universities, 
should develop a coordinated programme to stimulate the 
retention of specialists in the smaller countries through 
arrangements for continuing medical education, postgraduate 
education, and the provision of reliefs for trainees. 

(g) Regiona l programmes might be developed, through 
university hospitals, by providing supernumary posts to 
permit regular visits to small countries lacking specialist 
services; such programmes might attract external assistance. 

(h) Government s of the developing countries of the South 
Pacific might jointly work out a solution to the problem of 
providing tertiary care in the island states. Australi a and 
New Zealand, the World Health Organisation and the 
Commonwealth Secretariat might be invited to take part in 
discussions to this end. 

(i) Th e Secretariat and other agencies should respond 
favourably to requests for assistance for approved regional 
arrangements to provide small countries with tertiary health 
care services. 

Commonwea1th 
Secretariat 

37 



PHARMACEUTICALS 

82. Problem s encountered by small countries concerning the 
procurement, storage, distribution and dispensing of 
medicinal drugs were discussed by the meeting. I t was pointed 
out that in some countries there was little treatment with 
drugs outside hospitals, because of the high cost of imported 
drugs, and that where some drugs were available these were 
often used inappropriately. A t present most of the 
information doctors received about drugs came from the 
companies which sold them. Th e cost of drugs was a 
formidable problem for small states and took up a high 
proportion of the health budget. 

83. I t was agreed that the issue of cost containment was 
paramount. I t was considered necessary for governments to 
provide properly-informed people who should meet and advise 
those who ordered and prescribed the drugs. "Counter -
propaganda" to withstand the advertising pressure from the 
drug companies was needed, and participants took the view that 
this should be built into the system, particularly through 
medical education and continuing medical education. 

84. Th e need was recognised for the medical profession to 
take a more disciplined look at what drugs were suitable for 
what conditions, in the light of their cost. I t was 
suggested that a limited list of drugs should be decided on, 
specifying generic rather than proprietary drugs whenever 
possible, and that only these drugs should be made available 
for use in the government health sector, except when special 
drugs were required for particular conditions. Ninet y per 
cent of medical requirements could be met from a limited list 
of essential drugs, without health standards being adversely 
affected. Outsid e this range, only small stocks of the more 
specialised drugs were needed. Immunisatio n drugs were seen 
as the most cost-effective. 

85. I t was suggested that a handbook on practical 
therapeutics (rather than a pharmacopoeia) could be 
influential in this connection, and that the Commonwealth 
Secretariat might consider commissioning such a handbook. 
Attention was drawn to the work of Professor Sanjay Lal, who 
had played a leading part in setting up the system in Sri 
Lanka which had dramatically reduced drug costs. 

86. Inter-governmenta l arrangements were seen to offer the 
best prospects for the local manufacture of some drugs by 
small countries. Wher e regional production was contemplated, 
it was best approached in stages: first a data bank and staff 
training; then a re-packaging and labelling facility; and 
finally, if found practicable, actual production. 
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87. Bul k purchase of drugs was seen to offer clear advantages 
in reducing costs; and developments for this purpose, 
including the UNICEF scheme, ECHO (the Joint Mission Hospital 
Equipment Board Ltd.,in Britain), and a proposed WHO 
purchasing group, were mentioned. I t was noted that possible 
arrangements on a regional basis for joint purchase by groups 
of countries had been repeatedly discussed but that progress 
had been slow. I n some cases it had been retarded by the 
adverse influence of powerful commercial interest groups, 
about which participants expressed concern. Progres s was seen 
to depend on the will of governments, and on the necessary 
financial and technical expertise. Large r countries had 
direct arrangements with suppliers and tended to be reluctant 
to join in purchase schemes with smaller states. 

88. No t only drug purchase but also management, quality 
control, and training in storage and stock control were seen 
as activities suitable for regional cooperation, and the 
importance of the involvement of ministries of finance and 
industry was stressed. Th e desirability of enlisting the 
cooperation of pharmaceutical companies in efforts to overcome 
small countries' difficulties in relation to drug supplies was 
also underlined. 

89. Difficultie s in maintaining the cold chain for vaccines 
were mentioned, and it was recommended that everything 
possible should be done to stimulate research for the 
development of heat-stable vaccines, especially for measles. 

90. Th e meeting welcomed developments in the Caribbean where 
a joint contracting scheme serving som e of the smaller 
island countries was operating successfully, in West Africa 
where the West African Pharmaceutical Federation was now 
organically linked with the West African Health Community, in 
East, Central and Southern Africa where Health Ministers had 
recently decided to set up a regional committee on 
pharmaceuticals, and in the South Pacific where the South 
Pacific Bureau for Economic Cooperation (SPEC) had promoted 
discussion of joint purchase. Th e efforts of the Commonwealth 
Secretariat to encourage and support regional cooperation in 
this field were strongly commended, and all possible action 
through Commonwealth and regional meetings to keep attention 
focused on the problem was urged. A n inter-regional exchange 
of information in this connection was recommended. 

91. Anothe r problem raised was that of serious health risks 
resulting from medicinal drugs being freely available on the 
open market, uncontrolled. Thi s had been tackled in The 
Gambia by the formation of a committee which included 
representatives of the Ministry of Health, the medical 
profession, primary health workers and the vendors of 
medicines, with the purpose of deciding what kinds of drugs 
were suitable for sale on the open market. Th e meeting agreed 
that the problem was not confined to small countries and that 
strict measures of control were essential. 
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Conclusions 

92. Th e meeting agreed on the following conclusions. 

National (a ) Government s should consider providing suitably informed 
personnel to advise staff ordering and prescribing drugs. 
"Counter-propaganda" to withstand advertising pressure should 
be provided, particularly through medical education and 
continuing medical education. 

(b) A  limited list of drugs (generic , rather than proprietary, 
wherever possible) should be decided on and only these drugs 
should be made available for use in the government health 
service, except when special drugs are required for special 
conditions. 

(c) Mor e attention should be given to the management of drug 
supplies - to quality control, distribution, storage, stock 
control and the prevention of graft. 

Regional (d ) Regiona l cooperation offers the best prospects for 
overcoming the difficulties of small states in relation to 
pharmaceuticals. Regiona l groups are urged to give increased 
and continuing attention to all aspects of the problem, 
including joint purchase, manufacture, quality control and 
training in storage and stock control. Informatio n on 
developments should be exchanged between regions. 

(e) Ministrie s of finance and industry should be involved 
in discussions of joint purchase and manufacturing, and it is 
also desirable to enlist the cooperation of pharmaceutical 
companies in efforts to overcome the difficulties of small 
countries. 

(f) Wher e regional manufacture of drugs is in view, this is 
best approached gradually, by stages. 

Commonwealth (g ) Th e Secretariat should continue to encourage and support 
Secretariat regiona l coooperation to help small countries to overcome 

their difficulties in relation to pharmaceutical supplies. 

(h) Th e Secretariat might consider commissioning a handbook 
on practical therapeutics to promote cost-effective use of 
medicinal drugs. 

40 



STRENGTHENING NATIONA L AND REGIONAL INSTITUTION S 

93. Th e discussion on strengthening national and regional 
institutions to enable them to deal more effectively with 
the special health problems of small countries was introduced 
by Professor Kenneth Newell, author of the paper Some special 
health problems of island developing and some other specially 
disadvantaged countries (see p.93 ). 

94. Professo r Newell began by emphasising that most small 
countries shared a number of problems which it was 
advantageous for them to tackle in collaboration, through a 
continuing relationship and common programmes. 

95. Genera l principles put forward as world health policy 
were not always applicable to small states. A  multi-tiered 
referral system, for example, which might be appropriate for 
larger countries, might be seen to be based on unrealistic 
assumptions if applied to such countries as Kiribati, 
Seychelles or Western Samoa, where a single "monopolistic" 
system might be more appropriate. Anothe r consideration was 
that in some small countries ill-health was inextricably 
linked with poverty, so that the abolition of poverty 
through multi-sectoral action had to be a primary health goal. 

96. I n many small countries the questions to be answered 
were: how could "usual" health services best be provided, 
and how could the isolated community deal with the 
"exceptional" event? 

97. Fo r small isolated communities it was possible to provide 
a suitably-trained health worker who could deal with most 
of the usual medical conditions. Th e level of care provided 
depended on the level of training of the health worker and on 
the form of supporting, linked services. Th e type of health 
worker and the form of supporting services would depend on 
local circumstances, but a more highly trained person would 
be required at the periphery than was at present normal. 

98. T o deal with exceptional events, however, specialised 
persons and equipment were required, and more referrals and 
better communication arrangements were necessary. Th e number 
of referrals could be reduced if the peripheral health worker 
was more highly trained and provided with suitable equipment 
and pharmaceuticals, and if voice communication by radio with 
a secondary facility was possible. 

99. Professo r Newell said that at present many of the 
smallest countries were facing their special problems in 
isolation, and were insufficiently aware that these were 
shared by their neighbours. A  forum for the discussion of 
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common problems and for strengthening existing resources was 
therefore desirable. Th e initial organisation of this was 
best promoted by a neutral body such as the Commonwealth 
Secretariat. 

100. A s had already been discussed, improved data collection 
for health planning was needed in small states, and for this 
similar countries could adopt common methods. The n national 
health system models needed to be prepared, reflecting the 
existing system, its successes and shortcomings, and 
constraints, including those relating to the existing type of 
health worker and to communications facilities. Suc h models 
were most important and should provide alternatives to the 
three tiers of the existing system. Outsid e assistance for 
this process might be required. 

101. Constraint s should be identified and clearly described, 
in components, so that common problems could be more 
effectively tackled on a regional basis or the assistance of 
appropriate problem-solving organisations (e.g . universities, 
WHO, Commonwealth Secretariat, Appropriate Technology 
Group) could more effectively be sought. Mos t small states 
needed assistance to finance their health development costs 
and some might need help in preparing proposals for submission 
to international or bilateral donors; the Commonwealth 
Secretariat might be able to provide such help. Fe w small 
countries could hope to be self-sufficient and in the long run 
they would continue to be at a disadvantage unless they 
collaborated with neighbouring countries. 

Discussion 

102. Th e meeting was in complete agreement with the approach 
outlined in the Secretariat's introductory paper. I t 
considered that the first priority was for individual 
countries to consider the appropriateness of their national 
health care systems, and that the strengthening of existing 
institutions was likely to be a major element in any national 
or regional health programme. 

103. Ther e was some discussion on how to mobilise the 
political commitment on which national and regional health 
policy decision-making depends. Th e need for accurate health 
data on which to build a case for political decisions in 
relation to health was underlined, as also was the importance 
of close collaboration by health authorities with those in 
other sectors where there were common interests. 

104. Curativ e services were recognised to be more easily 
"saleable" than preventive services and the need to improve 
the health infrastructure. Th e need was seen for doctors 
and other health personnel to be more positive "healt h 
salesmen" and for the creation of more widespread public 
demand (includin g that of women) for better health services 
at the periphery rather than expensive sophisticated 
hospitals at the centre. 

105. Th e inter-relation between health and other development 
sectors was also stressed. A  health element should be 
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included in development schemes in all sectors wherever 
appropriate, and each country should also have a national 
health council which should include representatives of such 
sectors as agriculture, education, finance and public works. 

106. Weaknesse s in middle-level management were seen to be 
common in the health services of small countries. I t was 
suggested that this was partly due to methods of recruitment 
and partly to the difficulties of developing a suitable 
career structure. Suitabl e training was also lacking. 
Innovative and even unconventional methods of training were 
worth considering; these might include in-service 
training and periodic pairing between officers with similar 
responsibilities in different countries within the region, as 
well as formal training on a national or regional basis, using 
case study techniques. 

107. Th e meeting agreed that most small countries needed 
support in order to develop programmes for training sub-
professional personnel. Regiona l programmes for this purpose, 
which made possible the pooling of resources, were often the 
best option. Th e Commonwealth Secretariat and other agencies 
were urged to respond favourably to regional requests for 
assistance with such programmes. 

108. Attentio n was drawn to the "ladder" approach which was 
being tried in a new university in the Philippines, in four 
stages: 

(i) student s half-way through high school were trained to 
work at the lowest level of the health system; 

(ii) fro m this level people were selected for further 
training (e.g . as nurses or medex); 

(iii) fro m these people there was further selection for 
training as "super-medex"; 

(iv) finall y super-medex were selected for training as 
medical practitioners. 

Objections were raised to this approach, however, on the 
ground that it gave rise to expectations of advancement 
which often could not be met; it had been tried elsewhere 
and not found successful. 

109. On e suggestion made was that an exchange scheme might be 
started for policy-forming staff in small countries to 
exchange short-term visits to make an assessment of the 
appropriateness of the respective health service structures 
and thereby stimulate thinking. 

110. Th e next priority was to consider how national health 
systems could be supplemented through regional cooperation. 
Participants took the view that existing regional institutions 
including universities, needed to focus more attention on the 
health problems of the smaller countries. I t was noted that 
regional institutions might need strengthening for this 
purpose. 
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111. Th e role of universities, some of which had the 
advantage of transcending national boundaries, was viewed as 
important, but it was recognised that they had to be provided 
with additional resources to enable them to undertake non-
traditional activities in the regions. Man y small states 
could not hope to have a university of their own, but where 
there was a regional university it was sometimes found 
possible to establish a faculty presence in a small country. 

112. Som e small countries experienced difficulty in placing 
their medical students in the universities of neighbouring 
countries; regional cooperation and sometimes external 
assistance were important in this connection. 

113. I t was also pointed out that few universities had 
involved themselves in health service (as opposed to 
scientific medical) research, and that research could help 
countries which lacked suitable resources to undertake it. 
Universities had so far taken little part in the training of 
health staff other than doctors. Give n the required 
financial resources and inter-departmental cooperation, they 
could play a useful role in this connection, and also in 
health management training (which had been started in the 
University of the West Indies). 

114. Universitie s could play a part in the establishment 
and activities of regional technical assistance groups. The y 
could assist the collection and distribution of reference 
information relating to health needs. The y could participate 
in the planning, implementation, surveillance and evaluation 
of programmes designed to meet these needs - particularly 
education and training programmes. The y could organise 
workshops, seminars and study courses to assist the 
development of health programmes. The y might also be able to 
identify sources of support and to provide special technical 
assistance themselves. 

115. I t was accepted that the expansion of the university 
role in the health training field called for policy and 
planning decisions within universities. I t was considered 
that the universities should be agents of change in the 
developing world, not least in relation to health services. 
The Commonwealth Secretariat and other agencies might be 
able to supplement their resources for this purpose. 

116. Fro m the point of view of its regional institutions, the 
South Pacific was once again seen to constitute a special 
case, as its University had no medical faculty and the Fiji 
School of Medicine was not a fully-fledged medical school. 
The result was that, with the exception of a few nationals 
of the developing countries who had undergone the whole of 
their medical training elsewhere, all the specialists in the 
developing countries were expatriates. Som e participants 
wondered whether the time might be ripe for the Fiji School of 
Medicine to be up-graded into a full medical school, 
affiliated to the University of the South Pacific which would 
then award full medical degrees. 
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117. Participant s saw a need for national professional 
associations to be encouraged to articulate their views on 
how health care systems might be improved within existing 
resources. Ther e was a special need in small countries for 
members of the health professions to take a full part in 
discussion of questions involving health service management. 

118. Th e importance of promoting meetings of health 
professionals at both national and regional level was 
underlined. Assistanc e for such meetings, and also for the 
exchange of information on research and medical technology, 
was seen as a suitable role for foundations and other donor 
bodies. I t was also thought desirable that representatives 
of professional associations should be invited to attend 
national and regional health meetings. 

119. Th e inadequacy o f medical and health information 
resources in small countries, particularly where there were 
no libraries, was mentioned. I t was considered that health 
ministries and professional groups should do everything 
possible to improve such facilities - for example, through 
providing isolated health workers with basic books, manuals 
and journals, if necessary with regional assistance. Th e 
improved dissemination of health information was suggested as 
a suitable subject for examination at regional meetings. 

120. A  recent Commonwealth Foundation scheme, in which the 
Secretariat was also involved, to provide bursaries to 
enable senior medical students to spend their elective period 
in Commonwealth countries other than their own, was warmly 
welcomed. Thi s was seen to be of possible assistance to 
small states with inadequate medical manpower. 

Conclusions 

121. Th e meeting reached the following agreed conclusions. 

National (a ) Th e appropriateness of national health care systems 
and the adequacy of national health planning capabilit y 
should be examined in all small states. 

(b) Attentio n should be given to the requirements for 
mobilising national commitment for health improvement. Thes e 
requirements include adequate health data, representative 
multi-sectoral health councils and satisfactory arrangement s 
for collaboration between sectors with common interests. 

(c) Mor e attention should be given to the improvement of 
health management at the middle level, using in-service and 
unconventional training methods as well as formal training 
courses. 

(d) Meeting s of health professionals at national level 
should be encouraged. Professiona l associations should be 
invited to take part in national discussions concerning 
health service management and to articulate their views on how 
health care systems might be improved. 
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(e) Everythin g possible should be done by health ministries 
and professional groups to improve medical information 
facilities for health personnel, and isolated health workers 
should be provided with basic books, manuals and journals. 

Regional (f ) Existin g regional institutions, including universities, 
should focus more attention on the health problems of the 
smaller states. Recen t moves in some regions to do this 
through special committees were welcomed. 

(g) Ther e is a parallel need to strengthen universities 
and other regional institutions in order to expand their 
capabilities for being effective focal centres for regional 
planning and action in the health field. Th e requirements for 
achieving this in each region should be identified. 

(h) Previou s recommendations concerning regional action on 
data collection and the improvement of travel and 
communication facilities are particularly important for 
strengthening institutions. Similarly , the training and 
deployment of doctors to provide secondary and tertiary care 
also call fo r regional attention and collaboration. 

(i) Th e possibility of regional exchange schemes to enable 
policy-forming staff of small countries to exchange short-
term visits to assess the appropriateness of health service 
structures merits consideration. 

(j) Becaus e weaknesses at middle management level are common 
among small states, arrangements should be considered for 
promoting innovative and unconventional methods of training 
(including, for example, the use of case-study techniques and 
short-term pairing with officers in neighbouring countries) 
on a regional basis. 

(k) Representative s of universities and professional 
associations should be invited to attend regional health 
meetings, and encouraged to examine their capacity to perform 
a regional health role. 

(1) Improve d dissemination of medical and health information 
material, particularly to isolated health workers, is 
suggested as a suitable matter for attention at regional 
meetings, which might consider how small countries could be 
assisted in this respect. 

(m) Th e Secretariat should do everything possible, within 
the limits of its resources, to support the activities of 
existing regional institutions and universities, designed to 
help small, disadvantaged countries. 

Commonwealth 
Secretariat 
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REGIONAL AND INTERNATIONAL COOPERATION 

122. Th e meeting discussed the advantages of regional 
collaboration as a means of supplementing the limited 
resources of island developing and other small disadvantaged 
countries. Th e need for an effective organisational 
framework was emphasised in the Commonwealth Secretariat's 
introductory paper which, while accepting that the details 
had to be worked out in individual regions, pointed out that 
agreement at the highest level of decision-making on the 
machinery for collaboration was required. 

123. Th e Secretariat paper also stressed the need to identify 
and agree on the roles and responsibilities of participating 
groups, including not only ministries of health but also 
universities, professional associations and community groups. 
The importance of appropriate administrative arrangements 
for sustained planning and action on agreed measures of 
collaboration was also underlined. 

Discussion 

124. Th e meeting endorsed the emphasis placed by the 
Secretariat paper on the need for appropriate arrangements 
for regional cooperation. Th e regional arrangements already 
established in the Caribbean, the South Pacific, West Africa 
and East, Central and Southern Africa were noted, but it was 
considered that there was a need to focus more sharply on the 
organisational requirements for dealing at both regional and 
national levels with the health needs of the small and 
specially disadvantaged countries. 

125. Wher e the South Pacific was concerned, the meeting saw 
an urgent need for countries to establish a regional forum 
for the development of a joint approach to the solution of 
the special health problems common to the small island states. 
It was thought that Australia and New Zealand would be able to 
help, and that assistance might also be forthcoming from the 
Commonwealth Secretariat and other agencies. I t was agreed 
that the report of the meeting should be sent to governments 
and agencies which could play a helpful role, and it was 
suggested that the Commonwealth Secretariat, in particular, 
might be able to use its good offices to promote the 
development of machinery through which the island governments 
could collaborate. 

126. I n this connection, the achievements of regional 
cooperation in other regions were emphasised. Area s in which 
it was suggested that improved regional cooperation in the 
South Pacific could be particularly beneficial were 
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specialised health care, transport and communications, and 
the training of health staff. 

127. Particula r attention was given to the special 
difficulties faced by Seychelles in connection with medical 
manpower shortages, and to regional action aimed at overcoming 
these difficulties. Assistanc e given by Mauritius and other 
countries was commended, but it was considered that the 
newly-formed East, Central and Southern Africa committee on 
the health needs of small states in that region might with 
advantage review the needs of Seychelles in particular, work 
out a coordinated regional programme of assistance, and 
specify what external help might be required. I n this 
connection, it was suggested that professionals visiting 
Seychelles should both provide clinical treatment and raise 
the level of expertise of local staff. 

128. Increase d regional attention to the rationalisation of 
medical equipment, to the provision of preventive maintenance 
and emergency repair facilities and to the training of 
technicians to service a variety of equipment was called for. 
A regional training and repair centre, with travelling 
technicians to visit small countries, was one suggestion made . 
Developments in various regions, some promoted and supported 
by the Commonwealth Secretariat, were noted with approval. 

129. I t was suggested that existing arrangements for regional 
cooperation were sometimes not as successful as they might be, 
because decisions of regional meetings were not communicated 
downwards by ministries of health in individual countries. 
Such communication was seen to be essential, and the need was 
recognised for the persons responsible for and involved in 
carrying out regional decisions to be clearly identified. 
Some sort of "regional presence" in individual countries was 
required. Th e machinery for channelling decisions to 
universities and professional groups was also considered 
ineffective. Th e participation of non-governmental 
organisations and other ministries at the national level was 
regarded as essential. 

130. I t was recommended that regional health groups should 
examine the machinery for communicating and implementing 
their decisions, and particularly those concerning the 
problems of small states, with a view to improving its 
effectiveness, and that this should be a continuing item on 
their agenda. Universitie s and professional associations 
(e.g. of doctors, nurses, pharmacists) also should examine 
their capacity to perform a regional health role. 

131. Experienc e showed that, once established, functional 
cooperation for health purposes tended to continue despite 
set-backs to regional cooperation in other fields. Anothe r 
point in its favour was that donor agencies were inclined to 
respond favourably to requests for assistance with regional 
schemes. 

132. Bette r coordination of the activities of donor agencies 
was thought desirable. A  recent inter-agency consultative 
meeting in the Caribbean was noted, and it was thought that 
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similar consultations should be encouraged in other regions. 
It was also suggested that more should be done to encourage 
pharmaceutical companies to take account of the special needs 
of small countries and to support their health infrastructure. 

133. Th e meeting suggested that the Ciba Foundation, the 
Sandoz Foundation (the activities of both were described) and 
other similar bodies might review their terms of reference in 
the light of the needs of small countries, as revealed in the 
discussions. Th e Commonwealth Secretariat was asked to use 
its good offices in channelling appropriate requests for 
assistance to suitable foundations, and to provide 
foundations with reports of Commonwealth meetings to keep them 
informed on the types of assistance needed. 

134. Commonwealt h Secretariat support for regional health 
cooperation was commended. I t was noted that this was 
premised on initiatives by the governments in any particular 
region. I t was considered that where regional health 
groupings did not already exist the Secretariat should do 
everything possible to help their formation and to support 
their activities designed to help the smaller and 
disadvantaged countries. Th e role of the Secretariat in 
connection with the health needs of small states, as outlined 
in the Secretariat's introductory paper, was noted with 
approval. 

Conclusions 

135. Th e meeting reached the following conclusions. 

Regional (a ) Regiona l cooperation is the best option for reinforcing 
the efforts of small and disadvantaged countries to overcome 
their special health problems and to develop appropriate 
health care systems. 

(b) Wher e they already exist, arrangements for regional 
health collaboration should be strengthened to enable 
special attention to be focussed on the health needs of 
the small and disadvantaged countries. 

(c) Th e recently established committee on the health 
problems of small states in the East, Central and Southern 
Africa region, for instance, might review the health manpower 
needs of Seychelles and work out a coordinated programme of 
assistance to meet them. 

(d) I n the South Pacific, the promotion of a joint approach 
to the special problems common to small islands would require 
the collaboration of Australia, New Zealand, the Fiji School 
of Medicine, the University of the South Pacific, WHO, the 
South Pacific Commission and other regional institutions. 

(e) Appropriat e arrangements are required for ensuring 
continuity of action, planning, discussion, surveillance and 
evaluation of agreed regional collaborative activities. 

(f) Regiona l health groups should consider placing as a 
continuing item on their agenda the review of machinery for 
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communicating their decisions to national health staff, 
professional associations and universities, with the object 
of improving its effectiveness. 

(q) Increase d regional attention to the rationalisation of 
medical equipment, to preventive maintenance and emergency 
repair facilities, and to training technicians to service a 
variety of equipment, could be beneficial to small countries. 

(h) Improve d regional coordination of the activities of donor 
agencies is needed, possibly through inter-agency consultative 
meetings convened by regional health groups. 

Commonwealth (i ) Th e Secretariat should continue to do everything 
Secretariat possibl e to assist regional health groupings, and to support 

their programmes designed to help the small and disadvantaged 
countries. 

(j) Th e Secretariat should assist efforts in the South 
Pacific to establish, in collaboration with the University of 
the South Pacific, a regional inter-governmental health forum, 
and to develop machinery through which the island governments 
can collaborate to overcome their special health problems. 

(k) Th e Secretariat should use its good offices to channel 
requests from small states for assistance to appropriate 
foundations and donor agencies. Suc h bodies should be 
provided with information and copies of relevant reports. 
Foundations and donor agencies might review their terms of 
reference in the light of the special needs of small 
disadvantaged states. 
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DISTRIBUTION OF REPORT 

136. I t was agreed that the report of the meeting should be 
distributed to: 

Ministries of health 
Chief medical officers 
Regional health agencies 
Universities in the regions 
Professional associations 
The World Health Organisation 
The World Bank 
Foundations and other donor agencies 

It should be suggested to ministries of health and regional 
health agencies that relevant recommendations of the meeting 
might be placed on the national and regional health agenda 
as an item meriting continuing attention. 

137. I t was agreed that the report of the meeting should be 
brought to the attention of the May pre-WHA Meeting and 
submitted to the Sixth Commonwealth Health Ministers' 
Meeting in November 1980. 

APPRECIATION 

138. Appreciatio n was expressed to the participants for 
making themselves available for the meeting and for 
contributing so many valuable ideas. Th e financial support 
of the Commonwealth Fund for Technical Cooperation and the 
Ciba Foundation was greatfully acknowledged. Thank s were 
expressed to the Commonwealth Secretariat for the organisation 
of the meeting. 

51 



DOCUMENTS 



SPECIAL HEALTH PROBLEM S :  ISLAND DEVELOPING AN D OTHE R 
SPECIALLY DISADVANTAGED COUNTRIE S 

Introductory pape r prepared b y th e Commonwealth Secretaria t 

In the communique issue d afte r thei r meeting i n Lusaka i n 
August 1979 , Commonwealth Head s o f Government "welcome d th e 
opportunity t o discuss th e specia l disadvantage s tha t bese t 
the growing numbe r o f smaller member countries , particularl y 
the islan d developin g countrie s an d certain othe r speciall y 
disadvantaged membe r countries . The y agree d tha t i n order t o 
offset th e disadvantages o f small size , isolation an d scarc e 
resources whic h severel y limi t th e capacit y o f such countrie s 
to achieve thei r development objective s o r to pursue thei r 
national interest s i n a wider internationa l context , specia l 
measures o f suppor t wer e required" . 

2. Althoug h siz e o f population i s a convenient criterio n 
for identifyin g suc h countries , other factors , including thei r 
geography an d degre e o f isolation , and the (quality of thei r 
economic, technological an d administrative infrastructure , 
must als o be take n int o account. A  number o f distinctive con -
straints flo w directly fro m thes e factors . Th e most critica l 
is th e fact that , by virtue o f their smal l siz e an d limite d 
resources, thes e countrie s canno t hop e t o achieve unaided , 
however great thei r efforts , the potential o f more fortunat e 
countries. The y have specia l problems an d specia l social , 
administrative an d economic needs . The y are invariabl y charac -
terised by limite d material an d personal resources . Thei r 
problems ar e not onl y quantitativel y bu t als o qualitativel y 
different fro m thos e o f large r countries . 

