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STUDY GROUP ON

COORDINATION OF MEDICAL CARE IN LATIN AMERICA

with special emphasis on the

RELATIONSHIPS BETWEEN SOCIAL SECURITY MEDICAL PROGRAMS

AND THOSE OF MINISTRIES OF HEALTH OR OTHER GOVERNMENT HEALTH AGENCIES

FINAL REPORT

INTRODUCTION

The Study Group jointly convened by the Pan American Health Organi-
zation and the Organization of American States to discuss the coordination
of social security medical care and that provided by Ministries or other
government health agencies met on 12 July 1965, at 9:00 A.M., in the
Conference Room of the Pan American Sanitary Bureau.

The meeting was opened by Dr. Abraham Horwitz, Director of the Pan
American Sanitary Bureau. In welcoming the participants, he reported that
in approving the convocation of the Study Group "the Council had in mind the
moral obligation of the health administrator to provide timely services at
the lowest possible cost and of the highest possible quality, invariably
considering the individual as a member of a family and a component of
society, who is exposed to environmental risks and whose adaptation to its
contingencies is shown in health and sickness." The Director went on to say
that "public and private agencies, the social security institutions among
them, are under the obligation to adapt their functions to the natural
history of the biological processes of human beings, in which the swings
of health, sickness, and disability are expressions of the continuity of
their life cycle and correspond to the preventive, curative, and social
activities" that should be carried on by institutions responsible for
health care.

Finally, Dr. Horwtiz posed several questions for the Study Group
to examine: "Does the existing lack of coordination between social security
medical services and those of the Ministries of Health depend merely of
conventional reasons derived from the absence of a legal definition of each
one's field of activities, or does it on the contrary have deeper roots
in the economic and social process characteristic of the developing
countries?" "How can the S ate be helped to comply with its obligation to
provide health care so far as possible for the entire community and to
coordinate its available resources in an over-all fashion?" Dr. Horwitz
concluded with thanks to Dro Jos6 A. Mora, Secretary General of the Orga-
nization of American States for the understanding with what that Organiza-
tion had entered into joint sponsorship of this meeting.

Mr. Beryl Frank next spoke, representing the OAS Secretary General.
After relating the various stages through which the OAS and the PASB had
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passed in this cooperative task on its attempt at coordination of medical
care "particularly between the two major suppliers of such services, the
Ministries of Health and the social security agencies." He ended by say-
ing that "we are all aware that this is a historic moment, which I hope
will initiate a new phase in the relations between the Ministries of Health
and the social security institutions."

Dr. Carlos Andrade Marin was elected Chairman of the Study Group,
and Dr. Nelson de Moraes, Rapporteur.

Dr. Rene Garcia Valenzuela, Secretary of the Study Group, indicated
the methodology anticipated for the meetings of the Group and announced
its frame of reference, which is as follows:

FRAME OF REFERENCE

1. To examine the current relations between the medical care or
other services of the Ministries of Health and those of the
social security agencies.

2. To recommend procedures for obtaining a better knowledge of the
problem that will enable the countries to strengthen and im-
prove their local and national health services and will make
it possible for the PAHO and the OAS to establish organization
and methods capable of providing effective assistance in this
field under request of countries.

3. To propose measures for promoting better coordination of the
medical care services of the Ministries of Health with those
of social security or other agencies, and of all these with
the basic health services, through effective, integrated plan-
ning of the health sector.

Dr. Alfredo Leonardo Bravo, Special Advisor, announced the Agenda
and the program of work, succintly explaining the approach to the problem
taken in the Working Document previously distributed to the members of the
Group. In this document, after a review of theoretical aspects and of in-
ternational agreements on health care, the current situation in various
Latin American countries is reviewed. Various attempts at coordination or
integration of services are mentioned, as is the place of health and so-
cial security in the planning of development, now being practiced more and
more by the countries of the Hemisphere. After examining the apparent
obstacles to coordination between the social security medical services and
those of the Ministries of Health, it closes by suggesting several methods
that might promote greater coordination in a plan with successive steps
adapted to the varying stages of development of the respective health care
services.