3. I n the health fiel d the y ar e at specia l ris k i n relatio n 
to needs tha t requir e highly-traine d (an d sometimes eve n mod -
estly-trained) personnel , to diseas e epidemics , to natura l 
disasters, t o problems o f brain drain , to illnesse s o f key 
staff. Th e need t o make healt h service s available a t bot h 
the socia l an d geographical peripher y i s particularly critical . 
Most o f these problem s ar e not exclusive t o small states , but 
are also share d b y many othe r developing countries . However , 
smallness, isolatio n an d othe r specia l circumstance s ad d part-
icular dimensions an d challenges . 

4. Fo r most o f these countrie s th e reality , both present an d 
future, i s that th e standar d o f their medical car e service s 
will depen d more o n how efficientl y the y ca n utilise availabl e 
national an d regiona l resource s tha n on any additions the y ar e 
likely t o be able t o make t o these. Thi s require s a  shift o f 
priorities i n planning fro m more t o th e better use o f existin g 
resources. Carefull y designe d an d imaginativel y planne d system s 
of health car e become eve n more essential . 
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Special approache s 

5. I t i s proposed tha t th e meeting shoul d focu s o n wha t 
special approache s ar e ope n t o thes e countries , and also t o 
the Commonwealt h Secretaria t an d othe r ai d agencie s i n assist-
ing them t o meet thei r needs. Ho w ca n th e development o f nat -
ional an d regiona l self-sufficienc y bes t b e promoted? Ho w ca n 
the utilisation an d potentia l contributio n o f existing nationa l 
or regional institution s b e maximised? Ho w ca n regiona l an d 
inter-regional collaboratio n b e strengthene d an d extended ? 
Indeed, for many smal l state s ther e exist s virtuall y n o alter -
native t o regiona l collaboratio n i f reasonable standard s o f 
health car e ar e t o be achieved . 

6. I t i s recognise d tha t n o singl e formul a ca n b e worke d 
out which would b e applicabl e t o all countries , or eve n t o 
one countr y fo r more tha n a  limited duration . I t i s also 
recognised tha t th e final detail s o f th e initiative s t o be 
adopted will necessaril y var y accordin g t o th e geography , 
special need s an d loca l resource s o f individua l countries . 
Diverse a s thei r backgrounds ma y be , however, ther e ar e likel y 
to be certai n commo n pattern s o f need an d o f approach. I t i s 
with thes e commo n pattern s tha t th e meeting wil l b e mainl y 
concerned. Country-specifi c measure s woul d nee d t o be worke d 
out eventuall y a t th e national o r regiona l level . 

7. I t i s recognised tha t many Commonwealt h countrie s alread y 
provide specia l assistanc e t o the smalle r o r more disadvantage d 
states i n their regions . Thi s and the othe r form s o f assist-
ance currentl y available , however, commonly lac k th e specia l 
focus required , no r ar e the y normall y coordinate d int o a planned 
and organise d strateg y fo r the long-ter m solutio n o f perceive d 
health problems . 

Health manpower plannin g 

8. Th e shortag e o f appropriately-trained personne l probabl y 
presents th e greatest barrie r t o th e development o f adequat e 
health car e system s i n these disadvantage d states . Thre e mai n 
strategies fo r overcoming i t merit consideration : 

(a) bette r selectio n an d trainin g o f health profes-
sionals ; 

(b) practica l arrangement s fo r sharin g o f scarc e 
personnel; an d 

(c) agreement s fo r obtainin g fro m neighbourin g 
countries th e technica l an d specialis t assistanc e 
they ca n provide . 

9. Th e questions tha t nee d t o be considere d includ e th e 
following. Ho w adequat e i s th e curren t mi x o f professional s 
that ar e availabl e locall y an d i n the region ? Ho w ca n the y 
be made more effective ? Wha t additiona l o r revise d trainin g 
programmes ar e required ? Whic h o f thes e programme s ca n be 
best ru n locall y o r regionally , an d what ar e thei r requirements . 
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What externa l ai d may b e needed an d how and where ca n thi s be 
best obtained ? Ho w ca n better us e be made o f expertise avail -
able locall y an d i n the region ? Ho w can existing regiona l 
institutions assis t i n this respect ? I f they cannot , what ar e 
the requirement s fo r enablin g the m t o do so ? Wha t arrangement s 
can be made fo r sharin g scarc e personnel ? Wha t cadre s o f 
experts ar e ther e i n the regio n an d how may thei r service s b e 
made availabl e i n areas o f need ? 

Travel an d communicatio n 

10. Man y o f th e "developing " countries may remai n "neve r t o 
be developed" unless th e specia l problem s associate d wit h 
remoteness an d isolatio n ar e clearl y identifie d an d resolutel y 
tackled. T o th e exten t tha t the y may b e th e key no t onl y t o 
health bu t t o general nationa l development , thes e difficultie s 
present a n importan t challeng e t o th e countrie s concerne d an d 
to th e wider internationa l community . Isolatio n cut s of f larg e 
numbers o f people fro m th e mainstream o f human activity , result s 
in a waste o f human resources , and retard s progress i n both 
human an d national terms . A n increasin g numbe r o f internationa l 
agencies, includin g th e World Healt h Organisation , recognis e 
this and ar e making substantia l effort s t o assist. Th e chal -
lenge i s for eac h countr y t o fin d th e most effectiv e means o f 
channelling t o it s own advantage al l th e goodwill an d assistanc e 
that may be availabl e bot h within an d outsid e it s region . 

11. Th e rang e o f communication need s may be wide, and include s 
communication b y telephone , radi o an d written correspondence ; 
and transportatio n o f materials, patients an d health profes -
sionals, by animal-draw n vehicles , jeep, ambulance, smal l boats, 
and modern ai r o r ocean services . Th e larg e capita l outlay s 
and th e high runnin g cost s o f shipping an d airlin e transport -
ation pos e specia l problems , and may requir e substantia l inter -
national support . Whateve r th e need, a n appropriate pla n o f 
action an d a n agreed strateg y fo r implementin g i t must b e worke d 
out beforehand . 

Demographic an d health dat a 

12. Demographi c an d health data , on th e basis o f which appro -
priate resourc e allocatio n an d health polic y formulatio n ca n 
be achieved , ar e meagre i n the developing worl d a s a whole an d 
particularly i n the countries th e meeting i s concerned with . 
Better dat a ar e necessary fo r effectiv e plannin g an d fo r 
achieving th e best possibl e distributio n an d utilisation o f 
resources. 

13. Th e challenge i s to bring health car e facilitie s withi n 
reach o f most o f the people, using severel y limite d resource s 
in ways tha t will yiel d th e greatest possibl e benefits . Thi s 
requires th e development o f a detailed se t o f objectives base d 
on precise healt h data . Wha t specifi c diseas e problem s ar e 
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comprising th e health o r th e population? T o what extent ? I n 
what ag e groups? Wha t orde r o f importanc e d o thes e problem s 
merit? Wha t programme s ca n be designed t o deal with them ? 
The requisit e syste m nee d not be complex. I t should be a 
simple, indee d preferably simple , system o f gathering an d mon-
itoring o n a continuing basi s th e informatio n o n which project s 
and programmes ca n be planned an d implemented . 

14. Ho w adequate ar e existin g healt h dat a an d informatio n 
systems fo r national o r regiona l healt h planning? Ho w ca n the y 
be improved ? I s advantage bein g take n o f th e priority tha t i s 
being currentl y give n b y th e World Health Organisation , th e 
World Bank an d many othe r agencies t o programmes fo r improvin g 
national an d regiona l healt h data collecting systems ? 

Strengthening nationa l an d regiona l institution s 

15. Th e strengthenin g o f existing institution s i s likely t o 
be a major elemen t i n any national o r regiona l health programmes , 
and i t i s towards thi s objectiv e tha t th e major contributio n o f 
the Commonwealth Secretaria t an d of other agencie s might mos t 
appropriately b e channelled . Th e universities als o are involved , 
and i t i s important tha t the y shoul d have a  full appreciatio n 
of the problems with which thei r teachin g i s concerned. Thei r 
involvement shoul d not b e viewed a s a distraction fro m th e 
mainstream o f academi c medicine bu t rathe r as an opportunit y 
to make thei r contributio n throug h teachin g an d researc h an d 
as a consultative resourc e t o governments. 

16. Assistanc e fro m externa l source s may be necessary, bu t 
the most useful measures ar e likel y t o be thos e which have a 
strong regiona l flavou r an d draw t o the greatest possibl e 
extent o n existing regiona l institutions . Ther e may be a  need 
to strengthen suc h institution s an d t o expand thei r capacit y 
to become more effectiv e foca l centre s fo r regiona l plannin g 
and action. Suc h centre s might: 

(a) hel p both t o establish an d t o coordinate th e activ -
ities o f regional healt h assistanc e groups ; 

(b) assis t i n the collectio n an d distribution o f ref -
erence informatio n relatin g t o national an d reg -
ional health needs; 

(c) participat e i n the planning, implementation , 
surveillance an d evaluatio n o f educational an d 
other programmes designe d t o meet thes e needs; 

(d) organis e appropriat e workshops , seminar stud y 
courses an d other meetings necessar y fo r th e 
harmonious developmen t o f th e programmes ; 

(e) hel p t o identif y appropriat e budgetar y source s 
of support ; an d 

(f) provid e specia l technica l assistanc e a s need i s 
identified. 
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Regional collaboration 

17. Th e advantages of regional collaboration as a means for 
developing countries to make the most economic and effective 
use of limited resources are obvious. Althoug h regional health 
groups have been established in the Caribbean, the South Pacific, 
West Africa, and East, Central and Southern Africa, there is a 
need for them to focus more sharply on the special health needs 
of the small and disadvantaged countries in their regions. 

18. Ho w can regional programmes to meet the needs of such 
countries be best developed and extended? Wha t regional init-
iatives are practicable? Wha t roles can be played by existing 
national and regional institutions? Ho w can these be assisted 
to perform their roles more effectively? Wha t resources would 
need to be allocated to such programmes? Wha t are the likely 
sources of this assistance? Wha t are the special areas in 
which regional collaboration is most likely to be effective? 
What special provisions need to be made for regional action 
in relation to them? Wha t are the special roles that might 
be played by the Commonwealth Secretariat and other health 
agencies in promoting such collaboration?. Wha t roles are open 
to individual countries themselves ? 

Regional organisation 

19. A n effective organisational and administrative framewor k 
for regional collaboration i s required. Her e again the details 
have to be worked out in individual regions, but in each region 
essential elements are likely to include: 

(a) agreemen t at the highest level of national and 
regional decision-making about priorities and 
necessary measures; 

(b) a  broad-based administering council, preferably 
set up in the context of any existing regional 
arrangements for health collaboration; 

(c) identificatio n of, and agreement on, the roles 
and responsibilities of participating groups -
ministries of health, universities, professional 
organisations, community groups; an d 

(d) appropriat e arrangements for sustaining action, 
planning, discussion, surveillance and evaluation 
of the activities involved at both national and 
regional levels. 

Natural disasters and other emergencies 

20. Th e effects of natural disasters on island and other 
specially disadvantaged countries are often severe. Th e 
response in such countries to emergency situations tends to 
fall below their already limited capacities. Thi s inadequacy 
is due mainly to poor planning, lack of coordination of 
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resources, paucity o f statistical dat a an d imperfec t tabulatio n 
of the various health-related component s o f disasters. 

21. Som e disasters , such a s hurricanes an d floods , present 
patterns sufficientl y predictabl e fo r th e problems associate d 
with the m and th e requisit e emergenc y measure s t o be readil y 
anticipated. Contingenc y arrangement s ca n be made, for example , 
for obtaining emergenc y supplie s o f vaccines, drugs an d medica l 
equipment. Identificatio n o f th e categories , and likel y source s 
in the regio n o f skilled personne l require d ca n als o be mad e 
beforehand. Hel p obtainabl e fro m WHO, th e Internationa l Re d 
Cross an d othe r internationa l agencies , and th e requisit e 
measures fo r obtaining it , can be ascertained . Th e sequenc e 
of executive measures fo r initiatin g an d coordinatin g appro -
priate emergenc y actio n ca n als o be decided o n i n advance. 

The rol e o f the Commonwealth Secretaria t an d othe r ai d agencie s 

22. A  number o f factors inhibi t th e mobilisation, coordinatio n 
and utilisation o f external financ e b y islan d an d othe r disad -
vantaged countries . Thes e include : 

(a) comple x procedures o f aid agencie s an d multilatera l 
financial institution s whic h place a  heavy burde n 
on limite d plannin g an d administrativ e resources ; 

(b) lac k o f informatio n o n potential source s o f 
finance; an d 

(c) limite d manpower capabilit y fo r identifying , 
preparing, evaluatin g an d implementin g suitabl e 
projects. 

23. Th e Commonwealt h Secretaria t migh t us e its special knowledg e 
of, and it s relationships with , internationa l healt h ai d 
agencies t o help i n relation t o these issues . Throug h it s 
CFTC division s fo r general technica l assistanc e an d fo r 
education an d training , i t might als o assis t with : 

(a) th e establishmen t o f regional technica l assist -
ance groups, wherever possible , through existin g 
regional institution s ; 

(b) strengthenin g existin g regiona l healt h educatio n 
and servic e institution s t o enable the m t o be 
more effectiv e foca l centre s fo r meeting ident -
ified needs; 

(c) providin g specifi c technica l assistanc e a s nee d 
is identified ; an d 

(d) supportin g nationa l o r regiona l trainin g course s 
and seminars . 

24. Ther e i s also th e need t o coordinate an d harmonise th e 
activities o f both interna l an d external healt h agencie s i n 
most regions . Apar t fro m th e more effectiv e an d economic us e 
of resources tha t thi s would promote , i t would preven t dupli -
cation o f effort an d would facilitat e th e formulatio n o f 

58 



better healt h plans . Regular , although no t necessaril y fre -
quent, inter-agenc y consultation s shoul d b e encouraged . Th e 
central coordinatin g counci l migh t b e made responsibl e fo r 
arranging suc h consultations . Th e Commonwealt h Secretaria t 
might als o b e able t o assist i n this respect . 
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REALISTIC MANPOWE R PLANNIN G FO R PRIMAR Y HEALTH CARE : 
PRACTICAL CONSIDERATION S 

Paper prepared b y Dr. Richard A. Smith * 

There ar e a  number o f ways t o loo k a t health manpowe r planning . 
Some plans ar e developed fo r publication t o attract resource s 
from donors , others fo r practical implementation . Thi s discussio n 
will deal with practical plannin g fo r implementabl e healt h man-
power development programme s appropriat e t o specifi c healt h car e 
needs an d adapted t o th e context s o f specifi c nationa l healt h 
care systems . 

DETERMINING HEALT H MANPOWE R NEED S 

In developed an d developing countries , studies an d plans o n 
manpower suppl y an d requirement s hav e usuall y bee n don e o n a 
categorical basi s -  e.g. th e suppl y o f physicians, nurses, or 
laboratory technicians . Man y planner s make assumption s abou t 
future change s i n the organisatio n o f th e delivery o f healt h 
services an d about th e utilisation o f manpower i n categorie s 
other tha n thos e being analyse d o r developed. To o ofte n th e 
implications o f increase s i n the suppl y o f a single categor y o f 
manpower o n the need an d demand fo r other categorie s o f manpowe r 
are not take n int o consideration. Th e introductio n o f new cadre s 
of manpower, either de novo o r through re-trainin g o f existin g 
health personnel , presents difficultie s tha t have inhibite d th e 
development o f health manpower appropriat e t o a country's specifi c 
needs an d resources . 

Adequate objectiv e dat a fo r health manpower plannin g ar e 
often lacking . Ther e ar e no commonly accepte d assumption s abou t 
the quantity o r mix o f health professionals an d distributio n 
patterns tha t would provide adequate , accessible car e t o al l 
individuals. Ther e ar e numerous methods fo r estimating th e nee d 
and demand fo r health manpower, including : 

(a) technique s usin g physician/populatio n o r nurse/ 
population ratio s -  these ar e to o simplistic ; 

(b) approache s base d upon professionally define d criteri a -
these ar e subjectiv e an d strongl y biased ; 

(c) method s base d o n current utilisation rate s o f healt h 
services by a  defined populatio n grou p with acces s 
to comprehensive healt h service s -  these ar e insuffi -
ciently applicabl e sinc e to o much variation i s possible; 

(d) economi c methods , including econometri c modellin g -
these produc e apparentl y rationa l figures , but 

* Director o f Health Manpowe r Developmen t Staf f (MEDEX ) and 
Professor a t th e John A. Burns Schoo l o f Medicine, Universit y 
of Hawaii. 
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frequently the y ar e to o complex an d assumption -
ridden t o be realistic ; suc h methods ignor e th e irra -
tionalities o f the system , an d the y arbitraril y plac e 
values o n phenomena t o which i t i s difficult o r 
impossible t o ascertain numerica l values.(1 ) 

These methods hav e seriou s drawbacks . Mos t o f the m dea l 
with th e projection o f manpower need s o n a categorical basis , in 
isolation fro m on e another . Frequentl y the y ar e als o isolate d 
from th e realit y o f services tha t ar e needed -  services tha t ofte n 
can be provided b y personne l wit h les s sophisticate d bu t mor e 
appropriate training . Nevertheless , we have t o liv e with thes e 
methods becaus e planner s hav e t o offer an d suppor t systemati c 
estimates o f personnel need s i n order t o obtain resource s fo r 
health programmes. Tas k analyse s o f the jobs tha t nee d t o be 
performed coul d economis e effort s an d resources . T o determin e 
effectively a n appropriate manpowe r mi x require s endin g th e 
isolation o f health manpower plannin g fro m th e realitie s o f th e 
health workers ' jobs i n th e field -  that is , from th e implementa -
tion process. 

This i s the thrus t o f this discussion, a thrust tha t ha s 
been given impetu s by Alma Ata, other WHO initiative s an d th e wor k 
of individua l countrie s diligentl y strengthenin g th e delivery o f 
basic service s t o thei r populations. A  componen t o f thi s thrus t 
includes incorporatin g th e linear , rational thinkin g o f th e 
planner with th e unpredictable, irrationa l activit y inheren t i n 
any socia l system . Consideratio n need s t o be given t o non-stati c 
political environments , dwindling resources , and elevate d popular
expectations. On e must attemp t t o develop th e possible rathe r 
than th e improbabl e (an d know th e difference betwee n th e two). 
It should b e apparen t tha t healt h manpower plannin g need s t o be 
focused o n the provision o f primary healt h car e service s utilis-
ing the most appropriat e healt h personnel , i n contradistinctio n 
to planning aroun d establishe d personne l categorie s only . 

PROBLEMS FACIN G HEALT H PLANNER S 

No single model fo r planning primar y healt h car e programme s ha s 
universal application . Circumstance s var y significantl y fro m 
country t o country. However , a review o f th e experience s o f many 
programmes indicate s tha t ther e i s a great dea l o f commonalit y 
in health secto r problem s an d i n th e general approache s propose d 
to solv e thes e problems. Th e problem s facin g health planner s i n 
much o f the developing worl d includ e th e following. (2) 

Lack o f a clear nationa l healt h policy , leavin g health planner s 
without guideline s fo r programme development . 

Low priority fo r health. Healt h receive s a  low priority i n th e 
development programme s o f many countries , and health official s 
must compet e fo r limite d financia l resource s with more economi -
cally appealin g industria l o r agricultural programmes . 

Imbalances within th e health sector , giving ris e t o emphasis o n 
curative rathe r tha n preventive/promotive services , urban rathe r 
than rura l coverage , hospital rathe r tha n ambulator y car e (parti -
cularly i n allocation o f funds an d staff) , qualit y rathe r tha n 
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quantity o f care, high technolog y rathe r tha n appropriat e techno -
logy, training o f doctors rathe r tha n o f auxiliary healt h workers, 
and scientifi c rathe r tha n traditiona l medica l practice . 

Shortage an d maldistribution o f scarce resource s 

(a) Healt h manpowe r 

(i) Limite d number s o f health workers, particu-
larly doctor s an d nurses. Ratio s rang e fro m 
one doctor pe r tw o thousan d person s t o on e 
per sevent y thousand . 

(ii) Inappropriat e trainin g o f health workers, 
particularly fo r th e health problem s an d 
working condition s o f rural areas . 

(iii) Maldistributio n o f health workers. I t i s 
extremely difficul t t o induc e doctor s an d 
other highly skille d staf f t o work i n rura l 
areas. I t i s unlikely tha t thi s difficult y 
will b e overcom e i n the near futur e barrin g 
major socia l an d organisationa l chang e i n 
many countries . 

(iv) Inadequat e definitio n o f role s an d insuffi -
cient delegatio n o f simpl e task s t o individual s 
with les s sophisticate d bu t mor e appropriat e 
training. 

(v) Inadequat e utilisatio n o f traditional healer s 
and birth attendants . 

(b) Facilities , equipment, and supplie s 

The limite d capita l availabl e fo r initia l purchas e o f 
equipment an d supplie s i s an impedimen t t o expandin g 
services. Thi s limitatio n i s compounded b y suppl y 
management problems , including transportatio n an d 
communication difficultie s tha t hinder distributio n 
of supplies , and lac k o f capability fo r equipmen t 
maintenance an d repair . 

( c ) Finance s 

Shortage o f funds i s a chronic proble m fo r th e healt h 
service syste m i n most countries . Constan t vigilanc e 
is required t o insur e tha t ne w programmes ar e afford -
able an d tha t recurren t operatin g fund s will b e 
available fo r suc h programmes . 

Inadequate populatio n coverage . I t i s difficult t o achiev e 
adequate healt h servic e coverag e o f mobile o r widely disperse d 
populations -  e.g. islan d communitie s separate d b y ocean , village s 
isolated b y rugge d terrai n (jungle , mountains, vast roadles s 
lands). 
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Under-utilisation o f existing service s an d resource s i s a problem 
in many areas . Planner s must identif y th e reason s fo r under-
utilisation, i f past impediment s ar e t o be successfull y avoided . 

Insufficient o r ineffectiv e us e o f health education . 

Insufficient communit y participatio n i n programme plannin g an d 
the operatin g an d financing o f health service s frequentl y result s 
in services which a  community ma y no t understand, desire , or use. 
Countries tha t have improve d healt h service s rapidl y hav e pai d 
special attentio n t o community attitude s an d participation an d 
have sough t maximum communit y participation . 

Insufficient an d inappropriat e trainin g resource s -  educationa l 
materials, inappropriat e trainin g systems , and inadequat e number s 
and quality o f trained tutor s -  hamper developmen t o f necessar y 
health manpower an d may give ris e t o inappropriat e trainin g fo r 
the task s required . Thi s proble m i s particularly characteristi c 
in the training o f auxiliary primar y healt h car e manpower . 

Inadequate attentio n to , and resource s for , environmental sanita -
tion , such as unsafe wate r supply , insanitar y wast e disposal , and 
poor o r non-existent vecto r control . 

APPROACHES T O HEALTH MANPOWE R DEVELOPMEN T 

A variety o f approaches ar e used aroun d th e globe t o develop man -
power t o deliver primar y healt h car e services . Unti l recently , 
primary healt h car e was though t o f as curative service s provide d 
by doctors, assisted b y legion s o f nurses an d othe r suppor t 
personnel. Thi s hospital-based mode l i s the predominant practic e 
of developed countrie s an d has been th e goal developing nation s 
have attempte d t o reach. I t has take n a  lon g tim e fo r healt h 
planners t o recognise tha t thi s high-level, resource-intensiv e 
approach t o health service s i s unrealistic becaus e o f excessiv e 
costs an d continued inadequacie s i n coverage. Ther e i s now grow-
ing awareness tha t a  plethora o f doctors i s not a  panacea fo r th e 
myriad o f problems associate d with th e delivery o f health services . 

Third World countrie s have been i n the forefron t o f th e 
development o f more appropriat e method s t o provide healt h car e 
services t o thei r people. Man y developing countrie s have realise d 
that th e traditional , highly intensiv e medical car e provided b y 
elaborately traine d professionals workin g i n expensive urba n 
hospitals reache s onl y a  few o f their people . A  more desirabl e 
model relie s o n the service s o f mid-level an d community healt h 
workers widely deploye d throughou t th e country, especiall y i n th e 
rural areas . Suc h a model fo r the provision o f primary healt h 
care service s ca n reach many more peopl e an d makes better use o f 
severely limite d resources . Thi s new model fo r primary healt h 
care service s als o pays attentio n t o the provision o f preventiv e 
and promotive healt h car e (immunisation , saf e water supply) , an d 
thus th e demand fo r curative service s i s reduced. Numerou s 
developed nation s ar e now agreein g tha t th e high-technology , 
traditional mode l i s inappropriate, and they to o are beginning t o 
make change s i n their health car e delivery system s t o reduc e 
costs and to improv e accessibility . 
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During colonia l rul e an d after independence , many countrie s 
developed mid-leve l healt h workers*, under centra l contro l bu t 
without periphera l connections . Th e workers were successfu l u p 
to a point an d fcr limite d populatio n coverage . Thes e programme s 
were oriente d primaril y toward s th e trainin g o f health workers, 
without adequat e concer n fo r their suppor t within th e health car e 
system. Emphasi s was placed o n tutor training , with littl e 
concern fo r th e development o f appropriate an d relevan t curricul a 
based o n an analysis o f the task s th e workers would be expecte d 
to perform. Trainin g usually was modelled o n medical schoo l 
curricula. To o frequentl y student s di d not acquir e th e necessar y 
knowledge an d skill s when taugh t by traditiona l methods . 

There ar e newer methods an d technologie s available , althoug h 
some programmes will continu e t o use abbreviate d medical schoo l 
curricula t o train mid-level workers . Othe r programmes ar e train -
ing health workers based upon manuals prepare d b y individual s an d 
international organisations . Other s use trainin g methods suc h a s 
the flow-chart o r algorithm technology . Newe r still , competency-
based trainin g will b e discusse d late r i n this paper . 

China's dramati c emphasi s o n community healt h workers calle d 
attention t o possibilities tha t country-wid e basi c health service s 
could be provided a t th e periphery i f there were nationa l commit -
ment t o do so , and i f national resource s coul d be mobilised. Th e 
use o f barefoot doctor s i n China undoubtedly influence d th e Worl d 
Health Organisatio n t o alter drasticall y it s concept o f acceptabl e 
means fo r provision o f health car e services . Th e World Healt h 
Organisation bega n t o promote th e use o f peripheral primar y healt h 
care workers, and stimulate d som e developin g countrie s an d bila-
teral donor s t o suppor t thi s movement. Recently , however, health 
professionals hav e become awar e o f serious problems associate d 
with th e trainin g o f community healt h workers i n isolatio n fro m 
the res t o f the health system . Sinc e ther e i s no Journal o f 
Negative Results , only throug h informa l communication s whic h 
transcend politic s hav e healt h professional s learne d tha t pro -
gramme failur e i s almost assure d when programm e desig n omit s 
certain elements , such as strengthenin g management suppor t i n suc h 
crucial area s a s supervisio n an d logistics . 

In planning th e strengthenin g o f a primary healt h car e pro -
gramme t o improv e th e quality an d quantit y o f services , includin g 
increased populatio n coverage , particular attentio n must b e give n 
to the following . 

Analysis an d projection o f health need s an d the demand fo r 
services. 

Enumeration o f all type s o f existing health workers. Thi s 
analysis shoul d includ e paramedical worker s an d indigenou s prac -
titioners an d healers, assess thei r productivity, an d weigh th e 
potential fo r upgrading thes e workers t o become bette r provider s 
of primary health care . Subsequently , specifi c tas k analyse s an d 

* calle d i n various countries : medical assistants , nurse 
practitioners, medex, physician assistants , feldshers, 
medecin Africain, etc. 
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job designs shoul d be made, as foundations fo r th e developmen t 
of appropriate manpower . 

Estimation o f future healt h manpower requirements , i n both 
qualitative an d quantitative terms , and trainin g need s i n ligh t 
of the overal l health programme . 

Detection o f present an d futur e imbalance s betwee n estimate d 
manpower requirement s an d expecte d supply . 

Assessment an d strengthenin g o f the existing managemen t infra -
structure fo r th e health servic e syste m within which presen t 
health manpower function , includin g organisationa l structur e an d 
supervisory capability , and management system s o f transportation , 
communications, drugs an d supply , health information , facilitie s 
and equipmen t maintenance.(3 ) 

EIGHT PROBLE M AREA S 

There have been numerou s primar y healt h car e demonstratio n pro -
grammes involvin g mid-level and/o r communit y healt h workers, but 
many have faile d t o make significan t contribution s t o health car e 
coverage fo r a number o f reasons. Th e MEDEX grou p i n Hawaii ha s 
examined th e experienc e w e have had i n seven year s o f collabora-
ting with fiv e developin g countrie s tha t hav e planne d an d imple -
mented primar y healt h car e programmes , and we hav e gleane d 
information regardin g th e successe s an d failures o f primar y 
health car e programme s i n twelve othe r nations . I n analysin g 
these experiences , we have identifie d eigh t major proble m areas . 
Consideration o f thes e proble m area s allow s health planner s t o 
approach, i n a logical an d organise d manner , key problem s i n th e 
development o f a multi-tiered healt h manpower infrastructur e tha t 
will be th e backbone o f a national healt h car e system . 

First, a broad base o f suppor t i s needed t o bring togethe r 
government policy-makers , training institutions , organise d 
medicine, practising doctors , and other s with veste d interest s i n 
health car e a s part o f the planning process . Together , the y wil l 
offer th e protective backin g neede d fo r th e programmes t o sustai n 
themselves. Experienc e als o dictate s tha t a  national commitmen t 
is needed i f such a  programme i s to have significan t an d lastin g 
impact. 

Second, a receptive framework , within whic h ne w type s o f 
workers ca n perform, must b e developed . Adequat e pa y an d a  new 
place i n the personnel structur e o f the existin g healt h syste m 
for th e new personnel nee d t o be secured . I t i s imperativ e tha t 
mid-level an d communit y healt h workers b e given a  positive imag e 
that doe s no t connot e inferiority . Ther e will be rol e dissatis-
faction unless th e imag e o f these workers i s positive, firml y 
established, an d widely known . T o aid thi s process, the primar y 
health car e worker coul d have a  distinctive unifor m a s well a s a 
special titl e i n countries where thes e ar e considered important . 
The communit y shoul d be involve d i n selectin g candidate s fo r 
training an d i n the planning proces s fo r th e development o f com -
munity health services . T o prevent th e community fro m feelin g 
that the y ar e getting "secon d class " care, some o f these healt h 
workers shoul d be assigne d t o th e regiona l hospita l out-patien t 
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department an d th e rura l primar y car e referra l centr e s o tha t 
rural peopl e will recognis e tha t the y ar e getting similarl y 
appropriate car e nea r thei r home. 

Third, management capability , a n area which i s increasingl y 
being recognise d a s the adhesive tha t holds primary healt h car e 
systems together . Lesson s fro m th e successe s an d failure s o f 
other programmes ar e not difficult t o find. Managemen t capabilit y 
is the key t o successfu l programm e implementation , operation , and 
replication. Specia l attentio n throughou t programm e plannin g an d 
operations ofte n need s t o be given t o an organisational structur e 
that ca n provide a  sound framewor k fo r supervisio n an d support , 
and t o management system s analysi s an d improvemen t i n finance, 
personnel, facilities/equipment, supply , transportation, communi-
cation, and information . 

Fourth, there must b e involvemen t o f doctors i n developin g 
the curriculum an d i n the teachin g o f curative car e activities . 
Doctors must b e involve d becaus e the y fee l an d expres s responsi -
bility fo r th e quality o f medical car e practise d i n their countr y 
and are th e ultimate referra l point . I f doctors desig n an d hel p 
implement th e trainin g an d the n help supervis e th e worker s 
(directly o r indirectly) , the y will become stron g supporter s o f 
the primary healt h car e concept . 

The fift h proble m are a i s appropriate training . Th e abbre-
viated medical schoo l model ca n be used o r similar approache s 
based upon tas k analysis ; however, competency-based trainin g 
methods ar e no w accepte d i n many countrie s a s th e most economical , 
effective, and resourc e conservin g technolog y fo r developin g 
countries. Base d upon tas k analysis , the trainin g i s problem -
oriented s o tha t irrelevan t knowledg e i s omitted fro m th e curricu -
lum. I t i s designed t o assure tha t al l student s acquir e al l o f 
the skill s an d knowledge require d fo r competent performanc e o f 
their specifi c primar y healt h car e roles . I f this method i s used, 
students ar e traine d a t lo w cost an d i n the shortes t possibl e 
time. Th e trainin g shoul d b e i n rural area s i f possible an d 
trainers shoul d hav e rura l experienc e i n both preventive an d cura-
tive care . I t i s critical tha t attentio n b e paid t o communicatio n 
and organisationa l skills . Th e Universit y o f Hawaii's Healt h 
Manpower Developmen t Staf f (th e MEDEX group ) i s developing an d 
testing a  set o f prototype module s tha t ca n be adapted t o th e 
specific need s o f individua l countrie s fo r training mid-level an d 
community healt h workers. Thes e modules constitut e a  competency -
based curriculu m tha t cover s well-focused conten t area s an d yet 
allows curricula r flexibility . Ther e ar e additiona l advantage s 
to thi s modular approach : ne w curricular element s ca n be added o r 
deleted with ease , achieved competenc e i s easier t o test , and th e 
modules ca n combine a  variety o f educational method s an d activi-
ties. Th e modular approac h can . also be used fo r continuin g 
education. 

With speciall y prepare d modules , medex* trained b y th e mod-
ular syste m ca n trai n more periphera l worker s (communit y healt h 

* T o avoid confusion , medex i s used i n this discussion a s a 
generic ter m t o encompass al l mid-level healt h workers. 
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workers), thereb y creatin g a  multiplier effect . I f handled 
adroitly, thi s multiplier effec t ca n be used t o provide primar y 
health servic e coverag e t o the majority o f a country's populatio n 
in a relatively brie f time . T o achieve this , doctors trai n an d 
supervise medex. Th e medex, i n turn, train an d supervis e commun -
ity health workers, using a  modular forma t tha t i s similar t o -
but les s sophisticate d tha n -  the modules use d t o trai n medex . 
The content o f the community healt h worker modules i s simplified , 
and ther e ar e othe r adaptation s necessar y fo r th e trainin g o f les s 
literate students . Thi s syste m provides a  unique trainin g an d 
supervisory interlock . Thi s interloc k an d th e resultin g multi-
plier effec t reduc e th e need fo r larg e centralise d trainin g 
institutions an d conserve othe r scarc e resources . I n addition t o 
covering curative , preventive, and promotive health , the module s 
also teac h th e needed skill s o f mid-level an d peripheral manage -
ment t o these new health workers. Unlik e doctor s an d nurses i n 
developing countries , who ar e usually traine d t o a universall y 
accepted standard , medex an d community healt h workers ar e country -
specific. Th e out-migratio n o r "brai n drain " of these categorie s 
of workers therefor e will be minimal. 

LIST O F STE M MODULE S 

Designed by th e health manpower developmen t staff , John A. 
School o f Medicine, University o f Hawaii. 

Burns 

Core skill s 

Anatomy an d physiolog y 
Medical histor y 
Physical examinatio n 
Causes o f disease s 
Formulary 

Community healt h 

Community environmenta l healt h 
Community famil y plannin g 
Community nutritio n 

General clinic s 

Common ski n problem s 
DEENT problem s 
Respiratory syste m an d 

heart problem s 
Gastro-intestinal problem s 
Genito-urinary problem s 
Infectious disease s 
Common medical condition s 

Community healt h wor k 

Diarrhoea an d dehydratio n 
Nutrition 
Hygiene 
Clean an d saf e normal deliver y 
High-risk pregnancie s 
Community co-operatio n 
Common clinica l problem s 
Family plannin g I  & II 

Trauma an d emergenc y 

Trauma an d emergenc y 

Maternal an d chil d healt h 

Problems o f wome n 
Child car e 
Family plannin g 
Diseases o f infant s an d 

children 
Pre-natal an d post-natal car e 
Labour an d deliver y 

Management 

Organising an d managing healt h 
services 

Utilising management suppor t 
systems 

Evaluating an d planning wor k 
Supervising health tea m member s 
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Sixth, to develop medex an d community healt h workers with-
out a  deployment syste m i s a major reaso n fo r the failure o f many 
programmes tha t trai n health workers . I n most instances , commun-
ity health workers shoul d b e selecte d b y an d fro m th e communitie s 
they ar e t o serve. Wher e feasible , this shoul d appl y t o medex a s 
well. I n any case , each medex shoul d be destined fo r an area o f 
serious nee d eve n before h e i s trained . H e shoul d no t be traine d 
and the n allowe d t o settle i n a comfortable an d desirable locatio n 
where usually ther e i s les s need fo r his skills , Wher e he wil l 
work followin g trainin g shoul d be pre-determined, an d no effor t 
should b e spare d t o assure tha t he i s assigned t o the pre -
determined location . Otherwis e programme s suc h a s these wil l 
have littl e long-ter m effect . I n addition, i f government prior -
ities ar e no t full y committe d t o providing adequat e salary , 
housing, supplies, equipment, and supervisor y personne l fo r rura l 
health, one might a s well no t trai n thes e people. Ther e has t o 
be a n adequate an d on-going organisationa l an d management infra -
structure. Worker s hav e t o have adequat e caree r security . Other -
wise personne l wil l offe r onl y curativ e car e service s (sinc e 
villagers rewar d thi s behaviour), o r they will migrate t o urban 
areas. I n other words, the medex an d community healt h worke r 
must hav e incentive s t o do a  good job . Thes e incentive s ar e 
different i n each cultur e an d must b e individualised . 

Seventh, a continuing educatio n an d professional develop -
ment programm e mus t b e implemented . Skill s will deca y i f workers 
are not supervised , i f performance i s not routinel y evaluated , i f 
weaknesses ar e no t identifie d an d corrected, an d i f continuin g 
training i s not provided . Sociall y an d educationall y isolate d i n 
harsh rura l environments , these exceedingl y importan t contributor s 
to development nee d t o be satisfie d i n their jobs t o be effective . 
They shoul d no t be deployed an d forgotten . Attentio n t o persona l 
needs an d desires fo r increasin g skill s shoul d be recognise d an d 
fulfilled. 

The eight h basic proble m are a i s a health informatio n feed -
back, evaluation, an d planning system . Thi s syste m shoul d provid e 
timely an d accurat e informatio n o n all aspect s o f the primar y 
health car e system , an d the means fo r adjustin g an d improvin g 
training an d programme management . Clos e attentio n must b e pai d 
to political a s well a s operationa l issues.(4 ) 

These eigh t proble m area s have become basi c element s i n a 
productive approac h t o improve d health servic e coverage . The y 
are area s t o be considere d followin g delineatio n o f the service s 
needed t o initiat e o r strengthe n a  primary health car e syste m 
using appropriat e manpowe r a s it s action thrust . Initiatin g o r 
strengthening primar y healt h car e system s with th e MEDEX approac h 
has adde d advantages : i t i s flexible an d can be quickly adapte d 
to solve country-specifi c problems , and i t can be implemente d an d 
integrated int o an already functionin g healt h system . Considera -
tion o f thes e eigh t proble m area s allow s developmen t o f a planning 
and design approac h t o manpower need s fo r primary healt h car e 
which has flexibilit y withi n a  proven framework . Eac h countr y 
will handl e thes e proble m area s differently . However , with thi s 
approach t o design an d planning, th e major element s o f a success-
ful primary healt h car e programm e with appropriat e manpowe r ar e 
identified fo r appropriate action . 
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MEDEX i s an approach t o designing an d implementin g programme s 
which develo p a n appropriately supporte d manpower infrastructur e 
to deliver basic healt h service s throughou t a  country. Onc e 
developed, th e functioning infrastructur e ca n be th e bulwark o f a 
national syste m tha t extend s an d integrate s th e horizontal, inter -
sectoral aspect s o f primary healt h care . Suc h a  system shoul d 
provide adequat e means fo r permanently sustainin g vertica l 
programmes (e.g . immunisation, nutrition, child spacing , environ -
mental sanitation ) tha t ar e ofte n cripple d whe n interes t i n the m 
and resources allotte d t o the m diminish . 

The MEDE X approac h i s a composite distille d fro m th e 
experience o f many professionals , based o n their reporte d an d 
unreported wor k i n manpower trainin g an d primary healt h car e 
planning. MEDE X staf f members themselve s hav e worke d i n more tha n 
seventeen developin g countries . Thei r experienc e ha s been forge d 
into a n approach t o improvin g an d expanding primar y healt h care . 
It i s a clearly-defined bu t flexibl e system s approac h t o 
strengthen th e delivery o f country-specific primar y healt h car e 
services i n the Third World. Thi s approac h emphasise s system s 
planning an d management, i n addition t o th e trainin g an d deploy -
ment o f mid-level an d community healt h workers. Th e objectiv e i s 
to develop primar y health car e programme s whic h includ e th e 
strengthening o f planning, organisationa l structure , training , 
and management suppor t system s necessar y t o extend and sustai n 
basic, integrated , preventive, promotive, and curative healt h 
services o n a nationwide basis , from th e centre t o th e rura l 
periphery. Th e firs t Internationa l MEDF X Networ k Conference , 
held i n Honolulu i n October 1979 , verifie d th e validity o f thi s 
approach. Representative s fro m countrie s with MEDEX-typ e pro -
grammes (multi-tiere d primar y healt h car e manpower) agreed tha t 
the major problem s the y had t o solv e i n developing thei r 
programmes were encompasse d unde r th e categories discusse d above , 
even thoug h th e conferenc e participant s represente d countrie s 
with widely differen t geographi c an d socia l circumstance s suc h a s 
widely scattere d islan d population s (Micronesia) , smal l countrie s 
with difficul t terrai n (Guyan a an d Lesotho) , an d a large, heavily 
populated natio n (Pakistan) . 

Health planner s utilising th e MEDEX approac h fee l tha t 
government healt h system s shoul d have th e followin g characteris -
tics t o improv e an d sustai n primar y healt h car e services : 
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and other developmental systems 
integration with health 
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This typ e o f approach t o primary healt h car e makes i t possi-
ble t o expand service s without excessiv e financia l investment . 
The ke y t o the syste m i s the mid-level worker s o r medex, who 
serves a s a "boundary spanner" . Thi s worker provides a  liaiso n 
between centra l o r regiona l resource s an d th e community, an d 
bridges th e cognitiv e an d socia l distanc e betwee n doctor s an d th e 
community healt h workers . Re-trainin g o f health workers alread y 
employed b y th e government (e.g . medical assistants , nurses, 
malaria workers) t o become ne w kinds o f primary healt h car e 
workers conserve s resources . Th e medex trai n an d supervis e com -
munity health worker s nea r thei r villages without th e creation o f 
more expensiv e trainin g institutions . Th e deployment an d multi-
plier effec t o f thi s training/supervisor y interloc k resemble s th e 
following: 

This paper has described a n approach t o planning improve d 
and expanded primar y healt h car e system s base d upon ne w manpowe r 
configurations. I t i s hoped tha t th e revie w o f problems con -
fronted by thos e responsibl e fo r delivering primar y healt h car e 
services will prov e usefu l t o planners. Flexibilit y an d th e 
capacity t o adapt an d glean appropriat e experience s fo r loca l 
consideration ar e importan t fo r planners who want t o develo p 
successful healt h programme s wit h significan t socia l impact . 
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TRAVEL AND COMMUNICATIONS : THEI R RELATIO N T O HEALTH PROBLEM S 
IN SMAL L STATE S 

Paper prepared b y Professo r E.R . Walrond * 

Many o f the new countrie s i n the Commonwealth ar e smal l states , 
small i n terms o f population an d i n many instance s i n land mass 
and identifie d resources . Many , lik e thos e i n the Caribbean, are 
separated b y se a although groupe d together . Withi n thes e state s 
mountainous terrain , forests o r other ecologica l factors , along 
with th e underdeveloped stat e o f roadways, make interna l communi -
cations difficult . 

These factor s ar e reflecte d i n the health problem s o f th e 
small states . Thu s within th e state , the isolatio n o f rura l 
communities i s reflected b y a  maldistribution o f health personne l 
and services , and as a consequence th e inabilit y o f rural popula -
tions t o utilise wha t service s ar e provided i n the country . 

In addition, because o f the underdevelopment o f the smal l 
states themselves , their nationa l healt h problem s suffe r fro m 
the deficiencies o f rura l communities . Thu s i n small state s th e 
services ar e undermanned, have poorly-develope d facilities , and 
patients may hav e t o travel t o other countrie s fo r secondar y an d 
tertiary car e services . 

These factor s have profound effects , reflected i n communica-
tions both within th e smal l state s and between thes e state s an d 
other, better develope d states . Thu s i n any consideration o f th e 
effects o f travel an d communicatio n o n the health service s o f 
small states , one need s t o consider both interna l an d externa l 
communications, and the variety o f such communications , includin g 
travel b y road , se a and air an d communication s b y letter , 
telephone, telegram, radi o an d even satellites . 

In considering th e influenc e o f travel an d communication s 
on health car e i n the smal l states , one can easil y se e th e 
influence tha t thi s ca n have i n all area s o f health care , includ -
ing primary, secondar y an d tertiar y care , and i n the relate d 
educational programmes , particularly thos e fo r continuing educa -
tion. I t might therefor e b e useful t o reflect o n travel an d 
communications i n small state s i n relation t o th e provision o f 
the different part s o f th e health car e system . 

Primary car e 

In this secto r th e factor most frequentl y complaine d abou t 
is the maldistribution o f services. Trave l an d communication s 
have a n importan t bearin g i n the production o f this maldistribu-
tion, i n that healt h car e personnel, unless the y have othe r 
overriding interest s i n the economic , cultural o r politica l 

* Vice-Dean, Faculty o f Medicine, University o f the West Indies , 
Barbados. 

75 



field, will no t locat e themselve s i n rural o r poor urban areas . 
This i s not a  problem tha t ha s been solve d by suggestin g t o healt h 
care personnel tha t the y ar e unconcerned o r even unpatriotic, fo r 
often th e pressures o f family lif e may determin e thei r attitudes . 

In approaching th e possible solution s t o this problem, i t 
is importan t t o take thes e factor s int o account . Suc h a  consider-
ation might lea d on e int o realisin g tha t i t may no t be th e bes t 
solution t o try and provide unwillin g residen t personnel , but 
rather t o develop trave l an d communicatio n line s which ca n hel p 
solve th e problems i n these undermanned areas . 

In poor urban communitie s th e trave l an d communicatio n 
problem i s usually soluble . However , the maldistribution o f 
health personne l i n this secto r i s sometimes aggravate d b y th e 
reluctance o f th e most experience d personne l t o work i n thes e 
areas, an d ther e i s consequently a  lack o f a proper rol e mode l 
for more junio r personnel . Thi s problem i s further accentuate d 
in the rura l area s by inadequat e trave l an d communication facili -
ties . 

Solutions must therefor e b e addresse d t o both thes e aspects . 
Systems ar e needed which will bring both senio r an d junio r 
personnel int o th e under-served areas , and where trave l difficul -
ties exis t th e use o f modern means o f communication mus t b e 
considered. Flyin g docto r service s ar e familia r a s a means o f 
bringing th e doctor t o the patient i n an emergency , a s also i s 
the use o f the helicopter fo r bringing th e patient t o th e doctor . 
What need s t o be explore d i s the use o f such system s fo r bringin g 
the doctor t o patients fo r routin e services . Thi s shoul d involv e 
travel b y senio r peopl e s o that a  proper rol e model i s provide d 
for the patient service , and fo r th e proper promotio n o f on-the-
spot educatio n effort s fo r loca l healt h personnel . 

It i s not uncommon i n small state s t o se e health car e 
facilities site d awa y fro m usual bu s routes , leaving the m under -
utilised, whilst centra l facilitie s ar e over-utilise d becaus e th e 
transportation route s lea d t o them. Carefu l plannin g o n siting , 
or some re-routin g o f service s a t specia l time s o f th e day, coul d 
help t o solv e suc h problems. 

Secondary an d tertiar y service s 

It i s clearly economi c t o centralise th e expensive facili -
ties require d t o provide secondar y an d tertiar y services . How -
ever, i n under-served area s most patient s requirin g thes e service s 
present emergenc y problems . Althoug h thi s fac t reflect s inadequa -
cies i n both th e primary an d secondar y car e services , it highlight s 
the importanc e o f travel an d communication service s i n th e 
provision o f health services , particularly fo r emergency secondar y 
care. Sinc e ther e i s a lac k o f personnel t o travel t o emergencies , 
it i s importan t t o provide means o f communication betwee n loca l 
health personne l an d hospital-based physicians , as well a s a n 
efficient mean s o f transportation. I f telephone service s ar e no t 
available, then on e must loo k t o more sophisticate d means , such 
as radi o links . I t i s not unusual wher e suc h service s ar e 
provided t o find the m under-utilised o r poorly utilise d sinc e 
they ar e see n no t a s a means o f informatio n exchang e bu t merel y 
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as a means t o facilitate transfe r o f patients. Clearly , prope r 
communication ca n make a  lot o f difference t o th e surviva l o f 
patients i n emergencies, apart fro m an y question o f obtainin g 
agreement t o transfer. I n order t o achieve effectiv e communica -
tion, personnel nee d t o get t o know each other , either by periodi c 
visits fro m th e periphery t o the centre o r the other way around . 
In some instances , this objectiv e coul d be achieve d by th e use 
of more sophisticate d telecommunicatio n techniques . 

In secondary an d tertiar y car e i n small states , the care o f 
patients, both durin g a n illnes s an d follow-up, i s grossly 
inhibited by a  lack o f informatio n tha t may be availabl e else -
where. Ofte n th e health professional s ar e blamed fo r no t 
transmitting suc h information . However , any desire t o do s o i s 
frequently inhibite d b y th e lac k o f secretarial hel p o r photocopy -
ing services . Thes e simpl e administrativ e tool s must b e see n a s 
a proper expens e i n the provision o f an adequate servic e fo r 
patients. 

Continuing educatio n 

The kin d o f movement o f senior personne l suggeste d i n th e 
provision o f primary car e service s ca n play a n importan t rol e i n 
a continuin g educatio n programme . Similarly , benefits i n thi s 
area can be see n fro m th e informatio n exchang e an d contact betwee n 
personnel necessar y fo r th e provision o f secondar y care . Wit h 
supplementation fro m audio-visua l aids , suc h exchange an d contac t 
can grow int o an effective continuin g educatio n programme , partic-
ularly sinc e senio r educatio n personne l woul d be abl e t o bring a 
greater loca l knowledge int o th e programmes. 

Summary 

The influenc e o f poor trave l an d communication link s ca n 
be see n t o be a  gross inhibitor y facto r i n the provision o f good 
health car e facilitie s i n small states . I n many instance s 
sophisticated mean s o f travel an d communicatio n ar e available bu t 
are under-utilised o r poorly utilised fo r th e purpose. I n som e 
instances som e simpl e service s ar e not provided, because thei r 
simplicity ofte n makes the m see m unimportant. Th e service s shoul d 
be used t o bring more effectiv e communicatio n betwee n personne l 
in rural an d centra l facilities , including th e use o f sophisticate d 
means o f travel t o bring senio r health personnel int o contac t 
with th e under-served areas . 

Recommendations 

1. Effectiv e communicatio n betwee n periphera l an d centra l 
services (bot h within an d outside smal l states ) should b e 
promoted i n order t o improve th e delivery o f health car e an d t o 
facilitate th e continuin g educatio n o f health personnel . I n 
particular, modern means o f transpor t shoul d be provided t o move 
patients t o central facilitie s fo r secondar y an d tertiary care , 
and t o move senio r healt h personnel t o peripheral areas . 

2. Secretaria l help , includin g photocopyin g services , shoul d 
be provided t o assist th e effectiv e communicatio n o f clinica l 
information. 
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REPORT O N A VISIT T O STUD Y HEALTH CAR E DELIVER Y 
IN A NUMBER O F WESTERN PACIFI C ISLAND S 

Prepared b y Professo r Lindsa y Davidson * 

I am most gratefu l t o the World Healt h Organisatio n fo r th e 
opportunity t o undertake thi s surve y an d t o all thos e i n the 
various countrie s wh o gave me o f thei r tim e an d fo r thei r 
patient answerin g o f all th e questions I  asked o f them . 

INTRODUCTION 

The countries o f the Sout h Pacific , although small , 
represent amon g the m a n enormous variatio n i n size, facilitie s 
and development, Papu a New Guinea i s the largest , with a 
population o f approximately thre e million (greate r tha n Ne w 
Zealand). Th e next largest , Fiji, i s approximately a  fifth o f 
the siz e o f Papua Ne w Guinea i n terms o f both population an d 
area, while th e smalles t ha s approximatel y one-fift h o f one pe r 
cent o f th e siz e an d population o f Papua New Guinea. Clearly , 
therefore, even thoug h on e i s speaking o f small nations , it i s 
unrealistic t o consider tha t an y o f the problems ar e susceptibl e 
to universal solutions . 

Nevertheless, certain generalisation s ca n be made. Th e 
population densit y o f th e thousand s o f island s involve d (e.g . 
the stat e o f Fiji, althoug h though t o f by most a s an island , 
actually consist s o f 320 islands ) i s from 5  to 5 0 persons pe r 
square kilometre . Populatio n growt h rate s ar e o f the order o f 
2.5 t o 3 per cent , around 4 0 per cen t o f th e population i s age d 
less tha n 1 4 years, and th e dependency rate s fo r 10 0 adults ar e 
158 to 200. 

Three o f the countries -  Papua Ne w Guinea, the Solomo n 
Islands, and th e Ne w Hebrides -  have endemi c malaria , an d 
filariasis i s endemic throughou t th e region . Epidemi c 
infectious diseas e i s usually controlled , althoug h ther e hav e 
been recen t outbreak s o f cholera i n Kiribati an d o f whoopin g 
cough i n the New Hebrides. Th e major cause s o f morbidity an d 
mortality ar e respirator y disease s an d diarrhoeal disease s 
with i n some countrie s tuberculosi s a s a specific problem . 
Leprosy i s not a  major problem i n the region , nor i s mal -
nutrition excep t a t weaning an d i n certain localise d 
geographical areas , but unlike th e generalit y o f developin g 
countries degenerativ e hear t diseas e an d diabete s ar e beginnin g 
to be a  major proble m an d th e most prevalen t malnutritio n 
syndrome i s obesity . 

Almost al l th e countries hav e inherite d wha t might b e 
described a s a colonial typ e o f health service , with eithe r a 
British o r a French orientatio n a s thes e tw o countries ha d th e 
major responsibilit y fo r thes e nation s befor e independence . 

* Principal , School o f Public Healt h an d Tropica l Medicine , 
Commonwealth Departmen t o f Health, Australia. 
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The health service s were based o n expatriate medica l staf f 
normally locate d i n a hospital settin g with a  concentration o f 
hospitals wher e th e expatriat e administratio n wa s located , wit h 
the accent o n therapeutic medicin e a s i n developed wester n 
countries an d with, by an d large , the tendenc y t o wait fo r th e 
sick t o come t o th e health institution s rathe r tha n lookin g fo r 
health problem s t o solve i n the community . I n most cases , of 
course, th e coverage wa s no t complet e an d thi s i s particularl y 
so i n relation t o thos e state s whose territor y i s subdivide d 
into numerous islands . Th e majority o f th e population did , an d 
still do , consult firs t with th e loca l traditiona l healer s an d 
only later , and ofte n a s a  last resort , with western-typ e 
medical services . 

In som e countrie s th e preponderance o f hospital-base d 
facilities i s so marked tha t 7 0 per cen t o f th e nationa l 
health budge t i s expended upo n th e hospital, which ha s ofte n 
been built wit h outsid e ai d funds . Wit h independence , in -
digenous dissatisfactio n wit h thi s stat e o f affairs ha s resulte d 
in several o f the nations i n a formal parliamentar y enquir y int o 
the national healt h services , recent example s bein g i n Fiji an d 
Western Samoa . 