The Study Group examined the working document carefully and
thoroughly, and reached the conclusion that it focuses properly on the basic
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concepts of the problem and stresses its major aspects, that it describes
faithfully the current situation in Latin America, and that it proposes
valid methods for remedying the lack of coordination among the institutions
that provide medical care. The Group therefore adopted the recommendations
and suggestions as its own and decided to include the entire document as
an annex to the present report.

The Group also agreed to call the attention of the sponsoring orga-
nizations to the following additional points discussed, which are analyzed
in the subsequent pages of this report.

I.o Historical review of the obstacles that have impeded proper
coordination.

II. The concept of coordination.

III. The planning of development.

IV. Coverage of social security medical benefits and standardization
of their plans.

V. Manpower.

VIo Costs and financing.

VII. Design of the survey.

VIII. Other recommendations

I. HISTORICAL REVIEW OF THE OBSTACLES THAT HAVE IMPEDED PROPER COORDINATION

The members of the Group kept in mind that, although coordination
among the various public and private facilities providing medical care for
the health care of different community groups has been a long-standing
concern of the Governments, it became of prime importance after the
approval of Resolution Ao2 of the Charter of Punta del Este, which mentioned
medical care as one of the basic elements in Latin American economic and
social development. Unfortunately, no representatives of social security
were present at Punta del Este.

The result was that the statements contained in Resolution Ao2
were very general in nature and did not take into account the influence
of social security on socioeconomic development. Further, the agreement
seeks greater attention to an improvement of services, but contains no pro-
vision on what is regarded as fundamental--the need for close cooperation
among the organizations responsible for community health care.
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The group believed it advisable to draw attention to a frequently
observed circumstance: in many countries there is lack of coordination
not only between Ministries of Health and social security agencies but
also among different departments within the Ministries or the agencies in
their dealings with one another. The consequence of this lack of collabor-
ation and understanding among various government organizations is disinte-
gration of the health sector, which is being planned in a partial way by
subsectors, each ignorant of or in conflict with what the others are doing.

In addition, the Group thought it appropriate to state that it
would be most advantageous to promote coordination not only among the var-
ious organizations responsible for medical care at the national level but
also in the technical assistance provided by international organizations,
which do not always uphold the same principles or apply the same methods.

It was recognized that a major reason for the current lack of
coordination lies in historical evolution. In most of the Latin American
countries social security antedates the establishment of the Ministries of
Health, and both were preceded by the "beneficencias", which had tradition-

ally given medical services to the indian population and the destitute since
colonial times. Social security was initiated, under the inspiration of
European countries, with a strictly curative orientation--that is, toward

the diagnosis and treatment of illness. The Ministries of Health, on the

other hand, influenced chiefly by U.S. concepts of public health, devoted
themselves for a long time to the preventive aspects and to environmental
sanitation, and only later became aware of their obligation with respect
to curative activities. In so doing, they have established a relationship
with or have absorbed, as the case may be, the facilities of the "benefi-

cencias", thus taking on a whole tradition of medical care offered from
the charitable standpoint. This has brought about institutional prejudices,
the basis for the current lack of understanding and coordination.

For their part, the medical services of the social security agencies
developed in widely varying fashion in the different Hemisphere countries.
While in some they preceded economic benefits, in others they were put

off until the institutions acquired enough capital to consider them. In
countries where the social security agencies gave prominence to medical
care, building hospitals of their own and organizing high-quality services,
it quickly became modernized and its material, economic, and professional
resources have reached levels of effectiveness with which the Ministries
can hardly compete. In such cases, coordination is rather difficult. In
other countries, where medical care by social security agencies developed
more slowly, without the organization of separate facilities, coordination
has come about almost spontaneously, since social security, having no
hospitals, had to buy services in suitable places--that is, in Ministry
or "beneficencial" hospitals. The case was also mentioned of a country in
which Ministry hospitals were transferred to a social security agency,
which introduced changes in them that resulted in extraordinary progress.
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Some members of the Group expressed the opinion that rather than
start by promoting integration through legal compulsion, which is usual-
ly resisted, it might be better to work for practical coordination in the
field, especially in the places or environments best suited for this step,
such as small cities or certain communities in the rural sector.

Also mentioned was the fact that it is necessary to bear in mind
the different situation in countries with a federal form of organization,
where the central government has only standard-setting powers and the
executive authority rests with the states.

Finally, it was suggested that coordination can be reached by
means of the extension of social security coverage.

The Group agreed that one of the greatest obstacles to proper co-
ordination is the fear, both in the beneficiary unions and in the social
security authorities, that the funds collected in dues might, in a coordi-
nated system, be used for different purposes or to make up for the deficit
incurred by Ministry of Health facilities. It was therefore said that the
solution should lie in effective integrated planning through which all
services would be adequately financed. This would eliminate the fears and
would create a better attitude toward the coordination of services, since
the single, common objective is the well-being of the individual as a
member of a community.

II. THE CONCEPT OF COORDINATION

The meaning of coordination and of interation, and the distinction
between them, were discussed at length. The consensus was that most of the
Latin American countries are not yet ready for the integration of serv-
ices--by which is meant total administrative and financial unification--
which can be regarded only as a long-range ideal.

The Group took cognizance of the fact that the PiAHO prefers to
speak of technical integration of preventive and curative activities and
of administrative coordination as an element of intra-and interinstitutional
cooperation.

The Group ended by deciding that for purposes of the topic under
discussion, coordination should be taken to mean orderly methodical ar-
rangements for the use of all the available manpower and material resources
in the various public and private health care institutions.

With the concept thus delimited the Group agreed that its objec-
tives should be as follows:

a) To bring about rational use of the available resources by the
various institutions in the health sector,

b) To indicate ways of getting the best possible return on the
available resources, and
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c) To have future investments and contributions be proportionate
to the needs, in order to ensure their full utilization.

The advantages of coordination seem obvious in the light of these
objectives, and it is apparent that the principles of efficiency and economy
would came into their own if the scanty resources at the disposal of the
institutions and the countries were used to the full and made available to
the largest possible number of persons.

The simplest way of achieving coordination is the orderly use of
resources and systematic implementation of activities at the local level,
particularly in small rural communities. The Group recognized, however, that
this local coordination can hardly be successful unless at the same time
there is coordination of aims at the national level, through which the various
participating institutions decide to unite their efforts while maintaining
their administrative individuality and financial independence.

Coordination can also be achieved through the measures adopted for
a specific campaign to control a particular disease or for dealing with
an emergency or a large-scale disaster. In such cases, a program with well-
defined objectives and quite precise operating procedures can easily be
financed jointly by the institutions and put by agreement under a single
command. It is also possible to coordinate the use of physical resources
(hospitals, health centers, and so on) and of such equipment as laboratories
X rays, laundries, dietary services, and so on.

One of the greatest obstacles to the achievement of coordination
of activities in the field is the shortage, and at times the lack, of
trained personnel. The Group recognized that it would be advisable for the
various institutions and Ministries to coordinate efforts on in-service
training courses to overcome this deficiency.

A coordination plan could be applied through the establishment of
central and local coordinating committees, on which the sectors concerned
were represented. It is important to guarantee that each agency will retain
its independence and its individual personality and to assure each that
it will not be hampered in complying with its legal obligations and its
own purposes.

III THE PLANNING OF DEVELOPMENT

It was the unanimous consensus of the Group that health is a single
problem and constitutes a whole that should be planned integrally at national
scale.

With respect to this, it was noted that in several Latin American
countries the health sector is not represented on the planning boards at
the presidential level, and that in others it is split into subsectors
that make their proposals independently and compete for authority and
financing within the same field. The Group recognized unreservedly that the
incorporation of the health sector into the national planning of economic
and social development should be considered the means of solution and
the channel of access to the highest level, and at the same time the best
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source of intra- and intersectorial coordination° A national development
plan amounts to a permanent law under which each element is given a spe-
cific weight and value; as long as this has the Government's decisive
financial and political support, as it must in order to prosper, serves as
a guide to technicians in the various sectors. Every effort should be made
to enable the health administrator to participate in the planning at the
highest level, for there is no question that the maintenance of health
depends on a number of nonmedical factors and that medical programs in turn
have an impact on the success of other development factors. Illustrations
are agricultural extension programs, which must meet nutritional needs by
producing protective foods in accordance with the dietary demand of the
community; housing programs, which must be supplemented by sanitation
measures, such as drinking-water supply and garbage and excreta disposal
that contribute unequivocally to eliminating disease and reducing mortal-
ity; the establishment of new industries, which must be accompanied by
hygienic measures for lighting, ventilation, control of atmospheric pollu-
tion, and so on to prevent accidents and occupational diseases; and road-
building,which makes possible the transport of sick persons and the concen-
tration of medical resources in large regional hospitals, well equipped
and capable of providing high-quality medical care°