There ha s been littl e attemp t a t regionalisatio n o f 
health deliver y service s eithe r o n a national o r a supra-
national scale , partly becaus e o f th e relativel y smal l dif -
ferences i n the leve l o f availabilit y o f service s withi n 
countries, and partly becaus e o f th e natural reluctanc e o f th e 
population t o be referre d sometime s t o places outsid e thei r 
conceptual experienc e eve n i f within th e country . Ther e ha s 
been als o a  limited traffi c o f transfe r o f patients fro m thes e 
countries t o the super-specialis t facilitie s o f neighbourin g 
Australia an d Ne w Zealand, bu t i n thes e instances the expense s 
of th e transfe r an d treatmen t hav e usually bee n donate d b y th e 
recipient countr y o n a quota basis an d on e constan t reques t 
throughout th e countries I  visited wa s fo r a n increas e i n th e 
quotas. 

Some attempt s a t regiona l provisio n o f trainin g facilitie s 
have existe d -  for exampl e th e Fiji Schoo l o f Medicine -  and 
the constraint s an d difficultie s o f this programme wil l b e 
discussed i n a separate section . 

I would no w lik e t o tur n t o certain specifi c area s whic h 
merit specia l consideration . 

HEALTH MANPOWE R 

Medical manpowe r 

The major sourc e o f doctors fo r th e region s was an d i s 
expatriates. Mos t o f th e specialist s i n the hospitals an d man y 
of the hospital medica l officer s ar e stil l i n this category . 
There ar e tw o loca l source s o f doctor manpower : 

(i) th e Fiji Schoo l o f Medicine; an d 

(ii) th e medical schoo l o f th e University o f Papu a 
New Guinea . 
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The fac t tha t neithe r qualificatio n i s registrable fo r 
practice i n Australia o r New Zealan d ha s grea t significanc e 
for postgraduate training . Th e Fiji Schoo l o f Medicine wa s 
designed t o provide o n a regional basi s loca l medical prac -
titioners capabl e o f providing tota l medical an d surgica l car e 
for th e community , excep t i n urgent exceptiona l circumstances , 
and i n concept wa s thu s designed becaus e o f the extrem e iso -
lation o f som e o f th e communitie s serve d by thes e officers . 
The Papua Ne w Guine a Schoo l o f Medicine i s designed t o produc e 
a medical graduat e o f internationa l calibre . A t thi s presen t 
time both institution s ar e i n considerable disarray . 

The Fij i Schoo l i s grossly under-staffe d an d under-funde d 
to perform it s functio n o f training medical graduates , let 
alone provid e th e additiona l course s i t i s trying t o provid e 
for othe r health personnel , and now i t has had i n additio n 
forced upo n i t a course fo r medical assistant s a t a lower level . 
It i s currently unde r th e contro l o f th e Fiji Healt h Departmen t 
which has been subjec t t o a recent governmenta l enquiry , and i t 
has als o been looke d a t by a n internationa l committe e o f 
Australian an d Ne w Zealand expert s which ha s recommende d tha t 
it come under th e wing o f the Universit y o f the Sout h Pacific . 
It i s clear fro m my discussions tha t many people fee l that : 

(a) unde r present circumstance s i t would no t b e 
likely t o be acceptabl e t o the Universit y 
of the Sout h Pacifi c i n term s o f it s standards; 

(b) althoug h th e schoo l authoritie s attribut e th e 
high failur e rat e amon g non-Fijian student s 
to inadequat e educationa l preparation , th e 
view i s held outsid e Fij i tha t th e student s 
from othe r countrie s ar e being treate d 
differently from thelocal student s b y schoo l 
authorities; an d 

(c) th e numbers o f graduates fro m th e Schoo l ar e 
inadequate fo r th e needs o f Fiji alone , le t 
alone th e other countrie s concerned . 

Nevertheless, it must b e sai d tha t thi s i s an absolutel y 
vital healt h facilit y fo r the whole area , and thi s question o f 
the regiona l responsibilit y an d financing o f the Fiji Schoo l 
of Medicine i s a matter fo r most urgen t consideration . Th e 
loss o f this regiona l facilit y woul d b e an internationa l 
disaster. 

The medical facult y o f the Universit y o f Papua New Guine a 
also has major problems . Fort y o f th e 45 staf f are expatriate s 
and th e schoo l ha s had difficult y i n maintaining adequat e level s 
of staffing. Th e studen t intak e has never yet reache d th e 
appropriate quot a leve l s o tha t th e schoo l i s willing t o tak e 
students fro m othe r countries, but th e governments of the othe r 
countries hav e difficult y i n getting student s t o reach th e 
educational level s demanded , o n the on e hand, and i n financin g 
them o n the other . Additionally , fro m th e loca l situatio n i n 
Papua Ne w Guine a ther e i s a dearth o f medical student s becaus e 
medicine an d doctoring doe s not have i n that country th e high 
esteem tha t i t has i n most o f the res t o f the region , nor th e 
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high pecuniary reward s tha t ar e availabl e i n most o f the res t 
of the regio n (advancemen t i n the administrativ e sid e o f th e 
Papua New Guinea Governmen t i s at thi s tim e likel y t o be mor e 
expeditious an d more profitabl e fo r a bright youn g man). 

So the medical schoo l i n Papua Ne w Guinea i s not ye t 
even able t o meet th e demands o f Papua Ne w Guinea an d i s un-
likely t o make a  substantial contributio n t o th e needs o f th e 
area fo r som e years; and, as 5 5 out o f the 6 0 medical specia -
lists i n Papua Ne w Guinea ar e expatriates , i t would b e a t 
least on e t o tw o decade s befor e th e staffin g o f th e schoo l 
could b e expecte d t o be by Papu a Ne w Guineans . 

With regar d t o nurse training , th e position i s somewha t 
better. Mos t countrie s hav e a  nurse trainin g schoo l a t th e 
major hospital s an d i n most case s th e standar d o f th e nursin g 
qualifications ha s been acceptabl e i n New Zealan d a s regi -
strable a t nursing ai d level , so tha t i t i s possible fo r th e 
nurses fro m th e Sout h Pacifi c t o obtain postgraduat e trainin g 
if not qualifications . Th e syste m i n Fiji an d Papu a Ne w 
Guinea i s more advanced , an d a s well a s trainin g fo r genera l 
nurses specifi c trainin g i s available fo r public healt h an d 
community nurses . 

In all th e countries tha t I  visited, however , ther e wa s 
concern abou t th e very larg e drop-ou t rat e o f studen t intake s 
(30 to 40 per cent ) and th e very larg e losse s i n terms o f 
students who were sen t abroa d fo r postgraduate trainin g (8 0 to 
90 per cen t i n some countries) . I n none o f thes e countrie s 
was a  serious attemp t bein g made t o train more nurse s an d 
there i s clearly a  growing proble m developin g i n many area s i n 
relation t o th e respectiv e role s o f the well-trained publi c 
health nurs e wh o had a  higher educationa l entr y leve l an d a 
longer trainin g compare d wit h th e medical assistant s (Ne w 
Guinea health extensio n officers ) who, i n many cases , might 
have a  lower entr y leve l an d a shorter trainin g an d yet ar e 
being considere d b y th e syste m i n a more dominan t role . 

The ancillar y medical staf f position wit h regar d t o 
health servic e personne l othe r tha n medical an d nursing i s 
uniformly a  disaster area . Ther e i s a medical technologist s 
course i n Fiji, but paradoxicall y throughou t th e Pacifi c ther e 
is a major lac k o f people i n this area , as th e general edu -
cation system s hav e been suc h tha t thos e who d o com e t o th e 
top ar e capabl e o f going forwar d t o th e higher position s suc h 
as doctors an d nurses o r moving rapidl y o n th e administrativ e 
side, an d ther e i s no group o f science-orientate d student s t o 
move int o thes e area s which carr y n o charism a o f respectabilit y 
in the eye s o f th e population concerned . 

Administration 

As i n western countries , much o f th e to p health admini -
stration i s i n the hands o f medically-qualified o r Fiji Schoo l 
of Medicine graduate s o r those with higher educatio n a t ter -
tiary level . Ther e is , however, a huge ga p between thos e i n 
the top-leve l situation s an d th e workers a t th e grass-root s 
level which i s almost a  void. Again , thi s i s a function o f th e 
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general educationa l syste m whic h u p until recentl y i n most 
areas has been devoi d o f significant number s o f secondary schoo l 
graduates (e.g . i n the Solomo n Island s ther e i s only on e schoo l 
taking student s t o university entranc e level) . Whil e tim e wil l 
doubtless hel p t o improv e th e situation , there i s really a t 
this moment urgen t nee d fo r th e provision o f a middle-leve l 
management administrativ e cadre . 

A fina l poin t wort h emphasisin g i n this area i s the tota l 
lack, because o f size, in most o f thes e countrie s o f any pos -
sible caree r structure . Fo r example , most o f the middle-siz e 
countries (tha t is , those with population s o f the order o f on e 
hundred t o one hundred an d fift y thousand ) requir e perhap s tw o 
or three surgeons , and sinc e i t i s possible t o be a full y 
trained genera l surgeo n by th e ag e o f 35 then i t i s clear tha t 
one suc h caree r pos t may aris e abou t ever y 1 0 to 1 5 years, 
which scarcel y give s a  young loca l graduat e muc h ground s fo r 
pursuing a  career i n such an area . Thi s applie s acros s th e 
board i n health services , whether w e be talkin g o f surgeons, 
medical officer s o f health, opthalmologists , physicians, phar-
macists, malariologists, epidemiologists, or whatever. 

Additionally, despit e th e obviou s inadequacie s i n the 
availability o f staf f i n many areas , there i s often a  mis -
matching between existin g staf f an d th e work tha t the y ar e 
required t o do, so tha t quit e ofte n personnel ar e over-traine d 
for thei r work locatio n an d what i s required o f them. Example s 
are a  doctor i n Samoa with surgica l expertis e workin g a s a 
district medica l office r bu t using a  substantial par t o f his 
time t o perform col d herni a surger y i n primitive surrounding s 
within 1 2 kms o f the nationa l bas e hospital ; or a qualifie d 
medical office r traine d a t th e Universit y o f Papua Ne w Guine a 
running a  district clini c 1 5 kms fro m th e base hospita l o n a 
bus rout e an d residen t o n site , when clearl y th e typ e o f work 
being don e b y th e clini c woul d b e more appropriat e fo r a well-
trained nurs e plu s a  daily o r twice-weekl y visi t fro m a  medical 
officer. 

Again, th e problem o f supervisio n an d direction als o i s 
important. Fo r example , i n E'ua (Tonga ) the medical office r 
on an islan d with approximatel y 5,60 0 people withi n 1 0 km, wit h 
a daily boa t ( 2 hours) and a  twice-daily plan e ( 7 minutes) t o 
Nuku'alofa, was involve d i n nothing but therapeuti c medicine . 
He sa w on e o r two patients a  day a t on e clini c an d 2 0 to 3 0 
patients a t his ow n clinic wher e h e sa w ever y patient , but b y 
comparison wit h th e othe r clini c mos t o f thos e di d not requir e 
to be see n by a  medical practitioner . H e had a n obstetri c 
workload o f approximately tw o case s pe r month. H e had a  brand 
new, a s yet unopened , 16-bedde d hospita l an d spen t much o f his 
time i n his garden . H e appeare d t o have n o instructio n o r 
training i n relation t o preventive medicine , public health , 
health promotio n an d prophylactic materna l an d child healt h 
care . 

The poin t I  am making her e i s that th e scarc e resource s 
available wer e bein g used i n very traditiona l way s an d i n none 
of the countrie s tha t we visited wa s ther e an y evidenc e o f 
attempts t o break awa y fro m th e inherite d syste m othe r tha n i n 
Papua Ne w Guinea . 
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COMMUNICATIONS 

Communications ar e a  serious proble m i n the Pacifi c 
Islands. Ther e ar e certai n areas , such a s i n the larg e islan d 
of Espirito Sant o i n the Ne w Hebrides, where groun d communi -
cation i s limited an d difficult an d ther e ar e many isolate d 
coastal hamlets . I n other case s suc h a s i n E'ua (Tonga ) 
although th e islan d ha s 1 5 kms o f roa d thi s i s extremely roug h 
and unmetalled an d suc h transpor t a s i s available i s not 
necessarily availabl e t o health service s personnel . Bu t i n 
the whole geographica l are a th e major for m o f transport i s by 
sea and i n terms o f medical emergenc y thi s ca n be slo w an d 
unreliable. Fo r instance , while w e were i n Fiji th e Assistan t 
Secretary o f Health spen t eigh t hours e i n a boat tryin g t o 
reach a  neighbouring islan d an d had t o retur n du e t o weathe r 
conditions withou t reachin g his destination, an d som e mor e 
remote island s hav e n o ai r connection s an d onl y tw o o r thre e 
boat connection s pe r annum . 

In many case s als o ther e i s no radio , telephonic o r 
telegraphic communicatio n betwee n isolate d communitie s an d th e 
centre s o that, for instance , again i n the Ne w Hebrides, i n 
Espirito Sant o t o obtai n hel p fo r a  case o f obstructed labou r 
meant a  two-day walk fo r th e husband, a  12-hour wai t fo r th e 
availability o f a boat an d a n 8-hour se a tri p by th e boat t o 
the patient's locatio n -  by which time , of course, the proble m 
had resolved , i n this case fortunatel y wit h surviva l o f bot h 
mother an d child . A s a  result, th e evacuatio n o f even majo r 
casualties (ofte n due t o accidents ) i s frequently no t possible . 
Health service s plannin g ha s got t o tak e thi s problem int o 
account eithe r by providin g a  standard o f servic e which ca n 
cope with ever y emergenc y i n every localit y o r making radica l 
changes i n the syste m i n order t o develop medica l service s 
associated wit h a  suitable communication s strateg y t o enabl e 
rapid evacuatio n o f seriou s problems . 

In the wider fiel d o f communication fo r learning , th e 
co-operation wit h th e University o f th e Sout h Pacifi c i n 
relation t o it s satellit e station s coul d ver y well b e used a s 
a regiona l healt h service s educationa l syste m an d though t 
should b e give n t o th e ways i n which thi s ca n be develope d 
over th e next fe w years. 

PUBLIC HEALT H 

The main problem s o f thes e countrie s ar e stil l thos e 
which ar e relate d t o basic publi c healt h concern s an d whic h 
have t o a  large exten t bee n overcom e i n western countries . 
The major disease s ar e stil l infectiou s diseases : malaria, 
filariasis, th e diarrhoea l disease s an d respirator y disease s 
including tuberculosis . Th e methods o f control o f thes e 
diseases ar e well know n but th e applicatio n o f the solution s 
is beyon d th e purse o f most o f th e countrie s concerned . I n 
addition, sinc e thes e countrie s hav e inherite d a  colonia l 
health servic e base d upo n centra l hospita l facilitie s the y 
find themselve s i n the situatio n wher e the y have more tha n 
adequate hospita l accommodatio n an d th e continued servicin g 
of thi s take s approximatel y th e sam e amoun t o f the tota l 
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health servic e budge t a s i t does i n westernised countrie s -
that is , around 6 0 to 7 0 per cent . A t th e tim e when th e 
western countrie s wer e overcomin g thei r publi c healt h problem s 
they were abl e t o devote a  larger proportio n o f their healt h 
budgets t o the public healt h a s against th e hospital system . 

There ar e thre e main inter-relate d area s o f concern. Th e 
first i s the environment , particularly i n relation t o water 
supplies an d sanitation . Th e water suppl y proble m i s com -
pounded b y th e often smal l isolate d communite s o n the one hand , 
and by th e fac t tha t i n many o f the island s ther e ar e no run -
ning stream s an d water ha s t o be obtaine d fro m shallo w well s 
with increase d ris k o f sewage contamination . Sewag e disposa l 
is, o f course, very primitiv e an d ofte n directly contaminate s 
the lagoo n o r beach area . 

The secon d proble m i s the questio n o f educating th e 
population. Man y o f th e present adult s hav e never been t o 
school, o r have a t most bee n t o primary school , and ar e 
illiterate. I n public healt h matter s thi s problem i s com -
pounded agai n by th e isolatio n an d by poor communications , 
with poor distributio n o f leaflet s an d pamphlets t o a somewha t 
illiterate populatio n an d with larg e area s where th e populatio n 
are unable t o afford o r maintain means o f tappin g i n to th e 
national broadcastin g network s wher e the y exist . Eve n dry -
cell batteries an d smal l transisto r radio s ar e beyond th e mean s 
of peasants i n a subsistence economy . I n addition, there ha s 
been a failure o f the health administration s t o date t o give 
sufficient emphasi s t o the educationa l aspect s o f public healt h 
problems t o any, far les s all , of the rank s o f the healt h 
personnel apar t fro m isolate d exceptiona l example s suc h as th e 
public healt h nurse s i n Fiji . 

The thir d problem i s the application o f standar d pre -
ventive medicine . Nutritio n i s apparently no t a  major proble m 
except a t weaning an d excep t fo r obesity, but maternal an d 
child car e service s ar e mainly primitive , family plannin g i s 
mainly unaccepted,an d denta l car e i s almost totall y lacking . 
Prophylactic immunisatio n i s often offere d i n central location s 
but i s not part o f a programme an d i n any cas e ofte n break s 
down peripherally becaus e o f the 'col d chain' problem. Th e 
prophylactic treatmen t of , for example , filariasis ha s nowher e 
had adequat e mas s coverage an d acceptability , whil e malari a 
prophylaxis i s out o f the questio n o n cost grounds . Finally , 
the centra l administrativ e plannin g o f what i s worthwhile o r 
possible an d what i s not ha s ofte n not been o f the highes t 
standard. 

Mental healt h service s are , by an d large , still i n th e 
era of punitive sequestratio n o f thos e who ar e to o difficul t 
to manage i n the community . 

In the more genera l term s o f relatin g health developmen t 
to general development , ther e i s little evidenc e o f inter -
departmental cooperatio n betwee n health , education, and agri -
culture, i n the forwar d planning . Wher e an y attemp t has bee n 
done t o assess th e view o f th e population, a s i n a survey i n 
Tonga, th e firs t thre e prioritie s cam e ou t as water supplies , 
roads an d -  only thir d -  local healt h facilities . 
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EXISTING HEALT H FACILITIE S AN D ADMINISTRATIO N 

Apart fro m th e often state d nee d fo r th e ability t o 
transfer individua l patient s with specia l problem s abroa d an d 
the seekin g o f funds fo r thi s purpose, by an d larg e th e hos -
pital facilitie s i n each countr y ar e more tha n adequate i n 
terms o f the physical structur e an d i n term s o f nurse staffing , 
but ther e i s a lack o f specialis t medica l car e i n many o f th e 
countries. Thi s i s mainly du e t o th e fairl y recen t departur e 
of expatriates, on the on e hand, an d th e clea r lac k o f edu-
cational facilitie s t o produce loca l peopl e o f educationa l 
standard t o specialis e a t a n internationa l level , on th e other , 
combined wit h th e absenc e o f any possible caree r structure . 

At th e other en d o f th e scale , the current expectation s 
of the indigenou s population s ca n clearly b e met b y th e pro -
vision o f suc h health workers a s th e aid post orderl y i n Papu a 
New Guinea, working u p throug h th e nursing ai d o r similar t o 
the more sophisticate d publi c healt h nurs e o f Fiji . Th e area s 
of gravest concer n ar e thos e o f middle management . Thi s 
applies both t o health personne l an d t o allied profession s 
such a s health inspectors , malaria contro l teams , etc. 
Throughout th e Pacific ther e i s almost a  complete absenc e o f 
persons actin g i n this middle leve l supervisor y role . Th e 
reasons, o f course, are fairl y clear , i n that thos e who wer e 
in this rol e i n the expatriat e colonia l system s no w fin d them -
selves i n charge o f the system s i n th e higher administrativ e 
positions, and ther e ha s a s yet bee n n o tim e t o trai n replace -
ments du e t o the forever-presen t 'lac k o f career structure ' 
bogey. I n some case s thi s has resulte d i n examples o f th e 
Peter principle -  i.e. person s bein g promote d til l the y get t o 
a jo b the y can' t handl e -  and thi s agai n i s a factor i n th e 
difficulties th e countries ar e experiencin g i n the priod o f 
change. 

There ar e severa l othe r area s o f concern withi n th e 
present structure s whic h merit individua l mention . 

Technical Service s 

There i s not onl y a  lack o f technica l manpowe r bu t als o 
a considerable lac k o f technical equipment . Th e latte r i s due 
partly t o lac k o f funds t o suppl y thi s but more particularl y 
to th e lac k o f technical maintenance . I n this regar d i t i s 
clearly impossibl e t o justify th e provision o f a maintenanc e 
technician i n each area of expertise i n each country . Th e tw o 
possible solutions , regionalisation an d multi-purpose technica l 
staff, will b e discusse d later . 

Drugs ar e a  major proble m also . Th e cos t o f drugs, thei r 
distribution, th e storag e o f drugs an d th e provision o f drug s 
on a long-term basi s ar e al l major problems . A  recen t meetin g 
sponsored b y th e World Healt h Organisatio n t o discuss a  re-
gional solutio n t o thi s problem ha s take n place i n the Pacific . 

Finance 

Most o f the countries hav e a  subsistence econom y an d 
within tha t th e health service s hav e a  relatively lo w priorit y 
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in relation t o general development . S o for many years t o com e 
it i s unlikely tha t healt h budget s will gro w a t anything mor e 
than th e curren t inflationar y rate . Thi s means tha t th e dis -
tribution o f health money withi n th e budget wil l hav e t o be 
altered fro m th e present distributions , which ar e heavil y 
loaded o n th e therapeuti c side , i f the general standar d o f 
health an d health car e i n thes e countrie s i s to be improved . 

Such capita l developmen t a s i s available i s usuall y 
dependent upo n foreig n ai d o f one sor t o r another. On e o f th e 
problems tha t face s thes e countrie s i s tha t most ofte n th e 
donor o f foreign ai d wishes i t t o be used fo r a specific pro -
ject, an d althoug h suc h a  project ma y hav e a  relatively lo w 
priority i n the country's healt h developmen t pla n needs, it i s 
often deeme d politicall y unwis e t o refuse th e offer . Thi s 
further distort s th e progressive re-orderin g o f th e syste m 
towards loca l needs . 

SUMMARY 

The problems, therefore, are thos e o f small , isolated , 
geographically fragmented , poorly-educate d communitie s wit h 
subsistence economie s an d a  shortage o f secondary an d tertiar y 
educational facilities , who hav e inherite d a  therapeutically -
oriented hospital-base d healt h car e syste m conceive d o n con-
ventional line s but wit h incomplet e coverage . The y have t o 
attempt t o alter thi s throug h a n administration whic h i s thi n 
in top management, completely lackin g i n middle management an d 
chronically shor t o f personnel a t all level s o f sophistication . 

In such newly-emergen t nation s ther e i s a strong poli -
tical pressur e t o internalis e th e solution s an d remai n totall y 
independent i n a situation i n which i n reality th e solution s 
are external , both i n term s o f financia l hel p (bot h fo r capita l 
development an d curren t expenditure ) an d fo r th e facilitie s 
for th e provision o f th e necessary manpower . 

In addition, i n the existin g situatio n a  large percentag e 
of those wh o ar e selecte d fo r externa l trainin g d o not retur n 
because o f lac k o f career opportunitie s an d othe r socia l 
reasons fro m countrie s i n which i n any cas e th e provision o f 
appropriate trainin g facilitie s i s at best a  marginal additio n 
to thos e countries ' own programmes. 

SOME SUGGESTION S TOWARD S SOLUTION S 

Administration 

A strikin g consistenc y wa s note d i n the conventionalit y 
of th e thinkin g o f the health administration s which , i n most 
cases, was clearly inappropriat e bu t no t unexpected, a s th e 
top administrator s i n most o f th e countrie s had , i n fact, 
grown up with a  conventional system . Som e way o f breakin g 
this cycle must b e foun d s o tha t eac h countr y ca n loo k a t 
itself an d propose it s own rationa l solutio n o r solutions t o 
its own problems . 
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I believe tha t i n each cas e th e provision o f a nationa l 
health advisor y counci l wit h representative s fro m health , 
education, agriculture, finance an d th e community coul d b e 
useful i n guiding health administration s ou t o f thei r presen t 
conceptual ruts . 

In addition, I  believe tha t i t i s appropriate t o develo p 
shortish-term secondment s ( 3 - 6 months ) between aid-givin g 
countries an d th e countrie s o f th e Western Pacifi c a t to p 
administrative leve l i n the health services . Th e major objec t 
of thi s would b e t o give practica l developmenta l experienc e 
to th e top-leve l managemen t o f th e countrie s concerned , whil e 
the persons seconde d fro m th e aid-givin g countr y woul d mainl y 
concern themselves , apart fro m th e routin e administration , wit h 
thinking toward s ne w type s o f health plannin g fo r th e countr y 
concerned. I  would plac e thi s a s a  top priority t o be 
considered. 

The secon d are a i n which thi s i s relevant i s i n the 
question o f manpower planning : lookin g a t th e maladaptions i n 
the present systems , developing som e primitiv e typ e o f statis-
tical wor k t o aid manpower plannin g an d assessin g th e potentia l 
and curricula need s o f multi-potential technologists . I f it i s 
possible, fo r example, for primary healt h car e t o be th e res -
ponsibility o f an aid post orderly , i t i s possible t o trai n 
someone t o be a  practical radiographe r plu s laborator y tech -
nician plus eve n perhaps maintenance technicia n wher e th e wor k 
in a particular uni t doe s not justif y th e employmen t o f al l 
three. 

Specialist trainin g 

Similar consideration s woul d b e relevan t i n relation t o 
specialist training . Preliminar y sounding s o f colleagues a t 
the Royal Nort h Shor e Hospita l i n Sydney woul d indicat e signi -
ficant number s o f specialis t prepare d t o spen d tw o t o thre e 
months i n these countrie s whil e th e appropriat e specialist s 
from ther e coul d undertake practica l refreshe r course s i n 
Australia o r New Zealan d o r th e Unite d Kingdom . 

Health promotion an d preventive medicin e 

The published statistic s sugges t tha t i n most countrie s 
almost 10 0 per cen t o f th e children ar e now at primar y school . 
Clearly, therefore , appropriate healt h educatio n an d healt h 
promotion activitie s ough t t o be part o f the primary schoo l 
curriculum an d certainl y o f all teache r training . Ther e i s 
good evidenc e no w throughou t th e world t o sugges t tha t thi s 
approach is : 

(a) effectiv e a s th e childre n gro w up; an d 

(b) passe d o n to an d adopte d b y th e parent s 
provided enoug h emphasi s i s put upon i t i n 
the schools . 
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Regional cooperatio n 

Through th e auspices o f the World Health Organisatio n o r 
the Sout h Pacifi c Commission , with specifi c ai d t o nations fro m 
appropriate countries , i t should b e possible t o work towards : 

(a) a  regional pharmacopoei a an d a  regional suppl y 
and distribution o f drugs; 

(b) a  regional technolog y servic e with preventiv e 
maintenance fo r microbiological, virological, 
biochemical, cardiological an d radiological , 
etc, apparatus ; 

(c) regiona l cooperatio n i n the management o f 
exceptional case s eithe r by th e provision o f 
visiting specialis t teams , as i n the curren t 
cases o f the visiting team s o f opthalmologist s 
in the Solomon s o r th e cardiologist s an d 
cardiac surgeon s t o Papua New Guinea, or by 
increased quota s o f referrals t o aid-countr y 
facilities ; 

(d) regiona l cooperatio n woul d als o be importan t 
in medical informatio n systems . 

In connection with (d) , the librar y facilitie s o f both 
the Papu a Ne w Guinea Schoo l o f Medicine an d th e Fiji Schoo l o f 
Medicine ar e a s yet i n the development stage , and i n most o f 
the othe r countrie s th e librar y facilities , if existent, are 
primitive. A n importan t regiona l initiativ e woul d b e th e 
development o f adequate medica l informatio n systems . Thi s 
might b e envisage d developin g throug h th e University o f the 
South Pacifi c i n association with it s satellit e communicatio n 
network. Eve n th e donation o f a number o f standard journal s 
to the base hospitals i n any of these countrie s would be a 
welcome additio n t o thei r librar y facilities . 

Communications 

One o f th e major problem s i n the area i s that o f com -
munications. Thes e ar e mainly b y sea . Th e solutio n t o thei r 
problems i n each o f th e islan d nation s may very well be dif-
ferent an d dependent upo n tota l thinkin g abou t th e healt h 
services. Fo r instance , i n Samoa i t might well b e appropriat e 
for all major health service s t o be concentrate d o n th e nationa l 
hospital an d an ambulance servic e provided t o bring suitabl e 
patients fro m th e rural clinics , with th e withdrawal o f most 
medical officer s excep t fo r the tw o major hospitals i n the tw o 
islands. O n th e othe r hand, th e needs o f Papua New Guinea wil l 
be most clearl y me t by th e furthe r developmen t o f its presen t 
system o n more traditiona l lines , including specialis t hospitals , 
district medica l officers , health extensio n officers , and ai d 
post orderlies . 

Many o f the countrie s hav e falle n int o th e conventiona l 
colonial patter n i n the past an d ar e now thinkin g i n terms o f 
the standar d World Healt h Organisatio n famil y car e system , 
whereas neithe r may b e entirel y appropriate . 
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The Fiji Schoo l o f Medicin e 

For al l th e countrie s I  visited excep t Papu a Ne w Guinea , 
the Fiji Schoo l o f Medicine must b e th e major sourc e o f medica l 
manpower fo r th e foreseeable future . I t i s currently i n a 
crisis situation . I  believe tha t eithe r th e Commonwealth, th e 
South Pacifi c Commissio n o r the World Healt h Organisatio n mus t 
take major initiative s i n a regional conferenc e t o conside r 
the problems o f th e schoo l an d thei r solution . Australi a an d 
New Zealand shoul d certainl y b e invite d t o participate a s i t 
is clear tha t th e major sourc e o f supportiv e manpower , techni -
cal help an d perhaps ai d money wil l com e fro m thes e tw o 
countries. 

Foreign ai d 

Although th e ex-colonia l powers , Britain an d France , 
still have a  significant inpu t int o th e area , for th e futur e 
the countries mos t concerne d wil l b e thos e geographicall y 
adjacent, particularly Australi a an d Ne w Zealan d (an d perhap s 
Japan but there , there i s a major languag e barrier) . Pas t 
contributions fro m Australia hav e mainly bee n major buildin g 
projects, but fro m Ne w Zealan d ther e hav e been a  whole hos t o f 
health-related activities , includin g providin g facilitie s fo r 
training i n New Zealand . Australi a ha s onl y relativel y recentl y 
entered th e health field . 

However, i n neither countr y i s there a  serious attemp t 
to provide th e typ e o f courses o r th e sor t o f trainin g whic h 
the Western Pacifi c need s -  e.g. short , one- to three-mont h 
courses i n epidemiology o r health service s management parti -
cularly slante d t o Pacific needs , a course t o produce a  multi-
potential medica l technologists , postgraduate trainin g i n 
appropriate field s fo r nurses. 

The problems ar e partly a  question o f th e registrabilit y 
and academi c level s o f the people comin g int o Australia an d 
New Zealand fo r suc h trainin g an d partly th e lac k o f interes t 
in the aid-givin g countrie s i n providing suc h course s fro m 
their institution s o f higher education . I t would seem : 

(a) appropriat e tha t secondment s fro m Australi a an d 
New Zealan d toward s institutiona l strengthenin g 
on a short-term basi s would hel p t o induc e 
interest i n the donor countries ; 

(b) tha t geographica l linkage s betwee n particula r 
institutions an d particular countrie s migh t 
be helpful ; 

(c) tha t Australia a t leas t shoul d conside r 
sending a  health mission t o th e Wester n 
Pacific specificall y t o loo k a t what i t 
can do i n terms o f institutiona l strengthening ; 

(d) tha t ther e i s also urgent nee d fo r a  specifi c 
small grant s schem e a s well a s institutiona l 
strengthening an d secondmen t schemes . A 
Health Coordinatin g Authorit y t o help th e 
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ENVOI 

Australian Developmen t Assistanc e Burea u 
with th e administration planning , an d th e 
making o f appropriate contact s withi n th e 
Australian syste m fo r suppor t fro m Australia n 
health expert s i s also required . Th e Common -
wealth Institut e o f Health (formerl y th e 
School o f Public Healt h an d Tropica l Medicine ) 
could provid e suc h a  liaison facility . 

The opportunit y t o visit thes e severa l countries,al l wit h 
similar but differen t problems , was most educationa l an d I  hope 
that th e informatio n I  gained ca n be turne d t o effective us e 
in encouraging an d developin g cooperatio n betwee n Australi a 
and thi s fascinatin g are a o f th e world . 

91 



ADDENDUM 

Telephone conversatio n with Dr. Ross-Smith, WHO, Suv a 

(1) Fij i Schoo l o f Medicine, The University o f th e Sout h 
Pacific an d th e Fiji Governmen t hav e se t up a  join t 
committee t o consider it s future, with Dr. Ross-Smit h 
as an observer fro m WHO. Th e main problem i s th e 
long ter m budgetar y on e fo r th e Fiji Government . 

(2) Nutrition . A  WHO consultan t recentl y visite d th e 
area and found pockets o f under-nutrition o f con-
siderable severit y i n the Solomo n Island s an d i n 
Kiribati a s well a s the weaning proble m an d th e 
over-nutrition i n Tonga, Samoa, etc. 

(3) A  regiona l pharmacopoei a an d th e WHO-recommended lis t 
produced afte r th e regiona l conferenc e i s now i n use 
as "the 20 0 essential drug s list" . 

(4) A  specia l cours e fo r medical technologist s wit h 3 0 
students fro m th e Sout h Pacifi c i s being ru n by th e 
Upper Hutt Colleg e i n New Zealand . 

(5) Th e WHO regiona l offic e ha d a  consultant workin g o n 
the satellit e proble m an d thi s concep t i s going ahea d 
in relation t o health now . Th e equipmen t ha s bee n 
upgraded bu t ther e ar e stil l problem s i n linkin g 
Australia. 
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SOME SPECIA L HEALT H PROBLEM S O F ISLAN D DEVELOPIN G 
AND SOM E OTHE R SPECIALL Y DISADVANTAGE D COUNTRIE S 

Paper prepared by Professo r Kennet h W . Newell* 

I gratefully acknowledg e th e assistanc e o f the Sando z Foundatio n 
in making fund s availabl e t o me t o collect informatio n fro m an d 
consult wit h government s i n the Pacific , South Eas t Asia, the 
Caribbean an d elsewhere , and t o consult wit h th e World Healt h 
Organisation, th e Commonwealt h Secretaria t an d th e Christia n 
Medical Commission . Thi s paper i s based upon material fro m thes e 
sources an d I  am most gratefu l fo r th e interes t an d the response s 
to my enquirie s fro m thes e multiple authorities . 

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 . 

* Professo r o f Community Health , Wellington Clinica l Schoo l 
of Medicine, New Zealand . 

Organisational Stud y o n Methods o f Promoting th e Developmen t 
of Basic Healt h Services , Official Record s o f WHO, No. 206 
pp. 10 3 (1973) . 
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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 

2 
Djukanovic V . an d Mach E.P . Alternativ e approache s t o 
meeting basi c healt h need s i n developing countries , WHO 1975 . 

3 
WHO, Primar y Health Care . Repor t o f th e Internationa l 
Conference o n Primary Healt h Care , Alma Ata, Septembe r 
1978, pp. 2. 

4 Newell , K.W. Healt h b y th e People , WHO 1975 . 
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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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MANAGERIAL TRAININ G FO R MIDDLE-LEVEL HEALT H 
ADMINISTRATIVE PERSONNE L 

Discussion pape r prepared b y Dr. Calvin H . Sinnette * 

As we approac h th e end o f this firs t month i n the penultimat e 
decade o f the twentiet h century , i t i s altogether fittin g tha t we 
are meeting t o consider th e specia l healt h problem s o f smalle r 
states an d t o discuss methods which ca n be utilised t o alleviat e 
or resolve thos e problems. Criticism , a s many o f you are aware, 
has been expresse d i n a number o f quarters regardin g th e 197 8 
Declaration o f Alma Ata which states , inter alia, that ''a main 
social targe t o f governments .. . should be th e attainment b y al l 
peoples o f th e world b y th e year 200 0 of a level o f health tha t 
will permit the m t o lea d a socially an d economicall y productiv e 
life.'' Withou t enterin g int o tha t debate , it appears most unlikel y 
that smalle r state s will achiev e thi s "mai n socia l target' 1 by th e 
beginning o f the next centur y unless specia l attantio n i s given 
to their unique problems . 

It has been my experienc e tha t th e confluenc e o f issue s 
arising ou t o f seemingly isolate d an d unrelated circumstance s 
often play a  significant rol e i n focusing attentio n o n a particu-
lar question. N o better exampl e ca n be cite d tha n a series o f 
recent event s which provide d th e background fo r thi s paper. I n 
September, while I  was o n a month-long trip , a senior officia l i n 
the health ministry o f a smal l African countr y spen t nearl y a n 
hour with me venting his dissatisfactio n an d frustration with th e 
performance o f intermediat e staf f within his ministry. Shortl y 
after my retur n fro m Africa, I  received a  copy o f a report i n 
which Caribbea n Healt h Minister s voice d concer n abou t th e manage-
ment o f health service s i n that region . Som e fou r weeks later , 
during informa l discussions , a member o f an internationa l healt h 
organisation commente d o n th e weak technica l leadershi p i n certai n 
Latin American an d Caribbean healt h ministries. Finally , i n lat e 
November, a mere thre e months afte r having se t ou t o n my Africa n 
trip, I  received th e provisional agend a fo r thi s meeting; a n 
agenda containin g many item s relatin g t o deficiencies i n health 
administration. Cal l i t serendipity, coincidenc e o r what yo u will , 
what strike s me a s particularly pertinen t t o this meeting i s the 
emergence o f the sam e se t o f issue s fro m differen t part s o f th e 
developing worl d within suc h a  short spa n o f time. 

It i s not my intentio n t o contemplate th e metaphysica l 
aspects o f happenstance, no r i s i t to sugges t tha t what I  have 
just describe d shoul d com e a s a surprise t o anyone aroun d thi s 
table. Th e problem o f an ineffectiv e administrativ e infrastructur e 
is not confine d t o the health secto r o r to smalle r states . Nor , 
I hasten t o add, i s i t only encountere d i n the so-calle d develop -
ing countries. T o som e degree , i t i s a world-wide phenomeno n 
crossing bot h public an d private sub-division s o f society. Fo r 
the smalle r state s with limite d natura l an d human resources , 

* Assistant t o the Vice-President fo r Health Affairs , 
Howard University , Washington DC , USA. 
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however, the problem take s o n added importance . I f the situatio n 
is as serious a s I  have suggested , a  logical next questio n is : 
"Do those entruste d with th e responsibilit y o f providing adequat e 
health service s perceive a n urgent nee d fo r remedial action? " 

One indicatio n o f the leve l o f concern administrativ e 
deficiencies hav e receive d may be obtaine d fro m th e Caribbea n 
report t o which referenc e was made earlie r an d to which I  would 
like t o return. I n July 1978 , a resolution wa s adopte d a t th e 
conference o f Ministers Responsibl e fo r Health, holding it s fourt h 
meeting i n St . Lucia, West Indies , which read s i n part; "I n deter-
mining priorities fo r th e Caribbean, we have adopte d a s ou r 
criteria (a ) the magnitude o f a given problem; (b ) its socia l an d 
economic importance ; and (c ) its susceptibilit y t o preventive an d 
remedial measures." Th e resolutio n the n goes o n t o state , "Apply-
ing these criteria , we have arrive d a t th e following determinatio n 
of the priorities: (1 ) The more dynami c an d creative managemen t 
of the health services. " (italic s mine) . 

Although i t i s not state d explicitl y tha t th e prioritie s 
are liste d i n rank order , I think i t i s safe t o assume tha t the y 
consider th e problem o f inadequacie s i n health service s managemen t 
to be o f the greatest magnitude , to have th e most importan t socia l 
and economic significance , and t o be th e most susceptibl e t o 
preventive an d remedia l measures. On e may have reservation s abou t 
the criteria tha t were chose n but ther e seem s t o be littl e doub t 
that, i n at leas t on e part o f the world, th e highest governmen t 
health official s regar d i t as a problem i n need o f promp t 
attention. 

Staff performance is , of course, influenced b y many factors , 
none o f which shoul d be under-estimated. The y rang e fro m th e 
qualifications o f recruited personne l t o the ever-presen t "brai n 
drain"; fro m senio r leve l supervisio n t o opportunities fo r caree r 
advancement; from th e intangibl e elemen t o f motivation t o th e 
concrete issu e o f sic k leave . Importan t a s thes e matters may be, 
they ar e peripheral t o th e more centra l issu e o f technical com -
petence. Withou t a  real grasp o f the overal l proces s i n which 
they are involved , middle-level healt h administrativ e personne l 
too often functio n a s alienated automatons . The y frequentl y ar e 
unaware o f the meaning o f procedures suc h a s operations researc h 
or inventor y contro l becaus e o f their divers e educationa l back -
grounds an d varied level s o f formal education . Fo r many o f them , 
the rol e o f certain internationa l o r regional healt h agencie s i s 
shrouded i n a cloak o f mystery. 

To correct thes e an d other shortcoming s i n administrativ e 
proficiency, a  training programm e i s proposed which would b e 
sufficiently broa d i n scope t o achieve thre e major objectives : 

(i) to provide informatio n o n th e importan t healt h 
problems within a  specific countr y o r regio n 
and t o indicat e thos e activitie s which ar e 
in progress t o address thos e problems ; 

(ii) to expose al l participants t o th e basic prin -
ciples o f health service s administratio n an d 
planning; 
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(iii) to equip middle-level manager s with th e 
necessary vocabular y an d technica l skill s 
to function effectivel y i n their job assign -
ments . 

A prototype curriculu m i s appended t o this paper, and withou t 
going int o th e details o f course conten t I  would lik e t o point ou t 
that th e greatest amoun t o f tim e shoul d be allocate d t o health 
services administration . Althoug h I  do not hold stron g views o n 
the criteria fo r selectio n o f candidates t o the programme, it 
seems reasonabl e t o sugges t tha t personne l employe d i n ministry 
headquarters shoul d be given th e highest priority . I t i s this 
group, locate d a t th e physical hu b o f national healt h activities , 
who ar e likel y t o influenc e th e behaviour an d attitudes no t onl y 
of their immediat e subordinate s bu t o f their counterparts i n th e 
periphery a s well. Th e long-rang e goal , o f course, is to provid e 
managerial trainin g t o all middle-level healt h administrativ e 
personnel an d t o establish a  system fo r providing periodi c 
refresher training . 

I have purposel y avoide d discussio n o f instructiona l 
pedagogy. I t i s a matter beyond my competenc e an d probably i s 
worth a  seminar i n and o f itself . Suffic e i t to sa y tha t detail s 
such a s refinements i n curriculum design , instructiona l method s 
and th e choice o f suitabl e referenc e material s shoul d be worke d 
out with recognise d authoritie s i n the field. A s a former depart-
ment chairma n who has had t o engage i n combat wit h colleague s i n 
other disciplines fo r adequate teachin g tim e i n the academi c 
calendar, I  have n o difficulty i n insistin g tha t th e require d 
portion o f the trainin g programm e b e taugh t i n not les s tha n nin e 
months. On e recognise s tha t financia l an d othe r consideration s 
may make i t difficult fo r governments t o permit personne l t o be 
away fo r thi s lengt h o f time. Nevertheless , a strong cas e ca n be 
made t o persuade government s tha t thei r health interest s will b e 
best serve d investin g i n the programme fo r th e proposed period . 

It might b e helpful a t thi s point t o comment briefl y o n th e 
field observation s sectio n o f the curriculum. Thi s optiona l two -
to three-months perio d i s designed t o follow th e phase o f didacti c 
instruction. It s purpose i s to provide student s with a n oppor -
tunity t o observ e healt h administrativ e activitie s i n setting s 
similar t o their own . I f arrangements ca n be made, it could als o 
serve t o permit observation s o f a contrasting syste m o f healt h 
care . 

In his lette r o f invitatio n t o this meeting, Professo r 
Stuart indicate d tha t approache s t o solution s o f the healt h 
problems o f smalle r state s "woul d have a  strong regiona l flavour" . 
I wholeheartedly concu r with this , a s well a s with a  later state -
ment i n the sam e lette r pointing t o the fac t tha t fo r smalle r 
states t o benefit fro m propose d solution s ther e i s no alternativ e 
to regional cooperation . Despit e th e sometime s unfathomabl e 
behaviour o f politicians, I still prefe r t o believe tha t th e 
governments o f smaller state s would realis e th e wisdom o f partici-
pating i n a regional manageria l trainin g programm e an d esche w 
attempts t o mount simila r effort s locally . 

In conclusion, permit m e t o add a  note o f caution. I t would 
require a n extraordinary ac t o f faith t o believe tha t a  trainin g 
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programme suc h a s has been proposed will creat e a n administrativ e 
Utopia fo r senio r health officials . I t will not lesse n th e 
demands fo r salary increase s -  it may aggravat e them ! No r doe s 
it guarantee improvemen t i n the performance o f typists, messengers 
or drivers, all o f whom ar e vital cog s i n the machinery o f healt h 
delivery. Nonetheless , if one has t o choose a  place t o interven e 
in the dismal cycl e o f administrative malais e afflictin g th e 
health apparatu s o f smaller states , I cannot conceiv e o f a better 
starting point tha n with middle-level administrativ e personnel . 
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PROTOTYPE CURRICULU M 

I, INTRODUCTIO N T O INTERNATIONA L HEALT H 

1. Majo r health problem s an d current healt h issue s i n 
the developing worl d with specia l referenc e t o th e 
health problem s o f islan d developing an d speciall y 
disadvantaged countries . 

2. Relationshi p o f health t o national development . 

3. Rol e o f international , regional an d privat e 
voluntary healt h organisations . 

II. BASI C PRINCIPLE S O F HEALTH SERVICE S ADMINISTRATIO N 
AND PLANNIN G 

1. Demography , vital statistic s an d epidemiolog y 

2. Healt h car e budgeting an d financing . 

3. Personnel , data an d facilitie s management . 

4. Computerisation : benefit s an d limitations . 

5. Communicatio n an d transportatio n logistics . 

6. System s analysis . 

7. Comparativ e healt h system s includin g traditiona l 
health systems . 

8. Organisationa l developmen t an d behaviour . 

III. SPECIA L HEALT H PROGRAMME S 

1. Materna l an d child health . 

2. Nutrition . 

3. Healt h education/promotion . 

4. Famil y planning . 

5. Communicabl e diseas e control . 

6. Menta l health . 

7. Environmenta l health . 
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IV. SPECIALISE D SKILL S DEVELOPMEN T 

1. Preparatio n o f manuals, job descriptions , etc. 

2. Conferenc e planning . 

3. Communit y organisation . 

V. FIEL D OBSERVATION S -  Optional 
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A COMPREHENSIVE HOSPITA L SERVIC E FO R CARIBBEA N TERRITORIE S 

Paper prepared b y Professo r Si r Harry Annamunthodo * 

The territorie s o f th e English speakin g Caribbea n exten d fro m 
Belize i n the west an d t o Guyana i n the east . The y include : 

(a) th e large r independen t countrie s o f Bahamas, 
Jamaica, Trinidad an d Tobago , Barbados, 
Guyana. 

(b) th e smalle r territorie s -  independent countries , 
Associated State s an d colonies . 

THE LARGER TERRITORIE S 

Bahamas 

The Princes s Margare t Hospita l ha s recentl y bee n renovate d 
and ther e i s provision fo r al l th e major specialties . Ther e 
was a n arrangement fo r treatmen t i n th e more specialise d dis -
ciplines. Neurosurgica l problem s wer e eithe r sen t t o Miami, 
or ther e wer e regula r visit s b y neurosurgeon s fro m Miami. 
Cardiac surger y problem s wer e referre d t o North Americ a o r 
University Hospital , Jamaica. Th e facilitie s fo r opthalmolog y 
were adequat e a t on e time . I  do not kno w what i s the presen t 
position. A  plastic surgeo n use d t o visit fro m Miami. Ther e 
did not appea r t o be a  major proble m i n ear, nose an d throa t 
(ENT) surgery. Facilitie s fo r rena l dialysi s ar e available . 
At on e tim e a  dermatologist i n private practic e worke d part -
time at th e hospital. Th e laborator y an d x-ray service s wer e 
reasonable. I  understand ther e i s budgetary provisio n fo r 
staff i n most discipline s bu t fro m tim e t o tim e ther e ar e 
vacancies. 

Jamaica 

Specialist service s ar e availabl e i n one o r all o f th e 
three major hospitals : University Hospita l (UH) , Kingston 
Public Hospita l (KPH ) and Cornwal l Regiona l Hospita l (CRH) . 
There ar e neurosurgical unit s i n UH and KPH. Patient s fro m 
the smalle r territorie s ar e accepte d fo r neurosurgical inves -
tigation an d treatmen t a t UH . Ther e i s a joint UH/Ministr y o f 
Health cardiothoraci c uni t whic h accept s patient s fro m th e 
smaller territories . Rena l dialysi s i s available i n the U H 
and KP H an d rena l transplantatio n ha s been performed a t KPH. 

There i s budgetary provisio n fo r al l th e specialis t ser -
vices but fro m tim e t o tim e ther e ha s been difficult y i n fill -
ing posts. Thi s i s particularly s o at th e present tim e becaus e 

* Professo r o f Surgery , Nationa l Universit y o f Malaysia, 
formerly Professo r o f Surger y an d Vice-Dean o f the Facult y 
of Medicine, University o f th e West Indies . 
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of the acute emigratio n problem . Whe n service s hav e bee n 
reasonably well-manned , muc h assistanc e ha s been given t o th e 
smaller territorie s bu t distanc e an d cost o f transportatio n 
from th e Eastern Caribbea n impos e a  limitation . 

Barbados 

Most service s ar e available . Ther e i s no neurosurgica l 
or cardiothoracic unit . I n these area s patients ar e usuall y 
transferred t o UH, Jamaica. Patient s fro m Windward Island s 
are usually accepte d fo r treatmen t a t th e Quee n Elizabet h 
Hospital (QEH) , Barbados . 

Trinidad 

Most service s ar e available . Ther e i s no cardia c surger y 
unit. Thes e patient s ar e ofte n referre d t o UH, Jamaica. 
Patients fro m th e Eastern Caribbea n Island s ofte n see k treat -
ment i n Trinidad i n the private sector . 

Guyana 

There appear s t o be a  problem i n maintaining th e establish -
ment o f specialist s a t th e present time . Man y o f the patient s 
requiring cardiothoraci c o r neurosurgical treatmen t g o abroa d 
often t o Venezuela o r to UH, Jamaica. Th e diagnostic service s 
are weak. Cos t o f transport impose s a  limitation o n number o f 
indigent patient s sen t abroad . 

THE SMALLE R TERRITORIE S 

The smalle r territorie s (independent , Associated State s 
or colonies) have population s varyin g fro m 50,00 0 - 120,00 0 
in the th e independen t o r Associated State s t o 5,000 - 10,00 0 
in the colonies . 

Belize 

There i s provision fo r th e major discipline . Patient s 
requiring cardiothoraci c o r neurosurgical treatmen t ar e usuall y 
referred t o UH. Patient s wh o ca n afford t o do s o often see k 
treatment i n North Americ a o r Mexico. EN T an d ophthalmologica l 
services ar e deficient. Th e Universit y o f th e West Indie s (UWI ) 
has, o n an ad hoc basis , in the past arrange d fo r th e occasiona l 
visit b y a n ENT surgeon . Th e UWI ha s ofte n i n the past provide d 
relief surgeon s an d visit s b y a n orthopaedi c surgeon . I  doubt 
whether thi s i s possible now . Routin e diagnosti c faciltie s 
are inadequate . Transportatio n cos t t o a  centre abroa d i s a 
major problem fo r th e indigen t patient . 

Cayman Island s 

There has been a  great improvemen t i n the availability o f 
specialist service s recently , due largel y t o emigration o f 
doctors fro m Jamaica . Becaus e o f the associatio n o f Cayma n 
with Jamaica i n the past, free movement o f people whic h the n 
existed, th e fac t tha t many Caymanian s hav e relation s an d 
friends i n Jamaica, the present goo d an d relativel y inexpensiv e 
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air servic e betwee n Jamaic a an d Cayman an d th e better stat e o f 
finance o f the poorer Caymanians , i t i s relatively eas y fo r 
patients fro m Cayma n t o avai l themselve s o f the service s pro -
vided i n Jamaica. 

Turks an d Caicos Island s 

Transportation t o Jamaica i s a greater proble m tha n fro m 
Cayman, but i t i s possible fo r patients t o obtain treatmen t i n 
Jamaica. 

British Virgin Island s 

The service s provide d ar e limite d because o f the siz e o f 
the population. Man y patients see k o r ask fo r treatmen t i n th e 
American Virgi n Island s an d a  small numbe r g o t o Jamaica. 

Leeward Island s 

Treatment facilitie s i n the major discipline s ar e avail-
able i n Antigua but ar e les s adequat e i n St. Kitts. Patient s 
requiring more specialise d service s ar e sen t t o Jamaica, but 
with change s i n air-line schedule s thi s has become more diffi-
cult an d more costl y i n recent times . Laborator y an d x-ra y 
services ar e inadequate . 

Montserrat, because o f the population size , has a major 
problem i n providing a  comprehensive hospita l service . Man y 
patients g o t o Antigua, Jamaica o r Barbados. Patient s requir -
ing cardiothoracic o r neurosurgical treatmen t ar e referre d t o 
UH, Jamaica. Ther e doe s no t appea r t o be an y EN T o r opthal-
mology service . A  few of thes e patient s ar e referre d t o UH, 
but th e majority probabl y remai n untreated . 

Windward Island s 

Treatment facilitie s i n the major specialtie s ar e avail-
able. Ther e i s often a  recruitment problem , which i s probabl y 
less i n St. Lucia tha n i n the othe r islands . A n unschedule d 
American Medica l Schoo l ha s starte d i n Grenada an d i t appear s 
there i s likel y t o be a  proliferation o f similar institution s 
in St. Vincent, Antigua, Montserrat an d elsewhere . Thes e 
institutions wil l undoubtedl y b e profitable t o the promoter s 
and may boos t th e touris t industr y o f the territorie s bu t th e 
advantage t o the medical servic e i s not yet obvious . 

SOME OF TH E PROBLEM S 

Territories wit h population s o f 50,00 0 -  12,00 0 

These territorie s recognis e th e need fo r a basic compre -
hensive hospita l service . Thei r economies , however, place a 
limitation o n their abilit y t o do thi s o r to provide fo r goo d 
medical plannin g an d administration . 

In most case s i t i s difficult t o recruit a  medical admini -
strative office r (CMO ) from amon g citizen s an d the y have had t o 
rely o n retire d expatriat e officers . Man y o f these ar e no t 
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experienced medica l administrators , have foun d loca l problem s 
unsurmountable, have no t bee n abl e t o appreciate th e loca l 
problems an d loca l susceptibilitie s an d have retire d int o th e 
job fo r th e contrac t period . Som e have ha d experienc e an d hav e 
been abl e men. I  am convinced tha t until th e territorie s ca n 
attract traine d an d mature, but no t retired , citizen s int o 
these post s ther e ca n be no lon g ter m plannin g an d improvemen t 
of their medical services . 

The tim e i s probably appropriat e fo r th e governments t o 
review thes e post s agains t th e background o f their past ex -
perience an d consider : 

(a) wha t the y expec t o f thes e officers ; 

(b) whethe r i t i s essential fo r thes e function s 
to be performed b y a  doctor. 

Would a  trained non-medica l office r perfor m thes e function s 
just a s well o r better tha n a n untrained doctor ? I f i t i s 
essential tha t th e office r b e medically-trained, wha t trainin g 
or experience i s required? D o the y need a  full-time o r part-
time officer ? I f a part-time officer , how will th e res t o f his 
time be utilised, an d would thi s help i n recruitment ? I f a 
trained non-medica l office r ca n d o th e job, the trainin g an d 
experience require d shoul d b e determined . "Trainin g shoul d no t 
be equate d wit h attendanc e a t a  short course. " Shoul d a n ad -
visory professiona l committe e b e establishe d t o advise th e 
medical o r non-medical officer ? 

In most territorie s ther e i s provision fo r a  consultan t 
general surgeon , a gynaecologist, a  physician, an anaesthetis t 
and i n some case s a  paediatrician. Th e problem arise s when an y 
of these officer s i s on leav e o r when ther e i s a vacancy. Ther e 
should probabl y b e a  minimum o f two officer s i n each o f thes e 
disciplines. Th e secon d office r woul d no t nee d t o have a  higher 
qualification bu t shoul d hav e experience . I n anaesthetics, th e 
second perso n coul d b e a  trained nurs e anaesthetist . I n obste-
trics an d paediatrics th e officer s shoul d be give n responsibilit y 
for maternal an d chil d healt h o f th e territor y an d not restricte d 
to the hospital service . 