The Group recognized fully that all these plans, which are not
part of the health sector as such and are not in the hands of the medical
profession, nevertheless have an undeniable impact on the presevation or
loss of health and are therefore of great significance to the adminis-
trator of health services, who cannot evade his responsibility to pose the
problems and contribute with his knowledge to the preparation of the
plans. The Group also believed that regular contact among all the sub-
sectors of health, and between these and other sectors of economic and
social development, will be very helpful in establishing better working
relations between the Ministries of Health and the social security agen-
cies, and that this joint work will gradually promote coordination and some
day even, it is to be hoped, integration.

The Group noted the existence of resources and fellowships for
training health technicians in planning methods; it recommended that these
resources, which until now have been reserved for Ministry officials, be
extended to social security administrators, since learning together and
obtaining similar knowledge can also contribute to coordination.

In conclusion, it was stated that the planning of the health sec-
tor will reach its full development and usefulness only when it is carried
out in close correlation with, and as an integral part of, a national
plan for economic and social development. Efforts at health planning in
countries that do not have a national development plan have had limited
and debatable success.
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IV. COVERAGE OF SOCIAL SECURITY MEDICAL BENEFITS AND STANDARDIZATION OF
SYSTEMS

In accordance with the information available, the Study-Group
observed that the percentage of the population covered by social security
medical care in the Latin American countries is very low in relation to
the total and to the working population, and that the ideal of extending
coverage to the entire population must be carried out in stages connected
with the successive steps in the planning process.

Universal coverage is an ideal that cannot be attained quickly,
since there are rural masses and large indian groups that are outside the
countries' political and social structure and are not reached by the
public services. At the moment it is difficult to get medical care serv-
ices to them. Furthermore, these are destitute populations unable to buy
medical services. The Group agreed, however, that despite the great dif-
ficulties foreseen the incorporation of these sectors into social secur-
ity systems is essential for reasons of solidarity to guarantee them
health, so as to make them a factor in work and in social progress. To do
this, financing systems have been devised--for example, an assessment paid
by estate owners per capita on the people living on their land, or a tax
on land that will pay the social security charges for the farm workers
who cultivate it.

The Group considered it essential to take steps toward incorpor-
ating the rural people into social security, and believed that this
could be brought about only through agrarian reform as part of economic
development, with the medical care institution receiving from the agrarian-
reform administration sufficient financing to meet the medical care needs
of farm workers in successive stages as they change from consumption
factors to production elements.

For the same reasons as were given above, the Study Group believed
that the Latin American countries are not at present, and probably will
not be in the near future, ready for national health insurance along the
lines of Great Britain or other highly developed countries.

It was recognized, however, that steps should be taken toward
standardizing the assessments and benefits of the various social security
systems and, whenever possible, toward unifying them into a single insti-
tution for all wage-earning groups.

The process of unification is not easy; it is resisted by the most
influential and longest-established social security agencies, which are
usually the best financed. Some labor groups have enough political power
to maintain or obtain their independence and enjoy social security systems
providing larger benefits than those of other groups. It was said that
in order to facilitate the unification process some agreement should be
sought whereby all social security agencies would use the existing facil-
ities without regard to who owns them. It was recognized, however, that
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standardization of benefits and activities is really the best path toward
unification of the social security systems and their coordination with the
Ministry of Health. A rise in the quality of benefits was also said to
be a good incentive toward the acceptance of unified service by all the
beneficiaries. Finally, it was said that uniforms and adequate staff sal-
aries also contribute significantly to unification of the different
systems.

The Study Group thought it appropriate to call upon the countries
to avoid at all costs continuing the unnecessary diversification and sub-
divisions of the present social security agencies.