There ar e thre e main problems : 

(a) providin g adequat e cove r i n the mai n 
disciplines -  in surgery thi s has alway s 
been regarde d a s essentia l bu t i t i s no 
less essentia l i n the othe r majo r 
disciplines ; 

(b) providin g servic e i n the more specialise d 
areas -  e.g. ENT , ophthalmology, dermatology ; 

(c) providin g reasonabl e diagnosti c facilities . 

Territories wit h population s unde r 15,00 0 

These includ e Cayma n Islands , Turks an d Caico s Islands , 
British Virgi n Island s an d Montserrat. Probabl y wit h th e 
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exception o f Cayman, these territorie s experienc e enormou s 
difficulty i n maintaining adequat e consultan t service s i n th e 
major disciplines . Eve n i f they coul d affor d fou r o r fiv e 
consultants, recruitmen t woul d b e difficul t an d th e officer s 
would b e under-employed. A s a result the y trie d t o employ a 
consultant surgeo n who i s expected t o be a consultant i n all 
disciplines. Suc h person s ar e well-nigh impossibl e t o find . 

UNIVERSITY ASSISTANC E 

Appreciating th e problems o f the territories , the Univer -
sity o f th e West Indie s has give n th e followin g assistance . 

Whenever possible , i t has provided a  relief, usually i n 
surgery o r anaesthetics. Officer s o f these department s hav e 
volunteered t o do thi s o n a purely voluntar y basis , often durin g 
their vacation. I n recent year s thi s has not been possible . 

The UH has serve d a s a  referral centr e fo r th e smalle r 
territories. Thi s was intende d t o be i n areas where diagnosti c 
and treatmen t facilitie s ar e not availabl e -  e.g. cardiothoracic , 
neurosurgery. I n practice, simpl e case s ar e ofte n referre d whe n 
there i s no consultant . Thes e patients , because the y hav e ha d 
no investigations , because the y canno t b e discharge d fro m hos -
pital a s early a s th e Jamaican patien t an d because o f the dela y 
in arranging travel , especially fo r children, usually occup y 
beds more tha n twic e a s lon g a s th e Jamaican patient . I n som e 
cases, delay i n making retur n trave l arrangement s b y th e terri-
tories has been ove r a  month. Thi s ha s placed a  great an d 
often unnecessary strai n o n beds a t th e UH. I n addition, onl y 
a fe w patients ca n tak e advantag e o f these facilitie s an d I  am 
not sur e priorit y i s necessarily give n o n basis o f medical 
urgency. Th e cos t o f hospitalisation, ofte n fo r "hotel " use o f 
hospital beds , has s o far been met b y th e UH . 

Consultants i n some specialitie s -  e.g. orthopaedics , ENT 
- have visite d som e territorie s an d conducte d clinic s an d 
operating sessions . Man y non-urgen t case s ca n be treate d i n 
this way -  e.g. a n ENT surgeo n an d a n anaesthetist wer e abl e 
to perform ove r 40 operations i n three day s i n Dominica an d 
see ove r 10 0 clinic patients ; a team o f general surgeon , ortho-
paedic surgeo n an d anaesthetis t performe d ove r 6 0 operation s 
in St. Kitts an d Nevi s i n one week . 

The staf f o f th e UWI ha s provided a  postal an d telephon e 
consultation servic e an d a  consultant servic e i n pathologica l 
histology. 

Because o f th e frequen t request s fo r assistanc e an d th e 
difficulty i n meeting them , th e UWI abou t 1 5 years ag o mad e 
the suggestio n t o th e territorie s tha t i f the territorie s woul d 
provide fund s fo r on e lecture r i n each o f the major disciplines , 
the university woul d arrang e fo r a  senior staf f member i n eac h 
discipline t o spen d 2- 4 week s i n each territor y eac h year t o 
provide relie f services . Th e university i n consultation wit h 
the territorie s woul d organis e th e programme wel l i n advance. 
This would allo w th e consultants i n the territorie s t o plan 
their leav e an d t o attend conference/refreshe r courses , etc. 
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The UWI would als o be prepared t o have consultant s fro m th e 
territories o n a regular basi s fo r observation/refreshe r etc . 
This would alleviat e th e feelin g o f isolatio n an d be a  morale 
booster. Th e cost o f the lecturers , shared by th e territories , 
would be relativel y smal l an d th e UWI would tr y t o obtain addi -
tional fund s fro m externa l source s i f necessary. I t was pro -
posed t o star t i n surgery i n the firs t instance . 

The territorie s wer e enthusiasti c i n principle bu t n o 
attempt wa s made t o implemen t thi s proposal, and after tw o 
years o f frustrating correspondenc e an d on-the-spo t discussio n 
in many o f the territorie s th e plan was abandoned . I t was fel t 
by th e UWI tha t i t would probabl y hav e been better fo r th e 
initiative t o come fro m th e territorie s an d UW I assis t i n th e 
implementation o f thei r proposal. I n abandoning it s proposal, 
the UWI expresse d it s willingness t o advsie an d assist i n any 
proposal whic h th e territorie s make . I  regret tha t nothin g 
further wa s heard . 

SUGGESTIONS FO R TH E PRESEN T 

Since th e UW I proposals, many o f the smalle r territorie s 
have achieve d independenc e o r associated statehood . A  centra l 
coordinating body , th e Caribbea n Communit y Secretariat , ha s 
been se t up i n Guyana. Ther e i s now more communicatio n betwee n 
the territorie s a t ministerial an d othe r officia l level . Ther e 
is an annual meeting o f Ministers o f Health an d o f medica l 
administrators. Th e University ha s extende d th e Medical Facult y 
into Trinida d an d Barbados an d a  second medica l schoo l an d 
teaching hospital i s now planned . Ai r communicatio n betwee n 
the Windward an d Leeward Island s an d Barbados an d Trinida d ha s 
improved an d telephon e communicatio n i s now good . 

The independen t an d Associated State s ar e committe d t o 
providing a n adequate basi c servic e i n the major disciplines . 
In order t o do thi s the y shoul d hav e a t leas t on e person o f 
consultant statu s an d on e person o f competence an d experienc e 
in each disciplin e fo r shor t ter m an d relie f purposes. Medicine , 
paediatrics, surgery , an d obstetric s an d gynaecolog y ma y b e 
treated together , provided th e officer s hav e th e competenc e 
and experience . I n anaesthetics, an officer o f diploma leve l 
and a  nurse anaesthetis t shoul d b e adequate . 

In many o f these territorie s -  e.g. Grenada , St . Lucia, 
Dominica, St . Kitts/Nevis -  there i s a second hospital . B y 
improving thes e hospitals an d throug h regula r visit s b y con -
sultants fro m th e main hospital, say tw o days per week, bette r 
use ca n be made o f the hospitals an d patients ca n be treate d 
nearer thei r home. 

Arrangements fo r th e trainin g o f these officer s shoul d 
be made with th e UWI. Ofte n territorie s canno t fro m thei r 
slender resource s an d personnel releas e officer s o n salary fo r 
this purpose an d externa l assistanc e ma y b e require d o n a 
short-term basis . 

It must b e appreciate d that , even though budgetar y 
provisions ma y be made fo r thes e posts , recruitment ma y b e 
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difficult. Externa l assistanc e ma y be require d o n a shor t 
term basi s bu t i t i s not th e solutio n t o the problems. Th e 
territories shoul d agre e t o assist eac h othe r e.g . Consultant s 
of the Windward Island s shoul d b e regarde d a s a pool, etc . 

An alternativ e i s for relie f t o be provided fro m a 
central point , as was suggeste d b y th e UWI. Becaus e o f rela-
tive eas e o f communication fro m Barbados , relief staf f may b e 
attached th e Faculty o f Medicine i n Barbados. 

The specialise d service s -  e.g. ENT , ophthalmology , 
dermatology ,  etc. - cannot i n most case s be provided b y eac h 
territory an d shoul d b e organise d fro m a  central pool . A 
schedule o f regula r visits , say fo r on e week ever y tw o months, 
can be arranged . Ther e shoul d be a n officer i n each territor y 
with som e experienc e wh o ca n trea t th e patients withi n hi s 
competence an d ac t a s liaiso n wit h th e consultant i n th e 
central pool . Again , the Facult y o f Medicine, Barbados, may 
be a n appropriate base . Barbado s ha s i n the past allowe d us e 
of it s hospital bed s fo r thi s purpose o n an ad hoc basis. 
With suc h a  scheme th e demand wil l b e greater which will nee d 
discussion wit h th e Government o f Barbados. Externa l financia l 
assistance ma y als o be required . 

It i s doubtful whethe r thes e territorie s ca n i n the nea r 
future provid e goo d diagnosti c services . I n most case s thes e 
can be improve d b y provision o f good equipmen t an d traine d 
technicians. I n the absence o f a consultant pathologis t an d 
radiologist ther e i s often no clea r definitio n o f responsibilit y 
for th e function s o f th e pathology an d x-ray departments . I 
suggest tha t a  consultant shoul d b e put i n administrativ e 
charge o f each o f these department s -  e.g. consultan t surgeo n 
in charge o f x-ray an d physician i n charge o f pathology . 
Arrangements ca n be made fo r consultatio n an d fo r morbid his -
tology with Trinida d an d Barbados. I f the technica l staf f 
are traine d i n processing tissues , slides fo r morbid histolog y 
can be prepared o n th e spo t an d sen t t o th e consultant . Thi s 
would obviat e dela y an d reduc e cos t o f packaging an d postage. 
Visit o f a consultant fro m Trinida d an d Barbados ca n be ar-
ranged largel y fo r on-going educatio n o f th e technicians . 

To a large exten t a  similar arrangemen t woul d appl y t o 
radiology. I n most case s film s ca n be reporte d o n by th e 
consultant physicia n o r surgeo n an d i n time a  good technicia n 
should b e abl e t o carry ou t many simpl e procedures . Regula r 
visits b y a  consultant, say fo r a  few days ever y tw o o r thre e 
months, should be adequate . Consultatio n i n an emergency ca n 
be made b y post o r telephone . 

For th e Western Caribbea n territorie s -  i.e. Turks , 
Cayman an d Belize -  assistance ca n be arrange d throug h UWI. 
Montserrat ca n obtai n som e assistanc e fro m Antigua . 

Once th e principle o f coordinate d mutua l assistanc e i s 
agreed, an d th e Government o f the base territor y (Barbados ) 
and th e UW I agre e t o suppor t suc h a  scheme, and th e necessar y 
financial provision s ar e made, the programme fo r th e Easter n 
Caribbean ca n be organise d b y th e Vice-Dean's Offic e (Barbados ) 
and th e necessary clerica l assistanc e provide d fo r this . 
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A PROPOSAL FO R ASSISTANC E WIT H SPECIALIS T MEDICA L SERVICE S 
FOR TH F SMAL L STATU S O F THE  COMMONWEALT H CARIBBEA N 

Paper prepare d b y Professo r E.R . Walrond * 

Health service s i n the smal l stale s o f the Commonwealt h 
Caribbean ar e widely recognise d t o be grossly inadequat e a t al l 
levels. Ther e ar e shortage s o f personnel an d equipment . Whils t 
the major effort s t o assist thes e state s ar e properly directe d 
towards socia l an d preventiv e medicine , and t o providing a n 
effective primar y car e service , thes e service s canno t b e 
appreciated b y th e affecte d population s unles s a n adequat e 
secondary car e servic e i s also provided. A n adequat e secondar y 
care servic e ca n onl y b e provide d b y th e availabilit y o f 
physicians an d a n adequate suppl y o f allied healt h personnel . 

This pape r will concentrat e o n th e suppl y o f physician s 
for secondar y an d tertiar y care , but must no t be see n a s i n any 
way diminishin g th e importanc e o f th e trainin g an d retentio n o f 
allied healt h personne l i n th e provision o f these service s a s 
well a s thos e i n primary care . 

At present , th e secondar y service s i n the smal l state s i n 
1 he English-speakin g Caribbea n hav e stagnate d a t best, and 
deteriorated i n some places . Thi s ha s le d t o governments an d 
individuals seekin g secondar y service s abroad . Thi s i s natura l 
in some developin g states , but when i t lead s t o expenditure o f 
scarce fund s t o see k simpl e secondar y car e service s abroad , 
then ther e i s a wastage o f resource s whic h compound s th e 
original problem . 

In discussing thi s proble m a t th e 197 9 Conferenc e o f 
Ministers responsibl e fo r Health i n the Commonwealth Caribbean , 
the desir e wa s expresse d t o find ways o f getting specialis t 
help fo r th e smal l states . I n considering thi s problem , 
possible solution s ar e compounde d b y a  number o f factor s 
indigenous t o th e existin g situatio n i n the smal l state s 
themselves. 

There i s no doub t tha t th e desire o f all thes e state s i s 
that ther e shoul d b e availabl e residen t specialis t care . 
Resident specialist s ar e see n a s prestigious an d a  highl y 
visible par t o f th e service , providing car e t o th e individua l 
in the community , when th e individua l i s most i n need o f 
medical services , namely, durin g a  serious illnes s an d i n 
particular i n emergencies. However , specialist s i n medicine 
can serv e communitie s i n less obviou s an d les s individualisti c 
ways. Fo r example , they ar e invaluabl e i n times o f disaster . 

In the Caribbean, disasters hav e bee n a  part o f our con-
sciousness, an d i n recent time s have include d aircraf t disasters , 
hurricanes, flood s an d volcani c eruptions . Th e need fo r a 
coordinated syste m o f help fo r th e under-manned smal l state s 
has become clearl y evident . 

* Vice-dean , Faculty o f Medicine, University o f th e West Indies , 
Barbados. 
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Specialists ca n als o provide invaluabl e continuin g 
services i n the organisation o f health services , and i n th e 
training o f physicians an d othe r health personnel , as well a s 
carrying ou t community programme s i n care. 

The lo w leve l o f government salarie s i n small state s ha s 
been a  severe deterren t t o th e recruitmen t o f specialists . Whe n 
this i s coupled wit h poo r facilities , recruitment become s dif -
ficult, and thi s extend s t o qualified nationals . 

The programmes o f assistance i n the past hav e consiste d 
of recruitmen t o f non-nationals wit h thei r salarie s boosted b y 
more advantage d countries . Thi s has not solve d th e problem . 
In some instance s suc h assistanc e ma y have aggravate d th e 
problem b y having non-nationals workin g i n superior condition s 
of service ; whilst o n th e othe r hand, when nationals hav e bee n 
recruited, th e relativel y poo r salarie s give n ensur e tha t the y 
have t o engage i n private practice . Th e resul t i s that th e 
latter i s often done t o th e detriment o f the public service . 

The limitation s o n recruitmen t o f specialist s ma y there -
fore be summarise d t o be: 

(a) poo r salaries , with th e complication o f a n 
extensive privat e practic e bein g required , 
and a  resulting poo r public service ; 

(b) poo r facilities , which include s lac k o f 
equipment an d professional contacts ; 

(c) policie s o f aid where condition s o f 
service fo r non-nationals ar e superio r 
to those fo r nationals. 

This paper will pu t forwar d a  programme whic h seeks , both 
in the shor t ter m an d i n the lon g term , t o solve th e proble m 
of specialist s workin g i n the smal l state s o f th e Commonwealt h 
Caribbean. 

The short-ter m solution s ca n be summarise d as : 

(i) th e provision o f visiting specialist s fo r 
short an d medium-term visit s t o provid e 
service, educatio n an d professional contact , 
whilst workin g alongsid e existin g specialists ; 

(ii) providin g treatmen t facilitie s a t regiona l 
centres fo r tertiar y car e an d som e secondar y 
care problems . 

The long-ter m solutio n depend s o n the atmosphere se t b y 
the short-ter m programme , and th e rate o f build-up o f loca l 
facilities t o attract national s t o be recruite d int o specialis t 
positions i n the smal l states . 
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SUGGESTED PROGRAMME S 

Tertiary car e service s 

Some o f the state s i n the Caribbean no w provide som e 
tertiary car e services , such a s radiotherapy , t o patients wh o 
are sponsore d b y government s o f th e smal l states . Som e o f 
these service s ar e inhibite d i n their effectivenes s b y th e 
bureaucracy tha t administer s them ; by a n attempt t o charg e 
economic fee s i n som e cases ; and by negative attitude s o f 
government an d health personne l t o such assistanc e i n som e 
instances. Fo r thes e service s t o be more effectiv e t o th e 
benefit o f th e peoples o f th e smal l states , the followin g 
suggestions ar e made. 

(a) Th e Governments o f Jamaica, Trinidad an d Tobago , and 
Barbados shoul d (a s governments withi n th e Caribbea n 
Community wit h tertiar y healt h car e facilities ) mak e 
a forma l commitmen t t o th e Community t o provid e 
tertiary car e service s unde r th e sam e condition s a s 
obtain fo r thei r ow n citizens. W e fee l tha t suc h 
aid fro m th e better-developed area s ca n only d o goo d 
in th e promotion o f th e spiri t o f economic an d socia l 
cooperation withi n th e Caribbean community . 

(b) Th e Universit y o f th e West Indie s (UWI ) shoul d 
continue t o give suppor t fo r th e service s provide d 
by governments i n tertiary car e services , and t o 
stimulate a  well-defined programm e o f continuin g 
education relate d t o th e availabl e service s i n th e 
region. 

Rotating specialis t service s 

The deart h o f specialist s i n the smal l state s relate s t o 
poor facilitie s an d lac k o f professional contacts . Th e boost-
ing o f salarie s fo r overseas specialist s ha s not solve d th e 
problem, i n that i t creates inequitie s locall y which inhibi t 
national recruitmen t an d i s associated wit h a  poor publi c 
service commitmen t b y nationals. I t would appea r tha t th e 
better develope d facilitie s o f the more develope d countries , 
along with th e professional contact s an d th e internationa l 
reputation o f the Medical Facult y o f the UWI, could ac t as a 
basis fo r th e attraction o f additional specialist s int o th e 
region. Onc e attracted , a  properly-coordinated programm e o f 
bilateral visit s would promot e th e short - and long-ter m 
solutions outline d above . Thus , i f extra posts ar e created i n 
the UWI fo r thi s purpose, then departments o f the facult y coul d 
provide a  commitment t o servic e short - and medium-term visit s 
to th e les s well develope d smal l states . 

In order t o carry ou t suc h a  programme effectively , ther e 
will be a  need fo r a programme coordinato r wit h a n admini-
strative assistant . A  programme coordinato r coul d be appointe d 
from amon g th e specialis t staff , particularly i f these ar e 
increased a s suggeste d i n th e outlin e below . A n efficiently -
run programme woul d no t envisag e an y immediat e increas e i n 
junior staffing , particularly i n view o f th e following actio n 
in continuing an d postgraduate education . 
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Continuing an d postgraduate educatio n 

The UW I Facult y could , by means o f the programme outline d 
above combine d wit h a  programme o f junior staf f fellowship s an d 
exchanges, provide a n intra-Caribbea n programm e o f continuin g 
and postgraduate education . Thi s will hav e enormou s benefit s 
in re-tooling th e skill s o f existing specialists , and increasin g 
the servic e an d commitmen t t o national service s b y junio r staff . 
There i s little doub t tha t prolonge d postgraduat e trainin g 
outside o f one's countr y i s likely t o diminish one' s commitmen t 
to working i n it, and therefor e ever y avenu e shoul d be explore d 
to do a s much o f this trainin g a s possible o n the spot . 

In conducting a  programme i n continuing an d postgraduat e 
education fo r health personne l i n the smal l states , one en-
visages tha t during visit s o f academic personne l t o thes e state s 
they will hel p t o organise, participate in , or conduct th e 
following kind s o f activities: 

(i) consultatio n o n patients an d health car e 
problems ; 

(ii) provid e technica l service s alongsid e 
existing personnel withi n th e availabl e 
local resources , and by thi s means improv e 
the skill s o f loca l personnel ; 

(iii) conduc t shor t course s i n specific problem s 
in patient car e an d health problems , by 
means o f seminars, conferences o r lectures; 

(iv) ac t a s a link i n providing educationa l 
material fro m th e coordinating centre s 
- e.g . books , copies o f articles, tape-
slide programme s o r video-cassette material ; 

(v) us e th e experienc e obtaine d abou t loca l 
problems an d resource s t o better orientat e 
and trai n health personne l bein g traine d 
in the coordinating centres , and also t o 
make locally-produce d educationa l material s 
more relevant . 

Fellowships wil l allo w both junio r an d senio r personne l 
to spend period s o f time i n the corrdinatin g centre s t o benefi t 
from th e better facilitie s availabl e there . These , combine d 
with a  well-coordinated exchang e programme , could ensur e tha t 
there i s no servic e ga p i n the smal l state s durin g suc h 
educational activity . 

Methodology 

It i s suggested tha t regiona l coordinatin g centre s b e 
based a t th e teachin g campuse s o f UWI -  in Jamaica, Trinida d 
and Tobago,an d Barbados . I t would be desirable fo r eac h centr e 
to have specifi c smal l state s a s thei r area s o f responsibility , 
without excludin g cooperatio n an d assistanc e fro m an y parti-
cular centr e i n carrying ou t th e programmes. 
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Funds shoul d b e obtaine d t o appoint additiona l academi c 
staff an d postgraduat e trainin g place s a t th e UW1 coordinatin g 
centres, providin g tha t department s giv e commitment s that : 

(a) staf f members will  trave l t o small state s 
to provide specialist s service s an d con -
tinuing educatio n courses ; 

(b) staf f members coul d advis e government s o n 
their service s an d infrastructure , leadin g 
to the improvemen t o f loca l services , with 
the ai m o f attracting national s t o remain i n 
or t o be recruite d int o th e services ; 

(c) exchange s o f staf f a t a  specialist an d 
postgraduate trainin g leve l will b e provide d 
to allow staf f based i n the smal l state s t o 
carry ou t course s an d t o work i n facilitie s 
in th e better develope d facilitie s a t th e 
coordinating centres , without interferin g 
with th e service s i n the smal l states . 

The service s tha t presentl y appea r t o be most i n need o f 
such a  programme involvin g supernumerar y appointment s ar e i n 
general medicine , general surgery , orthopaedics , otorhinolaryn -
gology, pathology , radiolog y an d primary care . 

Thus a  programme fro m a  coordinating centr e suc h a s 
Barbados, servin g severa l o f the smal l state s which hav e 
traditional communicatio n line s t o that country , coul d b e 
looked a t i n the followin g manner, with th e necessary budgetar y 
provisions made . 

Staff -  7  lecturer/senior lecture r post s 
1 administrativ e assistan t 

Space -  offic e spac e fo r staf f with necessar y 
equipment 

Travel -  1  visit pe r month fo r eac h countr y i n 
the scheme , i.e . approximatel y 8 5 visit s 
per year o f one week's duratio n o r abou t 
600 subsistence day s an d 8 5 retur n ai r 
fares. 

Postgraduate an d specialist s studen t 
exchanges, 2  for eac h contributin g 
territory eac h year o f 6 weeks duration , 
i.e. 2 8 retur n ai r fare s an d 118 0 
subsistence days . 

In summary, som e 11 5 retur n ai r fare s 
within th e Caribbean an d 178 0 subsistenc e 
days. 

Advantages 

The advantage s o f suc h visit s an d exchange s an d th e 
placing o f th e additiona l specialist s ca n be summarise d a s 
follows. 
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(a) Fo r th e smal l state s 

(i) a n increase d poo l o f specialist s 
available t o treat patient s i n thei r 
territories, and als o i n territorie s 
with better develope d facilities ; 

(ii) on-the-spo t continuin g an d postgraduat e 
education o f existing staff ; 

(iii) continuin g advic e an d upgrading o f 
facilities which shoul d help i n th e 
long ter m t o recrui t national s int o 
specialist positions ; 

(iv) th e provision o f replacement specialist s 
to allow leav e fo r postgraduate course s 
of existing staff ; 

(v) th e schem e doe s not involv e loca l 
inequities i n the conditions o f service . 

(b) Fo r th e more develope d state s 

(i) th e provision o f more academi c post s 
available fo r loca l teaching , servic e 
and researc h ; 

(ii) servic e o f th e additional staf f membe r 
can be calculated t o be a t leas t hal f 
of th e year locally ; 

(iii) th e provision o f more staf f t o assis t 
in th e coordinated assistanc e t o th e 
small state s s o necessary i n maintainin g 
the viability o f the Caribbean Community , 
which has s o far proved t o be o f greate r 
benefit t o the better develope d states . 

The loca l expenditure s tha t would b e require d b y th e 
small state s would b e th e provision o f transport fo r visitin g 
staff an d assistance wit h thei r accommodation . 

Expenditures tha t will b e needed i n the coordinatin g 
centres would b e th e provision o f space , furniture an d dail y 
expenses relate d t o stationery , telephones , etc. 

Medical educatio n i n the les s developed state s 

The programme o f visits outline d abov e will provid e th e 
basis fo r up-grading o f primary, secondar y an d tertiar y ser -
vices, continuin g an d postgraduate education . I f thi s 
programme succeeds , then undergraduate educatio n coul d b e 
expanded i n the smal l state s by th e expansio n o f more electiv e 
opportunities an d possibly th e introductio n o f limited clerk -
ships, particularly i n community medicine . 
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The increase d presenc e o f university academi c personne l 
may als o b e see n a s an opportunit y t o stimulate th e imple -
mentation o f loca l trainin g an d continuing educatio n o f a 
variety o f allied healt h personnel , particularly thos e workin g 
in the fiel d i n primary care . 

Funding 

It i s desirable tha t oversea s agencies , such a s th e 
British Oversea s Developmen t Administration , shoul d revie w 
their assistance programme s t o includ e a  programme o f thi s 
sort, and tha t th e better develope d Caribbea n countrie s shoul d 
increase thei r contribution s t o UWI t o promote a  programme suc h 
as this . Budgetin g fo r trave l an d subsistenc e woul d nee d t o 
be include d i n such assistance . Th e capita l requirement s fo r 
space coul d b e sough t throug h agencie s suc h a s USAID an d 
preferably coul d b e include d i n other developmen t project s suc h 
as th e Mount Hop e Comple x an d suppor t hospitals . Suc h a n 
inclusion woul d allo w a better rationalisatio n o f facilitie s 
and ensur e tha t material s suc h a s audio-visual aid s ar e use d 
to the maximum benefi t o f all professional s i n the are a i n 
continuing an d postgraduate education . 
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SPECIAL HEALH PROBLEMS OF  SMAL L STATE S 

Paper perpared  b y Mr. F.G.  Louisy * 

Small state s th e world over , endowed wit h limite d natura l an d 
trained huma n resources , are face d with specia l problem s i n 
their effort s t o rais e livin g standard s an d improv e th e qualit y 
of lif e o f thei r peoples . 

The smal l sovereig n state s i n the Commonwealt h Caribbea n 
(referred t o as LDCs) are n o exception , an d the y have problem s 
the solutio n o f which, i n the view o f th e writer, appears t o 
be a t present beyon d thei r resourc e capacity . 

It i s clear, from th e conclusion s an d recommendation s o f 
studies an d report s b y internationa l experts , that smal l islan d 
sovereign state s requir e substantial , i f not massive , invest -
ment an d technica l assistanc e t o build th e necessar y infra -
structure, educate an d trai n th e population, develo p an d appl y 
appropriate technology , creat e appropriat e employmen t oppor -
tunities -  so tha t governments ca n implemen t policie s an d plan s 
to meet th e pressing an d risin g expectation s o f th e masses. 

The health problem s inherite d b y th e smal l state s i n th e 
Commonwealth Caribbea n ar e nearl y simila r i n nature, as thes e 
states emerge d fro m a n almos t identica l colonia l tradition . 
The period o f deprivation an d neglect ha s been long . No w ne w 
knowledge an d th e spee d an d effectivenes s o f th e modern mas s 
media hav e combine d t o create a n enlightene d an d heightene d 
awareness, which i n turn has generate d a  burning desir e o n th e 
part o f improverishe d forme r colonia l people s fo r bette r 
conditions. 

It i s not bein g suggeste d her e tha t n o assistanc e what -
soever ha s bee n given. I n fact , assistance i s being given , 
but th e quantu m an d th e method ar e inadequat e an d unrealistic , 
resulting i n th e inabilit y o f thes e smal l slate s t o make th e 
desirable impac t o n (h e socia l an d economi c condition s o f th e 
people withi n a  reasonabl e perio d o f time . 