The Study Group noted that some labor sectors in various Latin
American countries oppose any attempt at coordination or unification,
viewing it apprehensively as plunder of property they consider their own
and of acquired rights that they may feel would be limited if incorporated
into broader systems in which their own services would lose their person-
ality and independence.

As means of solution the following were suggested:

a) Standardization of benefits in the various agencies,

b) Coordinated action in sectors not now covered, such as rural
communities,

c) Inclusion of families in medical benefits,

d) Better utilization of the available installed capacity,

e) Joint building of future health facilities in areas not now
covered.
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V. MANPOWER

The Study Group examined the shortage of physicians and other
trained professionals and technicians for medical care services and the
poor distribution of this personnel, which is concentrated mainly in the
large urban centers. Though the personnel shortage in itself cannot be
regarded as an obstacle to coordination, the fact is that indirectly a
staff that is overworked and underpaid becomes a permanent ,element of
discord forever deciding to transfer to a better-paying institution.

The organized medical profession unquestionably has an interest in
this matter. The Group recognized a maladjustment in professional practice,
caused by the historical evolution of medicine from the personal to the
collective, from art to science, from generalism to specialism, and from
the individual to the family and, more recently, to the community. In this
maladjustment the physician, whose university education has been primarily
individualistic and has not prepared him to serve as a community leader,
feels that he has lost his old place in society and projects his disaffec-
tion into problems of pay. The Group agreed that the cooperation of the
medical profession is necessary to the health care function, whatever the
public or private organization or the system that dispenses it.

The experience of the medical profession in many European countries
and some in America would seem to indicate that the conflict affecting
physicians tends inevitably to be resolved contrary to their interests.
For this and other reasons, the newer generations find themselves faced
with an accomplished fact that they can do nothing about.

Some members of the Group commented that in the struggle for a
better remuneration system the physician is basically defending himself
against the single-employer situation entailed in an integrated medical
service and against the administrative burden that is also often involved.
It was said that sooner or later the physician will inevitably have to
realize that he must adjust his aspirations to the historical realities
of the society and the era in which he is to practice.

The Group recognized, however, that the chief motivation of the
physician and other professionals working in health services lies in the
professional satisfaction derived from attractive working conditions,
both in buildings, installations, and equipment and in the opportunity
to teach, study, and conduct scientific and social research. Whenever
the organization concerned is in a position to offer these favorable work-
ing conditions, there is a decline in demands for higher pay.

It was also agreed that physicians have little inclination
toward administrative tasks and will not accept bureaucratic control. This
attitude, it was said, can be altered only by training the newer genera-
tions in medical schools that teach the practice of medicine in a chang-
ing social environment, in which the doctor-patient relationship has been
replaced by the medical team-community relationship.
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The Group was unanimous in believing that it is essential to
promote a positive attitude on the part of the medical profession toward
the sociological aims of medical care services, and there was agreement
that a reciprocal interdependence exists between coordination of the
various services to permit better utilization of medical energies and a
satisfied medical body contributing to the general progress of coordina-
tion.

To promote this positive attitude, the following measures were
proposed:

a) Active and informed participation by physicians in the
formulation of health programs;

b) Continuing professional development and participation in
teaching and in scientific research;

c) Team medicine with obligatory exchange of knowledge and
experience among team members;

d) Adequate training in administrative problems;

e) Rotating and voluntary medical audit;

f) Guarantee of full-time work;

g) Uniformity of incomes and ranks in the state services and
those of social security;

h) Social benefits (vacations, service-benefit, pensions, and so
on);

i) Good buildings, equipment, and installations.

It was emphasized that the same comments as for physicians are
applicable to the rest of the staff and that a policy of coordination
of services between Ministries of Health and social security agencies
will similarly contribute to better utilization of the available manpower.

VI. COSTS AND FINANCING

Stress was laid on the need to make it clear that health is not
the only factor to be taken into account in the distribution of national
resources. However important health problems are only a limited part of
the gross national product or the fiscal budget can be assigned to it.
What is important is that the economic planners should understand the
scope of health plans and consequently give them due weight in harmonious
planning of the investment of public resources.
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The Group agreed that the trend toward constantly rising costs
of services could be braked by applying the concept of installed capacity
that is, through good utilization of resources to avoid the existence of
unused capacity, which artificially raises the unit cost of benefits. The
consensus was that administrative coordination could bring about better
utilization of and return on present resources, which would indirectly
reduce costs per unit. Coordination of personnel and equipment could also
help to lower costs.