In thi s fiel d o f health, quite apar t fro m th e man y 
individual an d separat e studie s an d report s b y internationa l 
experts whic h hav e identifie d specia l proble m areas , it i s 
fortunate tha t th e specia l healt h problem s o f these state s ar e 
on record . The y hav e been identifie d b y th e people themselves , 
through meeting s o f th e Conference o f Ministers Responsibl e 
for Health i n the Commonwealt h Caribbea n region . 

The specia l healt h problem s i n St. Lucia includ e th e 
following. 

Water 
Health manpowe r 
Housing 

* Permanen t Secretary , Ministry o f Health, St . Luci a 
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Solid waste disposa l 
Liquid an d sewag e wast e disposa l 
Nutrition 
Health educatio n 
Communicable disease s 
Planned populatio n growt h 
Hospital facilitie s an d equipmen t an d 

their maintenanc e 
Environmental healt h 
Disaster prevention , preparedness an d relie f 

WATER 

Water i s essential t o life . Th e human being cannot exis t 
without it -  he uses i t for drinking , cooking , bathing, washing , 
treating diseases, saving propert y fro m fires , etc -  in short, 
water sustain s life . I n many smal l state s th e water suppl y i s 
lacking both i n quantity an d quality . 

In St . Lucia th e suppl y an d distributio n o f water hav e 
not kep t pac e with economi c development . Inadequat e catchmen t 
protection impose s constraint s o n th e effectiv e capacit y o f th e 
system, resultin g i n severe shortage s durin g th e dry season . 
Present wate r storag e facilitie s limi t th e scop e fo r treatin g 
raw water fo r domestic use . Existin g system s o f filtratio n 
and cholorination ar e probably linke d t o th e reporte d incidenc e 
of schistosomiasis, a water-borne disease , i n rural communities . 

The problem generall y i s - the development an d protectio n 
of water resource s -  adequate storag e capacit y -  efficient an d 
effective distributio n system s -  quality contro l -  to meet 
increasing consumptio n demand s i n order t o enhance socio -
economic developmen t b y having : 

(a) wate r i n quality an d quantit y saf e fo r 
drinking; 

(b) wate r i n quantity an d qualit y appropriat e 
for industria l use . 

HEALTH MANPOWE R 

The developmen t o f manpower i s one o f the essentia l 
conditions -  indeed a  pre-requisite -  for socio-economi c 
progress. A  shortag e o f qualified personne l i n differen t 
fields i n one of th e most seriou s problem s i n these smal l 
states. I n health th e shortag e appear s t o be greate r tha n 
in other sectors . 

There i s an acute shortag e o f specialists i n the healt h 
services o f St . Lucia an d of the smal l state s -  the LDCs. Thi s 
special proble m confrontin g smal l state s i n the Commonwealt h 
Caribbean was recognise d a s lon g ago a s February 196 9 a t th e 
very firs t Conferenc e o f Caribbean Healt h Minister s hel d i n 
Port o f Spain, Trinidad an d Tobago . 
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The service s o f the followin g specialist s ar e required : 

Opthalmologist 
Otorhinolaryngologists (ENT ) 
Radiologist 
Paediatrician 
Leprologist 
Dermatologist 
Neurosurgeon 
Cardiothoraxic surgeo n 

The proposal i s for th e establishmen t o f a pool o f 
specialists t o meet th e needs o f thes e states . Th e method o f 
funding th e pool an d th e questio n o f logistics must no w be 
examined. 

Training 

Training o f health personnel a t all level s t o meet th e 
new challenges facin g th e smal l state s must be a n on-goin g 
business. I n the past , inadequate fund s fo r fellowship s an d 
scholarships hav e curtaile d an d frustrate d th e trainin g require -
ments o f all th e states . 

HOUSING 

The leve l o f investmen t require d t o provide th e populatio n 
of any countr y wit h adequat e housin g i s tremendous. I n th e 
case o f the les s develope d countries , i t i s usually overwhelm -
ing. Countrie s whic h hav e trie d t o approach th e problem o f 
inadequate housin g i n terms o f public housin g alon e hav e 
generally foun d thi s t o be impossible . Th e number o f house s 
any government ca n affor d t o build, eve n i n the advanced coun -
tries suc h a s th e United States , is negligible whe n compare d 
to need. Th e housing need s ca n be met onl y by encouragin g 
private constructio n activity . Th e implicatio n o f all thi s i s 
that th e cost-benefi t analysi s o f housing projects usuall y 
involves the consideration o f tw o basic alternatives : direc t 
public housin g o r measures encouragin g privat e construction . 

The urgent nee d i n St . Lucia has been identifie d unde r 
two categories : 

(a) aide d self-hel p housin g 

(b) low-cos t housin g 

Aided self-hel p housin g scheme s will alleviat e th e risin g 
demand fo r quarters amon g lo w incom e groups ; under suc h scheme s 
the people coul d b e organise d t o provide th e labou r i n the 
construction o f their houses. Programme s o f this nature coul d 
also bring abou t communit y participatio n an d involvemen t i n 
other developmental aspect s o f community life . 

Low-cost housin g project s ar e intende d t o establish thi s 
type o f accommodation i n rural area s t o provide populatio n wit h 
an amenity t o enable the m t o enjoy a  basic natura l huma n righ t 
- th e righ t t o shelter . 
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SOLID WASTE DISPOSA L 

Housing, commercial an d industria l developmen t i n th e 
islands i s producing a  rapid deterioratio n o f the environmen t 
as liquid an d soli d waste i s being disposed o f without, or with 
inadequate, treatment i n land an d water, creating aestheti c an d 
health hazard s tha t ar e becoming highl y detrimenta l t o th e 
economy o f the countries . 

Liquid o r waterborne wast e collectio n treatmen t and/o r 
disposal ar e dealt with by a fragmented grou p o f agencie s 
having various geographical , technical an d lega l jurisdiction s 
and lacking th e personnel o r technical capabilit y t o cope wit h 
the problem . 

There i s urgent nee d -  and tim e i s not o n the sid e o f th e 
small state s -  for the establishment o f satisfactory an d suit -
able system s fo r the collection , transportation , processin g 
and disposition o f soli d waste. 

Some o f the existin g system s o f solid waste disposa l 
include : 

(a) ope n burnin g 

(b) incineratio n 

(c) landfil l 

Advocating ne w methods o f total capabilit y i n soli d 
wastes processing, a  company brochur e stated : 

"Slightly unglamorou s bu t absolutel y vital , the 
processing o f soli d wastes underpin s th e fabri c 
of modern industria l society . 

In a period o f increasin g environmenta l conscious -
ness an d realisatio n o f limite d resources , the 
collect-it-and-dump-it attitude s o f only a  fe w 
years ag o have disappeare d fo r good. I n thei r 
place i s a growing body o f knowledge an d increas -
ingly sophisticate d equipment, " 

New methods include : 

(a) compos t productio n plan t 

(b) pulverisatio n plan t 

(c) hig h densit y bailin g 

It i s hardly necessar y t o emphasise th e importanc e o f a 
proper method o f waste disposa l i n a developing state . Essen -
tially, i t i s to safeguar d an d improv e healt h an d t o aid socia l 
and economic development . 
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LIQUID AND SEWAG E WASTE DISPOSA L 

In the rura l area s o f developing smal l state s septi c 
tanks an d latrine s ar e th e methods o f disposal more widel y 
used. I n large populatio n concentration s -  cities, towns an d 
villages -  and i n areas where ne w housing projects ar e bein g 
developed, a s well a s i n localities wher e lot s are not larg e 
enough t o have a n individua l syste m pe r house o r where th e soi l 
has lo w absorption characteristics , a sewage syste m i s the 
suitable method o f disposal. 

Technical assistanc e a s well a s funding i s required t o 
design an d establis h sewag e disposa l system s i n cities, towns 
and villages. 

NUTRITION 

Recent statistic s release d b y th e Caribbean Foo d an d 
Nutrition Institut e revea l tha t 1 7 per cen t o f all St . Lucian 
children unde r fiv e years o f age ar e underweight an d that 2 5 
per cent o f all deaths o f children ar e th e resul t o f mal -
nutrition and/o r gastro-enteritis . Moreover , the data sho w 
clearly tha t 7 0 per cen t o f all St . Lucian familie s consum e 
insufficient foo d t o meet thei r dail y calori e requirements . 
The problem o f nutrition i s being tackle d o n many fronts: 
national, regiona l an d international . 

At th e national level , the state s ar e committed t o pro-
grammes t o improv e foo d balance an d th e nutrition statu s o f 
their peoples. Scheme s exis t i n agriculture fo r diversifi-
cation an d stimulatio n o f greater productio n o f food crops, 
cereals, fis h and meat. 

At th e regiona l level , the Caribbean Foo d an d Nutritio n 
Institute (CFNI ) has been assistin g ove r th e years i n thi s 
important area . A t th e regiona l leve l too , there i s under 
consideration th e proposed Regiona l Foo d an d Nutrition Plan . 

At th e Internationa l level , the World Foo d Programm e ha s 
approved a  number o f projects under which commoditie s suc h as: 

wheat flour , 
dried whole milk, an d 
dried ski m milk enriche d 

with Vitamin A 

are made availabl e t o intereste d government s fo r free distri-
bution t o vulnerable group s wit h th e aim o f improvin g thei r 
nutritional status . 

What i s required her e i s the intensificatio n o f effor t 
at al l level s -  national, regional an d internationa l -  to wipe 
out malnutrition fro m th e population o f these smal l sovereig n 
states. 
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HEALTH EDUCATIO N 

In order t o ensur e th e non-occurence o f "something" i n 
this context o f "disease " it i s widely recognise d tha t effec -
tive preventive measure s ar e not onl y th e best guarante e bu t 
also th e leas t expensive . 

Health authorities , faced with spirallin g cost s i n th e 
delivery o f health care , appreciate th e valuable rol e o f pre -
vention i n the maintenance o f community health . On e o f th e 
strategies throug h whic h prevention o f disease ca n be effec -
tively implemente d i s a well-designed healt h educatio n pro -
gramme . 

A WHO exper t committe e o n health educatio n o f the publi c 
stated tha t th e principal objectiv e o f health educatio n i s to 
help peopl e achiev e healt h b y thei r ow n actions an d efforts . 
Health educatio n begins, therefore, with th e interes t o f peopl e 
in improvin g thei r ow n conditions, and aim s a t developing a 
sense o f responsibility. It s general purpose s are : 

(a) t o make health a  valued communit y asset ; 

(b) t o help individual s t o become competen t in , 
and t o carry on , those activitie s the y mus t 
undertake themselves , as individual s o r i n 
small groups , in order t o realise full y th e 
state o f maximum physical , mental an d socia l 
well-being; an d 

(c) t o promote th e development an d proper us e o f 
health services . 

The importanc e o f public knowledg e o f basic persona l 
hygiene, of clean an d healthy surroundings , of food values, 
of the proper method o f food preparation an d handling, o f th e 
advantages o f breast feeding , o f th e benefits o f immunisatio n 
against al l th e preventable diseases , of th e need t o make ful l 
use o f health service s available , t o name a  few, can help t o 
prevent an d remov e many healt h problem s facin g smal l developin g 
states. 

Therefore, an appropriat e comprehensiv e programm e o f 
health education , well establishe d an d implemented , shoul d g o 
a lon g way i n reducing th e heavy burde n o f health expenditur e 
on governments an d peoples o f small states . 

Governments o f thes e smal l state s shoul d endeavou r t o 
establish healt h educatio n programme s throug h a  department, 
bureau, unit o r a health des k within ministries. 

COMMUNICABLE DISEASES : CONTROL AN D ERADICATIO N 

It has been indicate d i n reports tha t many death s i n th e 
small state s resultin g fro m communicabl e disease s coul d hav e 
been prevented b y immunisation . 
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The smal l states , which alread y suffe r fro m th e lack o f 
trained manpower an d th e brain drain , especially i n the healt h 
field, must fin d ways an d means t o halt th e drain, caused b y 
communicable diseases , on thei r human resources . A  vigorou s 
campaign must b e waged agains t sexuall y transmitte d diseases , 
and al l othe r communicable diseases . 

PLANNED POPULATIO N GROWT H 

The population pressur e an d it s adverse effect s o n th e 
entire fabri c o f smal l state s has been to o well documente d t o 
need elaboratio n i n this paper. Well-designe d famil y plannin g 
programmes -  taking int o accoun t religiou s sensibilitie s -
with a n education componen t formin g a n integra l par t o f th e 
package shoul d b e implemente d wher e government s expres s 
interest. 

HOSPITAL FACILITIES : EQUIPMENT AN D THEI R MAINTENANC E 

In many o f the smal l states , hospital facilitie s nee d 
up-grading, o r alternatively moder n ne w hospitals,to mee t th e 
needs o f the population, shoul d be constructed . 

The othe r are a o f serious concer n i s the absence o f life-
saving equipmen t i n some hospitals an d als o th e poor main-
tenance statu s o f existing equipment . 

While i t i s recognised tha t th e tren d i s towards com -
munity medicin e wit h primar y healt h car e playing it s vital role , 
there nee d t o be a  certain number o f beds i n up-to-date hos -
pitals fo r th e delivery o f health car e a t tertiar y level . 

ENVIRONMENTAL HEALT H 

As fa r back a s 1972 , a report stated : "Pollutio n i s a 
widespread proble m tha t wil l gro w i n importanc e i f adquat e 
measures ar e not take n t o check it s spreadin g an d expansion . 
In developing countrie s populatio n growt h i s high an d urbani-
sation (lan d development) an d industrialisatio n ar e gainin g 
momentum, producin g huma n concentration s which cause al l sort s 
of pollution derive d fro m man's activities.' 1 

In small state s ther e i s the specia l concer n abou t wate r 
pollution, which ca n be brought abou t b y urbanisation an d 
industrialisation whe n untreated waste s ar e conveyed t o water 
sources, streams , wells, beaches etc , or by fault y operatio n o f 
treatment plants . 

The need appear s t o be fo r technica l assistanc e i n the 
first plac e t o establish th e scop e an d methodology o f the work 
to be done , and t o define an d assig n responsibilit y an d autho -
rity t o cope with thi s specia l proble m i n a lasting an d 
organised way . 
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DISASTER PREVENTION , PREPAREDNESS AN D RELIE F 

Regional an d internationa l disaste r preparednes s planner s 
have lon g recognise d tha t th e Caribbean ha s high level s o f ris k 
from natural an d man-made disasters . The y agre e tha t prepa -
ration fo r events the y consider unavoidable ha s been in -
sufficient. 

In the aftermath o f a national disaster , severe publi c 
health problems requirin g immediat e an d effectiv e actio n ma y 
arise. Durin g th e firs t 2 4 hourse o f a disaster, a countr y 
usually ha s t o depend exclusivel y o n it s own resources . Unti l 
external assistanc e arrives , local healt h service s an d survivor s 
will usually car e fo r th e injured . Thes e fact s indicat e th e 
need fo r comprehensive emergenc y preparednes s an d planning . 

Governments shoul d designat e a  senior technica l an d ad -
ministrative officia l t o act a s focal poin t t o stimulate an d 
promote healt h emergenc y preparedness , to coordinate wit h 
existing internationa l and/o r regiona l organisation s an d t o 
assist authoritie s i n the coordination o f relief operations . 
The designation o f thi s senio r officia l i s a pre-requisite fo r 
the development o f health preparednes s activitie s an d th e effec -
tive channellin g o f necessary resources . 

CARIBBEAN PROBLEM S AN D PRIORITIE S 

The smal l state s o f th e Caribbean comprising : 

Antigua Montserra t 

Barbados St . Kitts -  Nevis -  Anguilla 

Belize St . Lucia 

Dominica St . Vincent 

Grenada 

have jointly identifie d specia l proble m a s follows: 

(a) huma n resource s -  training o f allied healt h 
technical staf f within th e LDCs ; 

(b) poo l o f specialist s -  for servic e i n LDCs ; 

(c) internshi p programm e -  within LDCs ; 

(d) healt h educatio n an d community participatio n 
- t o encourage peopl e t o accept certai n 
responsibilities fo r thei r health ; 

(e) treatmen t o f cancer -  a regional centr e withi n 
the LDCs ; 

(f) technica l assistanc e -  in project identificatio n 
and preparation ; 

(g) brai n drain -  the problem o f competitio n betwee n 
small state s an d more develope d states ; 
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(h) laboratory service s -  to meet th e needs o f smal l 
states ; 

(i) upgradin g o f peripheral healt h servic e facilitie s 
- t o provide improve d healt h car e i n rural an d 
remote areas ; 

(j) maintenanc e o f health servic e equipmen t -  to 
reduce heav y expenditur e o n replacements ; 

(k) environmenta l healt h -  all aspect s -  to provid e 
adequate healt h protectio n an d t o maintain a 
healthy environmen t fo r economi c activity . 

For th e wider Commonwealt h Caribbean , th e Minister s 
Responsible fo r Health hav e identifie d th e principal healt h 
issues an d priorities a s follows: 

"One o f th e fundamental prerequisite s fo r formulatin g 
a health polic y i s the careful an d correct identifi -
cation o f th e health problems . 

We fin d tha t i n the Caribbean Communit y a s a whole 
the principal healt h issue s ar e a s follows. 

1. Th e population o f the Caribbean Communit y 
has continue d t o increas e a t abou t tw o pe r 
cent per annum . Th e crude birt h rat e ha s 
been declining steadil y i n nearly al l th e 
countries durin g th e past te n years. Ther e 
has als o bee n a  gradual declin e i n emigratio n 
as well a s i n infan t mortalit y rates . Th e 
population o f the Communit y i s young, approxi-
mately 6 0 per cen t bein g under 2 5 years o f age. 

2. Amon g th e greatest cause s o f sicknes s an d 
death ar e poor environmenta l condition s an d 
the resultin g communicabl e diseases , namely, 
gastro-enteritis, dysentery an d typhoid . 
The high rat e o f intestina l parasiti c infes -
tation amon g childre n i s significant. Choler a 
remains a  serious threat . 

3. Th e chie f danger s i n the environment aris e 
from insufficien t an d unsafe wate r supplies . 
Insanitary excret a disposa l an d poor foo d 
hygiene com e nex t i n importance . Th e othe r 
problems i n the environmen t hav e a  distinctl y 
lower priority . 

4. Mother s an d childre n make u p two-third s o f th e 
whole populatio n an d have hig h rate s o f sicknes s 
and death. Services , including famil y planning , 
are inadequat e i n coverage an d i n quality . 

5. Combine d malnutritio n an d diarrhoeal diseas e 
in children under tw o years o f age account fo r 
most o f the deaths i n this young ag e group, but 
also fo r one-fift h t o one-thir d o f deaths fo r 
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a l l a g e s . 

6. Mor e tha n half o f the children o f th e 
Caribbean Communit y unde r fiv e years o f ag e 
suffer fro m malnutrition an d more tha n hal f 
of the households ar e not receivin g thei r 
food energ y requirements . Thi s can only mea n 
that larg e number s o f our citizens o f all age s 
are unable t o achieve thei r ful l potentia l 
because o f malnutrition. 

7. Twent y t o thirt y pe r cen t o f all death s i n 
the Caribbean Communit y ar e du e t o communicabl e 
diseases, an d one-thir d o f these death s ar e du e 
to diseases tha t coul d easil y b e prevented b y 
immunisation. 

8. Th e sexually-transmitte d disease s ar e o n th e 
increase. Tuberculosi s remain s a  major problem , 
and s o does leprosy . 

9. Diabete s an d high blood pressur e ar e commo n an d 
often undetected an d uncontrolled unti l the y 
give ris e t o grave complication s tha t strik e 
down adult s a t th e height o f thei r productiv e 
capacity. 

10. Menta l illnes s constitute s abou t one-hal f o f 
the tota l volum e o f illness , and th e menta l 
health service s ar e sadl y deficient . Dru g 
abuse fall s under thi s heading, but i n th e 
Caribbean Communit y th e most importan t dru g 
problems ar e alcoho l an d tobacc o smoking . 

11. Disease s o f th e teet h an d gums ar e universal, 
and th e care o f the mouth i s seriously deficient . 
The dental service s ar e largel y give n ove r t o 
extractions an d more need s t o be don e fo r 
prevention an d conservation . 

12. Al l th e countries ar e infeste d wit h th e 
mosquito tha t transmit s yello w feve r an d 
dengue i n populated areas . Th e virus tha t 
causes yellow feve r i s found i n the forest s 
of Guyana an d Trinida d an d nearl y al l th e 
South American countries , and coul d a t an y 
time sprea d throug h th e Caribbea n Community . 

13. Ther e i s lack o f knowledge an d o f a sense o f 
personal responsibilit y an d communit y partici -
pation i n health, and th e majority o f th e 
countries d o not have programme s i n health 
education, which would remed y thi s stat e o f 
affairs. 

14. Ther e ar e seriou s weaknesses i n the managemen t 
of th e health services , in the availability o f 
information abou t th e health situation , i n th e 
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availability o f traine d staff , i n th e 
relevance o f training t o th e needs o f th e 
health service s an d o f th e people o f th e 
Caribbean Community , an d i n th e suppl y an d 
maintenance o f health car e facilities . Th e 
delivery an d cos t o f health car e have becom e 
serious problems . Th e health law s ar e ou t 
of date. 

Priorities 

1. Th e more dynami c an d creativ e managemen t o f 
the health services . 

2. Th e education , trainin g an d retentio n o f 
health personne l an d especiall y thos e 
involved i n the delivery o f primary healt h 
care . 

3. Th e health educatio n o f th e public, with 
particular emphasi s o n th e responsibilit y o f 
the individua l an d activ e communit y involvement , 

4. Environmenta l health , with specia l referenc e 
to the quantity an d quality o f drinking wate r 
supplies an d th e sanitar y disposa l o f huma n 
waste. 

5. Foo d an d nutrition, especiall y a  programme tha t 
makes immediat e provisio n fo r th e needs o f th e 
vulnerable group s and , i n the longe r term , 
ensures tha t n o citize n o f the Communit y i s 
prevented b y malnutrition fro m achievin g hi s 
full potential . 

6. Th e health o f mothers an d children, wit h 
special referenc e t o tota l coverag e o f materna l 
and chil d healt h car e durin g pregnancy, child -
birth an d childhood. " 

APPROACHES T O SOLUTION S 

It i s appreciated tha t th e smal l state s will have t o 
develop appropriat e nationa l strategies , aimed a t th e solutio n 
of their problem s b y th e allocatio n o f resources -  money, 
materials an d men -  for immediat e short - and long-ter m measures , 

It i s also recognise d tha t thes e smal l state s stan d i n 
urgent nee d o f substantial, i f not massive, investmen t an d 
technical support , i f they ar e t o achieve a n acceptabl e 
standard i n the health o f thei r populations b y th e year 2000 . 

Financial implication s 

The position o f small state s (developin g countries ) has 
been succinctl y pu t i n a WHO publication : 
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''In most countrie s ther e will be a  need t o re-
allocate resources . I n addition, i n many countrie s 
it will be necessary t o increas e th e national healt h 
budget t o th e greatest possibl e exten t i n order t o 
provide th e population wit h essentia l healt h care . 
Maximum us e will have t o be made o f local energy , 
materials an d resource s with th e government i n th e 
full analysi s having t o ensure tha t the y ar e ade -
quate fo r th e health developmen t programm e agree d 
upon. 

Although most o f the resource s fo r national healt h 
development com e fro m th e countr y concerned , ther e 
will nevertheles s b e a  need fo r substantia l an d 
continuing internationa l suppor t fo r developin g 
countries. Th e nature o f this suppor t must b e 
subject t o decisions o f the government o f th e 
developing countr y concerned . 

It i s essential t o consider th e cost s o f programme s 
and service s an d how the y ca n be borne. Thes e 
might includ e governmen t direc t an d indirec t 
financing socia l securit y an d health insuranc e 
schemes, loca l communit y solution s an d th e use o f 
external loan s an d grants. Whil e eac h countr y 
evolves it s ow n methods o f financing health an d 
health car e service s i n the ligh t o f it s circum -
stances, i t i s also useful t o stud y th e experience , 
successes an d failure s o f others." 

The writer i s of the opinio n that , in view o f th e siz e o f 
the state s concerned , thei r differen t stage s o f development an d 
the fact tha t the y ar e engage d i n an integratio n exercise , mas -
sive investmen t an d technica l assistanc e migh t b e more effec -
tively channelle d throug h existin g regiona l institution s suc h 
as : 

Caribbean Developmen t Ban k 

Caribbean Communit y Secretaria t (CARICOM ) 

Eastern Caribbea n Commo n Market (ECCM ) 

Organisation o f East Caribbea n State s (OECS ) 
- proposed . 

However, as sovereig n state s -  albeit smal l one s -  it 
goes without sayin g tha t the y have th e prerogative t o ente r 
into bilateral arrangement s wit h othe r state s fo r assistanc e 
for solution s t o their health problems . 

Where ar e th e fund s an d technica l assistanc e t o com e 
from? 

National fundin g 

(a) Governmen t budge t (taxes ) 

(b) Contribution s fro m employer s an d employee s 
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(c) Socia l securit y scheme s -  national insuranc e 

(d) Privat e insuranc e scheme s 

Technical cooperatio n amon g countrie s within th e regio n 

International fundin g an d technica l assistanc e 
(a) Internationa l Monetar y Fun d 

(b) Europea n Developmen t Ban k 

(c) Develope d Commonwealt h countrie s -  Britain, 
Canada, Australia, New Zealand , etc . 

(d) OPE C state s 

(e) Internationa l agencie s 

(f) Bilatera l agreement s wit h othe r countrie s 

It shoul d be noted tha t alread y a  number o f regional an d 
international institution s an d agencie s ar e i n the fiel d i n 
the Caribbean , includin g 

CARICOM UNFP A 
PAHO/WHO IPP F 
UNDP UNICE F 
USAID PROJEC T HOP E 
ODA IL O 
CIDA CHE C 
CETC OA S 
UWI CID A 

Can thes e state s loo k forwar d t o receiving genuin e 
assistance withou t an y infringemen t o f their integrit y an d 
sovereignty? Th e Commonwealth o f Nations an d th e internationa l 
agencies posses s adequat e resource s t o genuinely provid e th e 
assistance require d b y th e smal l states . 

For som e state s th e need i s for: 

(a) technica l assistanc e fo r project identi -
fication an d preparation ; 

(b) promp t approva l o f projects submitte d an d 
early releas e o f funds fo r implementation . 

For others , where project s hav e been identified , th e 
need i s for: 

(a) technica l assistanc e fo r preparation o f 
detailed documentatio n t o meet criteri a 
of donor agencies ; 

(b) promp t approva l o f project submitte d an d 
early releas e o f funds fo r implementation . 
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HEALTH DEVELOPMEN T PROBLEM S O F SMAL L STATES : THE DESIG N 
OF APPROPRIATE HEALT H DELIVER Y SYSTEM S FO R TH E ISLAND S 
OF TH E PACIFI C AND INDIA N OCEAN S 

Paper prepared by Dr. J.H. Hirshman * 

SUMMARY 

A health deliver y syste m fo r smal l countrie s i s proposed which i s 
largely government-financed , withou t discouragin g a  modest privat e 
sector. I t i s proposed t o be based o n only a  comparatively smal l 
central administrativ e cor e with progressive decentralisatio n an d 
with th e strengt h a s fa r as possible a t th e periphery. Periphera l 
health workers o f comparatively shor t trainin g an d modest educa -
tional standards , with communit y suppor t an d involvement , are th e 
basis fo r th e servic e a t rura l an d peripheral urba n level . Thes e 
workers, with supervisio n an d suppor t fro m medical assistant s an d 
nursing staf f an d with th e suppor t o f environmental sanitatio n 
staff, will hav e publi c healt h an d clinical responsibilitie s an d 
will have a  controlled rang e o f medicaments an d equipment a t thei r 
disposal, as well a s som e transpor t an d th e possibility o f th e 
referral o f patients t o higher echelons . 

The peripheral syste m o f basic healt h service s with commun -
ity suppor t fit s int o th e primary healt h car e concept . I t aim s 
at as much self-relianc e a s possible wit h limite d resources . I t 
gives th e medical professio n a  leadership rol e i n public healt h 
and clinica l medicine bu t doe s not rel y o n an unobtainably hig h 
and expensiv e leve l o f doctors an d medical specialists . Th e 
system require s a  conscious investmen t in , and a political decisio n 
towards, preventive medicin e an d public health . 

This applie s particularly t o maternal an d child health , 
including ful l immunisatio n coverage , to family planning , t o 
environmental sanitation , t o communicable diseas e contro l an d t o 
nutrition -  in other words t o areas o f proven preventiv e effective -
ness. Th e system , o f course, must als o provide curativ e service s 
including hospitals , but suc h hospital service s a s are appropriat e 
for the countr y an d are not wasteful o f resources . 

Economic improvement s markedl y hel p health. Conversely , 
better health help s th e economy . 

It i s suggested tha t healt h i s not a  matter fo r healt h 
workers alone . Governmen t an d private inter-sectora l coordinatio n 
in health i s necessary, a s are a nutrition policy , adequate bu t no t 
excessive budgetar y suppor t fo r health, and facilities fo r staf f 
training an d staf f development. Existin g traditiona l healt h 

* formerl y Directo r o f Health Services , WHO regiona l office , 
Western Pacific . Thi s paper, printed with th e author' s 
permission, was presented fo r th e 197 9 Development Studie s 
Centre semina r series : ''The island state s o f the Pacifi c 
and India n Oceans : anatomy o f development", Australia n 
National University . 
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workers an d methods shoul d not be discarde d but thei r usefu l 
features an d communit y trus t utilised . 

Bulk purchasin g o f medicaments, vaccines, standardise d 
equipment, etc,, is proposed i n a framework o f technica l coopera -
tion between a  number o f small countrie s o r states. Trainin g o f 
health staf f shoul d als o be o n a cooperative basi s between coun -
tries, with state s possessing greate r resource s servin g a s trainin g 
areas fo r the more sophisticate d healt h categories . Appropriat e 
managerial an d health plannin g skill s shoul d b e developed an d a 
modest healt h statistica l an d informatio n syste m se t up fo r 
planning an d evaluation . 

The proposals ar e not made a s a rigid desig n but a s on e 
suggested way, with alternative s an d flexibility availabl e t o sui t 
country circumstances . 

WHAT ARE TH E HEALTH PROBLEM S AND CONSTRAINT S I N HEALT H 
CARE DELIVERY ? 

Countries with population s rangin g fro m a  few thousan d u p 
to a million o r s o face simila r problems o f small resources , 
limited health manpower an d problems o f access t o health car e 
facilities b y th e population. Thi s i s indee d th e case i n th e 
small islan d state s o f th e Pacifi c an d India n Oceans . 

The biggest cause s o f illnes s an d death i n the island s an d 
inmost developin g countries , large an d small , are thos e o f 
respiratory an d diarrhoeal diseases . Thes e ar e th e tw o mai n 
killers, particularly i n childhood. Othe r communicabl e disease s 
follow i n importance . Malaria , where i t occurs, is of grea t 
significance, aggravates th e health situatio n profoundl y an d 
causes major economi c problems . Malari a i n the Sout h Pacifi c i s 
confined t o Papu a Ne w Guinea , the Solomo n Island s an d th e Ne w 
Hebrides; i t does exten d int o th e India n Ocean . 

Significant bacteria l disease s ar e tuberculosis , leprosy , 
the main venereal diseases , meningitis, leptospirosis, tetanus, 
other clostridial infection s an d whooping cough . Th e pneumonia s 
and bronchopneumonias ar e include d under respirator y diseases , 
usually th e leadin g cause s o f mortality an d morbidity. Gastro -
enteritis, typhoid , an d th e diarrhoea l disease s a s a whole ar e 
the secon d larges t caus e o f mortality an d morbidity. Choler a ha s 
reached th e Sout h Pacifi c i n Nauru an d th e Gilbert Island s 
(Kiribati). 

Of the viral diseases , hepatitis, dengue, influenz a an d th e 
viral component s o f diarrhoeal an d respirator y infection s ar e 
important. Poliomyeliti s i s no longe r common . Rabie s i s not 
endemic i n the Pacific . 

Parasitic disease s ar e stil l important , with malaria fore -
most, followe d by filariasi s an d intestina l parasiti c infection s 
(ascaris, hookworm, amoebiasis) . Funga l infection s ar e frequent , 
but i n the main affec t onl y th e skin . Malnutrition , particularl y 
of the weaning perio d i s a common proble m a s i s anaemia i n women. 
Nutritional problem s ar e aggravate d b y parasitis m an d by infection s 
whether malarial, intestina l o r other . 
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The chroni c disease s ar e risin g markedly i n importanc e a s 
communicable disease s com e under contro l an d as th e populatio n 
ages. Thi s i s just sam e a s i n large r develope d an d developin g 
countries. Thu s heart disease , hypertension, cancer an d diabete s 
need increasin g attention . Diabete s i s particularly prevalen t i n 
Mirconesia an d Polynesia . Obesit y i s common. 

Mental illnesse s an d stres s syndrome s ar e not infrequent . 
The imag e o f the carefre e islande r i s a myth. Alcoholis m i s 
increasing but dru g abuse i s still comparativel y rare . 

Traffic accident s an d othe r injurie s ar e a  significan t 
cause o f hospital occupancy , deat h an d disability . 

Infant mortality rate s rang e fro m abou t 3 5 or 40 per 
thousand, t o 10 0 plus. Urba n infan t mortality rate s ar e bette r 
than rura l figures . Crud e deat h rate s rang e fro m 5  or 6  to abou t 
15. 

Birth rate s ar e generally stil l high , with a  young popula -
tion structur e an d a  high dependenc y burden . Annua l populatio n 
increases var y but ar e mostly abou t 2  per cen t o r above. Lif e 
expectancy i s rising, with femal e lif e expectancy , a s usual, 
significantly higher . 

Rural population s stil l make u p th e bulk o f the peopl e 
health service s must reac h but urbanisatio n i s increasing an d 
peri-urban slum s with marked healt h an d sanitatio n problem s ar e 
not uncommon . 

Environmental sanitatio n i s generally poor , with wate r 
supplies no t saf e an d excret a disposa l inadequate . Ai r an d water 
pollution, however, i n the smal l state s ar e no t ye t a  seriou s 
problem. Housin g standard s ar e variable bu t ar e generally no t 
conducive t o optimal health . Garbag e disposa l i s unsatisfactory . 
Vectors suc h flies , rats an d mosquitoes ar e problems, with mos -
quitoes th e most significan t diseas e carriers . Communication s 
are seriou s constraint s i n health services . Th e scattere d natur e 
of some island s group s makes healt h service s deliver y an d servic e 
design complicate d an d more expensive . 

A compact stat e with littl e nee d fo r se a travel an d not to o 
rugged a  geography ha s great advantage s ove r scattere d islan d 
groups. 

Roads, transpor t availability , shipping , telecommunication s 
networks an d administrative an d managerial capacit y ar e al l 
important factor s i n health servic e design . 

Educational level s ar e a  constraint, not onl y i n health 
personnel trainin g bu t th e educationa l leve l o f the mother i s 
probably on e o f the most importan t factor s i n child health . 
Cultural factors , community developmen t an d participation, womens' 
clubs an d womens ' interest s an d th e statu s o f traditional medicin e 
all influenc e healt h service s desig n an d capability . 

It i s within th e abov e socia l an d epidemiologica l background s 
that healt h car e deliver y system s an d thei r appropriatenes s hav e 
to be developed . 
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WHAT KIND O F HEALTH SERVICE ? 

The scop e fo r a private secto r i n health service s deliver y 
will be limited , particularly i n the smal l islan d state s an d i n 
those where a  significant middl e clas s has not yet developed . 
Basically, therefore, the health service s ar e government-supporte d 
and financed fro m genera l revenue , with variable fee s an d collec -
tion charges accordin g t o government policy . Suc h charges ofte n 
only resul t i n token revenue s an d the y sometime s d o not eve n cove r 
the cost o f collection. Healt h insuranc e scheme s ar e difficul t 
to administer i n small countries , though appropriat e attempt s ar e 
well worthwhile i n the large r islan d states . 

The most importan t decisio n fo r th e govenrment, considerin g 
the limite d resources , is the way i n which most benefi t ca n b e 
obtained fo r health money expended . A  conscious investmen t i n 
preventive medicin e an d public healt h i s essential. 

Health promotion , curative service s an d preventive service s 
are al l necessary an d have t o be integrate d int o a practica l 
whole. Curativ e facilitie s will alway s b e necessary , no matte r 
how efficien t preventiv e service s are , but th e money spen t o n th e 
costlier form s o f curative service s must b e carefull y gauged . 

Unfortunately, th e colonia l heritag e ha s emphasised th e 
monumental hospital , beloved als o by politicians becaus e a  plaqu e 
can be affixe d an d a s i t i s a visible symbo l o f "health " - or 
rather ill-health . 

Hospitals will alway s be needed. I t i s only th e typ e o f 
hospital an d th e leve l o f facilities tha t nee d t o be kep t i n tun e 
with resource s an d needs. 

Too many smal l countrie s spen d 7 0 per cen t o f their healt h 
budget o n curative facilitie s an d medicaments, particularly o n 
hospitals buil t i n an expensiv e fashio n throug h well-meanin g 
bilateral aid . Th e countrie s ar e the n saddle d with larg e runnin g 
and maintenance cost s fo r inappropriat e hospita l facilitie s an d 
the health budget ha s littl e lef t fo r othe r purposes. 

A primary healt h car e approach , with communit y involvement , 
is suggested an d thi s will be discusse d late r o n i n this paper. 
Traditional medicine , often deeply roote d i n the culture shoul d 
be not destroye d bu t utilised whenever feasible , discarding th e 
harmful, developing th e good, an d re-trainin g an d using tradi -
tional health workers. 

WHAT KIN D O F PREVENTIV E EMPHASIS ? 

Small state s shoul d concentrat e o n proven preventiv e 
measures. Th e followin g area s ar e suggeste d a s priorities. 

Environmental sanitatio n : saf e water supply , saf e excret a 
disposal, food contro l an d hygiene, reasonable housin g standards , 
sanitary garbag e disposal , disease vecto r control , pollutio n 
control where applicable . 
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Maternal an d chil d health preventive measures : 

(a) Th e fulles t possibl e immunisatio n coverag e fo r 
diptheria, tetanus, whooping cough , (DP T vaccine) , 
poliomyelitis (ora l vaccine) and tuberculosi s (BC G 
vaccination) -  this involve s th e availability o f 
vaccines o f proven effectiveness , managerial capacit y 
in scheduling coverag e an d follow-u p an d a cold chai n 
to keep th e vaccine poten t til l administered . 

(b) Nutritiona l guidanc e an d improvements ; healt h 
education. 

(c) Famil y planning , child spacing , prenata l 
services, prevention o f obstetric complications ; 
anaemia an d parasite control . 

Communicable diseas e contro l measures an d campaign s 
(malaria, filariasis, tuberculosis etc.) : practica l measures t o 
minimise diseas e introduction , i.e . "quarantine " services, and 
some epidemiologica l competence . 

Accident an d traffi c acciden t preventio n t o the exten t 
practicable. 

A degre e o f effort i n occupational health , as -appropriate 
to country conditions . Thi s extend s t o agricultural worker s an d 
is not confine d t o industry . Pesticid e an d other toxic substanc e 
control i s included . 

WHAT KIND O F HEALTH STRUCTURE ? 

Let us agree d tha t health i s too importan t t o be lef t t o 
the health professional s alone . 

There ha s t o be inter-sectora l collaboratio n an d support , 
with a  total governmen t an d community involvemen t i n health 
policy. Withou t bein g over-elaborat e fo r small countries , 
coordination fo r health i s needed fro m publi c works , education, 
agriculture, community development , labou r an d othe r relate d 
sectors. Whateve r economi c plannin g board o r finance ministr y 
exists shoul d be involve d an d shoul d be aware o f social need s an d 
not onl y economi c needs . Fo r many health problems, for exampl e 
in mental ill-health , i n malnutrition an d i n problems arisin g 
from high fertility , th e possible solution s ar e largel y outsid e 
the stric t healt h services , and social , cultural an d politica l 
efforts ar e needed t o supplement wha t healt h service s ca n do. 

A modest nationa l healt h advisor y counci l i s suggested fo r 
small countries , which advise s th e ministry o f health, and throug h 
him, th e cabinet. Suc h a  council shoul d have reasonabl y broa d 
government an d communit y (consumer ) representation . 

Let us als o agree tha t th e technica l skil l an d knowledg e 
of health worker s must b e augmente d b y a n adequate managerial , 
administrative an d logisti c capacit y o f the staf f and of th e 
health servic e a s a whole. 
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The structur e shoul d be capabl e o f responding bes t t o peri -
pheral, rura l demands . I t shoul d no t be overweighte d centrally . 
A minister o f health shoul d be th e political an d th e administra -
tive head. H e need no t be medically qualified . Ther e would b e 
a technica l hea d under th e minister, preferably medically -
qualified an d with publi c healt h orientatio n an d training . Th e 
subsequent structur e depend s o n the siz e an d other circumstance s 
of the smal l countrie s an d thi s need no t be described i n detail. 
There nee d no t b e a  strict divisio n int o curativ e an d preventiv e 
services an d i n small countrie s healt h administrator s shoul d b e 
as a multivalent a s possible an d not over-specialised . Ther e 
should be a  strong environmenta l healt h section , closely coordi -
nated with "publi c works" , clearly-defined responsibilit y fo r 
maternal an d chil d health includin g famil y planning , for communi-
cable diseases , for community nursin g an d fo r th e educatio n an d 
training o f health staff . Ther e ha s t o be adequat e decentralisa -
tion t o divisions and/o r districts . Ever y effor t shoul d be mad e 
to revers e th e usual tren d o f good acces s t o health car e i n urban 
areas an d poor acces s i n the periphery i n rural sectors . 

Primary health care , as interprete d an d adapte d t o eac h 
country's needs , provides thi s approach . I t i s no panacea, an d 
really i t i s only a  slogan fo r an approach, but i n essence i t 
means th e provision o f health car e o f an adequate typ e throug h 
primary healt h worker s wh o have t o be appropriatel y traine d bu t 
whose trainin g nee d no t b e o f lon g duration. Ther e must b e 
support for , and supervisio n of , such primary healt h workers an d 
there must be referra l possibilities . Ther e als o shoul d b e 
community involvement , with th e communit y havin g a  hand i n th e 
choice o f th e primary healt h car e workers an d ideall y sharin g 
the suppor t fo r him o r her i n collaboration wit h th e government . 
This could appl y t o thei r housing, part o f their salar y an d als o 
to the labou r componen t o f building health centres , water supplie s 
etc . 

I do not believe tha t i t i s practical t o ask communitie s t o 
shoulder al l th e financ e neede d fo r primary healt h care , but a 
reasonable shar e i s salutary . 

I have a  great belie f i n women power . I n most cultures , 
women's committee s concerne d wit h health an d socia l progres s ca n 
exert a  powerful influence . The y ca n achiev e more tha n th e 
health profession s b y themselves , particularly i n child healt h 
and family planning . 

The primary healt h car e worker need s a  means o f transport , 
whether a  horse, a bicycle, motor-cycle, car o r boat -  in othe r 
words, whatever makes sens e i n the circumstances . 

He o r she needs a  supply o f well-chosen essentia l drug s an d 
essential equipment . H e o r sh e needs adequat e housing , a simpl e 
but clea n health centr e o r sub-centre tha t ca n als o serv e a s a 
health educatio n an d demonstration facility , an d clear instruc -
tions. A  manual fo r primary healt h car e workers shoul d b e 
developed an d thi s must b e augmente d b y regula r supervisio n an d 
re-training. H e o r she needs t o know when t o call fo r help an d 
where t o call . The y nee d communication s means . H e or she shoul d 
get ou t int o th e communit y an d shoul d no t si t i n a health centr e 
waiting fo r patients. 
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No small country , or any countr y fo r tha t matter, can rel y 
predominantly o n doctors fo r health car e delivery. Leadershi p 
can be given by appropriately-traine d doctor s with a  broad out -
look, but doctor s will alway s be expensiv e t o train an d maintai n 
and will ten d t o avoid th e periphery . 

The peripheral staffin g basis shoul d be village healt h 
workers o r urban primary healt h car e workers with trainin g o f 
six months t o a year. A  degree o f literac y i s required . 
Re-trained traditiona l healt h worker s may be suitable . Suppor t 
and supervisio n wil l come fro m more highly traine d nurses an d 
midwives an d fro m medical assistants . Sanitatio n workers, partic-
ularly sanitarians/healt h inspectors , are needed t o support th e 
environmental sanitatio n effort s o f primary health car e staff . 

WHAT KIN D O F DRUGS/MEDICAMENTS ? 

Doctors prefe r a  wide choic e o f drugs an d lik e t o prescrib e 
widely -  though no t alway s wisely. Smal l countries canno t affor d 
large dru g bills an d larg e dru g inventories . 

The World Health Organisatio n ha s developed list s o f 
essential drugs , with flexibilit y fo r country circumstances . 
These drug s shoul d be bought b y generic nam e i f possible (i.e . by 
chemical substanc e rathe r tha n by proprietary name) . The v shoul d 
be bought i n bulk a s advantaheously a s possible b y smal l coun -
tries banding togethe r i n purchasing scheme s t o obtain bette r 
prices fro m reputabl e manufactures . 

Traditional drug s an d herbal medicines which ar e beneficial, 
or at leas t harmless, can be used. Th e loca l cultivatio n o f 
useful medicinal plant s an d thei r processing shoul d be encouraged . 

WHAT KIN D O F HEALTH CENTRE , EQUIPMENT AN D TRANSPORT ? 

This shoul d al l be a s appropriate an d simpl e a s practicable, 
and ther e must b e provision fo r maintenance. Equipmen t shoul d be 
standardised an d well-meaning donation s o f all kinds o f differen t 
equipment discouraged . I t i s realised tha t i s not alway s eas y t o 
look th e gift hors e i n the mouth. 

Shipping i s importan t fo r state s with scattere d islan d 
populations, particularly fo r thos e with limite d o r non-existen t 
air services . Whethe r ther e shoul d be a  medical shi p i s a 
question tha t ca n be answere d onl y by weighing al l factor s perti-
nent t o each country . I t i s expensive bu t fo r som e large r islan d 
groups i t may be necessary . 

Preventive maintenanc e ma y be a n unfamiliar concept , but i t 
is essential. 

In general, the most practical , uncomplicated level s o f 
buildings, transpor t an d equipmen t tha t will d o th e job shoul d b e 
looked for , always with maintenance an d cost-effectiveness i n 
mind. Ther e nee d t o be som e adequately-traine d technician s wh o 
can check an d maintain electro-medica l an d laborator y equipment , 
including X-rays . The y will no t be abl e t o do everything, but 
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they can do preventive maintenance , minor repair s an d at time s 
even major repairs . 

WHAT KIND O F HEALTH BUDGET ? 

While thi s must var y with th e siz e o f the countries an d 
other circumstances , such a s th e policy toward s fee s fo r medica l 
services and the country' s transpor t an d communicatio n facilities , 
it i s felt tha t 1 0 per cen t o f the tota l governmen t budge t fo r 
health would be a  reasonable approximat e yardstick . 

WHAT KIND O F HEALTH STAF F AN D WHAT TYP E O F TRAINING ? 

Doctors with trainin g appropriat e t o the country's circum -
stances an d a  public healt h orientatio n ar e needed fo r publi c 
health leadershi p an d fo r clinical/curative tasks . 

There i s no need whatever t o aim fo r th e doctor/populatio n 
ratios o f the so-calle d develope d countries . Whil e som e smal l 
Pacific state s have achieve d ratio s o f one doctor t o approximatel y 
2000 people, one docto r fo r 4000-5000 people ca n be quit e suffi -
cient i f other categories exis t t o take up som e o f the tasks. 
Much will depend o n the accessibilit y o f th e population. Scattere d 
smaller island s with smal l populations compoun d th e problem . 
Medical assistant s ar e importan t i n my view, and thi s does no t 
just appl y t o small islan d countries . Thes e ca n be traine d fro m 
scratch i n a two t o thre e year s cours e o r they can be develope d 
by giving nurse s additiona l training . Medica l assistant s ca n 
combine publi c health , clinical diagnosti c an d health promotiona l 
(health education ) roles . The y ar e a  supervisory echelo n fo r 
village health workers. On e medical assistan t fo r about 1,50 0 t o 
2000 o f the population, depending o n circumstances, could b e 
aimed for . 

Nurses an d midwives ar e familia r categorie s o f grea t 
importance an d impact . The y ar e usually th e rea l "wor k horses" 
of the servic e an d ar e no t ofte n given sufficien t credi t an d goo d 
enough conditions . The y shoul d have a  community orientation , no t 
only bedside skills , and shoul d be traine d locally , and not onl y 
in a hospital setting . Nursin g aide s o r simila r auxiliar y cate -
gories with shorte r trainin g ca n be very useful . 

The basic periphera l workers , village healt h workers o r 
urban health workers ar e perhaps th e most basic i f adequatel y 
selected, trained an d motivated an d i f they have communit y 
support. Trainin g o f six months t o one year, carried ou t locally , 
with goo d supervision , suppor t an d re-trainin g i s proposed. Th e 
aid post orderl y i n Papua Ne w Guinea i s a good example . Educa -
tional standard s nee d no t be high but a  degree o f literac y i s 
most useful an d som e basic ide a o f a scientific approac h t o health. 

Well-trained an d practical sanitarians/healt h inspector s 
who ar e willing t o get thei r hands dirt y ar e worth thei r weigh t 
in gold. On e t o three years trainin g i s required, depending o n 
the standard sought . The y shoul d be supporte d by basic environ -
mental workers o f littl e forma l trainin g who ca n help the m a t 
village leve l eve n o n a part-time basis . Specialise d sanitar y 
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engineers ar e most importan t peopl e bu t thei r full-tim e employmen t 
is usually no t feasibl e i n the smal l islan d states . A  pharmacis t 
and pharmacist assistant s ar e needed. Assistan t pharmacists ' 
training ca n be carrie d ou t i n some o f smaller countries , but th e 
training o f full-qualified pharmacist s usuall y require s developed -
country facilities . 

Dental service s ca n be given by a  very smal l cadr e o f quali-
fied dentists supporte d b y dental assistants , dental hygienist s 
and, as required , denta l technicians . 

Radiographers, laborator y technicians , physiotherapists an d 
nutritionist ma y al l be needed , but fo r very smal l state s flexibl e 
multivalent worker s ca n carry ou t som e o f these function s 
adequately. A s a n example, nurses o r nursing assistant s ca n 
carry ou t som e laborator y examinations , some X-ray technica l wor k 
and eve n som e physiotherapy . Medica l assistant s an d nurses ca n 
help nutritio n education . 

All healt h workers can , and should , be health educator s bu t 
one o r two health professional s shoul d have specia l trainin g i n 
health educatio n technique s s o they ca n pass thes e o n to thei r 
colleagues. A s fo r the clinical areas, most countries , unless 
very small , will nee d som e "specialists" ; some o f their doctor s 
should a t leas t b e traine d i n priority area s eve n i f they canno t 
be terme d "qualifie d specialists" . Thes e priorit y area s ar e 
internal medicine includin g cardiolog y an d chest diseases , general 
surgery an d orthopaedics , paediatrics, obstetrics an d gynaecology , 
and anesthesiology . Th e secon d priorit y perhap s ar e ophthalmology , 
skin diseases, ear nose an d throat , psychiatry an d pathology . 
More "rarefied " specialtie s lik e neurology, neurosurgery, gastro-
enterology, urology, endocrinolog y ca n usually onl y be covere d 
by visiting specialist s throug h collaboratio n fro m othe r countries. 
Even th e secon d prioritie s an d som e o f the firs t canno t alway s 
be met fro m indigenou s resources , but ther e coul d be a  pool o f 
specialist resource s commo n t o tw o o r three state s i n collabora -
tion. Ther e will alway s be cases where th e transfe r o f patient s 
to countries with greater facilitie s will have t o be considered ; 
this i s an expensiv e exercis e bu t a t time s unavoidable. A s state d 
before, th e public healt h administrator/medica l office r need s a 
public healt h qualificatio n wit h a  reasonable groundin g i n epide-
miology an d communicable diseas e control . H e shoul d als o hav e 
sufficient managemen t skill s t o help his staff . Ver y importantl y 
for health services , there have t o be people with managerial an d 
administrative skills , such a s hospital administrators , suppl y 
officers, etc . 

Health informatio n an d statistic s ar e needed fo r feedbac k 
and fo r evaluatio n an d planning efforts . Ther e shoul d b e countr y 
health programming , eve n fo r smal l states , and som e health plan -
ning skil l availabl e withi n th e health administration . 

A qualifie d healt h statisticia n ma y be a  luxur y an d i s rarel y 
found i n the islan d states , but a  man with a  good head fo r figure s 
and a well-organised clerica l min d will d o nicely an d can lea d 
the neede d healt h statistic s section . 
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WHERE SHOUL D HEALT H STAF F B E TRAINED ? 

It i s clearly uneconomical an d virtually impossibl e fo r 
small state s t o trai n all thei r health workers within thei r bound -
aries . 

The onl y practical solutio n i s for on e o f the large r develop-
ing countries i n an area t o provide facilitie s fo r basic an d som e 
post-basic trainin g with suppor t fro m th e other countrie s i n a 
Technical Cooperatio n amon g Developing Countrie s (TCDC ) approach. 

Fiji i s a good exampl e i n the Sout h Pacifi c wher e th e Fij i 
School o f Medicine train s doctors , dentists, laboratory techni -
cians, health inspectors , radiographers an d other s fo r most o f 
the area . Fij i ca n als o provide som e bost-basic training . Peri -
pheral healt h workers, nurses, midwives an d possibly medica l 
assistants shoul d have thei r basic trainin g locall y wheneve r 
feasible. 

For specialise d trainin g on e will have t o use facilitie s i n 
developed countries , provided the y are appropriat e an d flexible . 

Whether th e trainin g o f doctors an d dentist i s at universit y 
level o r at diplom a leve l i s to me immateria l bu t th e prestig e 
aspects ar e recognise d an d the pressures ar e fo r degrees an d thei r 
recognition "internationally" . Th e brain drai n awa y fro m smal l 
states i s unfortunately rea l and seriou s but ther e ar e no read y 
answers tha t full y respec t huma n rights . 

The ai m shoul d be t o practise scientifi c medicin e withou t 
frills an d over-elaboration . Thi s will requir e a  leve l o f diagnos-
tic an d laborator y service s tha t i s reasonable bu t no t over -
sophisticated. Self-relianc e shoul d be aime d fo r as far a s 
possible. "Scientifi c medicine " however doe s no t exclud e th e 
helpful contributio n traditiona l medicin e ca n make. 

GENERAL COMMENT S 

Hard a s i t may seem , smal l state s must cu t thei r clot h 
according t o thei r resources . Tha t i s not alway s a  health disad -
vantage. "Over-doctoring " an d "over-medication" , s o commonl y 
found i n the "developed " world, can be damaging an d counter -
productive . 

Let me sa y i n conclusion tha t thes e outline s an d proposal s 
should i n no way be looke d a t as a rigid mould. I  believe th e 
outline t o be workable, and much o f i t exists now o r i s being 
developed. I t fits i n with th e guiding principle , namely, acces s 
to appropriate, hopefully effectiv e healt h car e fo r all, health 
care without frill s an d prohibitive cost . Ther e will neve r b e 
"health fo r all" and slogan s tha t impl y thi s shoul d no t be mis -
understood. Ther e ca n however be acces s fo r all t o appropriat e 
health car e an d help an d dignity i n pregnancy, childbirth , illnes s 
and i n the inevitabl e termina l phase s o f life. 

There ca n an d must als o be a  great reductio n i n preventabl e 
illness an d death. Th e technolog y fo r thi s exist s an d i t can be 
made applicabl e t o available resources . 
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It shoul d no t be tolerate d i f what i s available toda y i n 
appropriate healt h technolog y i s not applie d an d accessible . 
Countries however ca n fin d thei r ow n way tha t suit s the m best i n 
health servic e design , within th e above technica l consideration s 
and their ow n constraints . 

Some, with alread y considerabl e healt h personne l resource s 
and no great geographica l problems , may no t op t fo r villag e 
health workers o f shor t duratio n training . Other s may no t agree, 
for various reasons , including professiona l conservatism , t o a 
medical assistan t category . Alternative s ca n be found . Le t u s 
however no t jus t carr y o n inappropriat e transfer s o f health car e 
patterns tha t d o not work well , ar e increasingl y expensiv e an d 
which den y socia l equit y an d health acces s t o those tha t nee d 
them most. 
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