The Group also recognized that the information available is in-
sufficient, and that the data are not comparable because there are no fixed
definitions to show precisely what the cost components are and what
quality of service is offered.

In this field, the Group agreed to make the following recommenda-
tions:

a) The first step is to obtain the maximum return on the avail-
able resources through technical-administrative measures that
enable manpower to be used to its maximum productivity and in
its proper function; to use hospital beds rationally, reducing
average lengths of stay and raising the index of occupancy
to optimum levels; and, finally, to organize patient intake,
appointments, and circulation in outpatient clinics in such
a way as to prevent waiting lists, crowds, and wasted time.

b) To promote the application of technical measures for the
protection and promotion of community health, in order to re-
duce morbidity and mortality and hence the demand for medical
care.

c) Only after the foregoing two measures have been adopted will
it be possible to learn the real magnitude of the problem
of imbalance between needs and resources and to calculate
objectively how much supplementary financing is needed to-make
up for the deficiencies In current resources. This financing
can be obtained through an extension of social security
coverage or through the national budget when the people's
financial capacity prevents their incorporation into social
security institutes.
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VII. DESIGN OF THE SURVEY

The Group was fully aware of the difficulties in the way of a
survey such as the Working Document proposes. It was noted in the first
place that, since this is a national survey with international assistance,
the participating governments should make a formal commitment that com-
plete data will be promptly supplied by all the pertinent institutions
and ministries.

Mention was also made of the need to use very precise defini-
tions so that the data collected from all the participating countries
may be comparable, particularly with respect to costs of services.

During the discussions of the Study Group it became apparent
that there is much too little information to make possible and objec-
tive analysis of the problem on a statistical and scientific basis. The
data to be gathered in the survey would be more or less as follows:

a) Resources available at present;

b) Comparative costs of services of the Ministry of Health
and the social security agencies and, separately, capital
investments and operating expenses;

c) Utilization of services, through an analysis of performance
output of hospital beds and outpatient clinics;

d) Population covered by social security agencies and by the
Ministry and/or other public services;

e) Proportion of the population with access to the existing
services;

f) Acceptance of the services provided, by the beneficiaries
and by the medical profession.

The Group was unanimous in believing that despite all the dif-
ficulties involved, every effort should be made to carry out this survey.

This Study Group or a similar one could advise the international
organizations, at future meetings or by correspondence, on the drafting
of the questionnaire for the survey. The following comments and recom-
mendations were made:

a) Formulation of the survey: At this preliminary stage it
would be useful to have members of the Group examine the
draft and give their opinion.

b) Definitions: These should be very precise, especially with
respect to medical care in general and to costs in particular.
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In relation to medical care, the need of a definition for
survey purposes is urged, and the PAHO working hypothesis
with respect to it as one of the basic services of a national
or local health program is suggested.

c) Sim:licity: The countries are rather tired of surveys. It
is desirable that this one should not be too laborious, in
order to expedite it as much as possible. In some countries,
it is noted, answers might be possible on only a certain
number of aspects of the survey which is no bar to its being
filled out on such points.

d) International cooperation: The OAS and the PAHO must active-
ly provide this, to make up for the shortage of national
personnel. An understanding between them will expedite replies
by the subsectors and overcome initial reservations. The
consultants should be carefully chosen for their technical
personality and spirit of synthesis and for their suitability
to a given country. It should be taken into consideration
that the survey contains a number of points involving sub-
jective analysis. There should be continuing contact between
the organizations and the members of the Group and by the
latter among themselves. The crude results of the survey
should be discussed first with the respective countries.

e) National personnel: The shortage and the absolute necessity
of prior training were recognized by all.

f) Countries that might be selected: The members of the Group
might be influential in their countries in ensuring the
success of the survey, since it involves a serious commit-
ment. Panama and Ecuador made initial offers.

g) Precision of terms: The designation for services and their
main functions must be standardized, and for this purpose
and others a glossary would be advisable.

h) Prior information available: There is a considerable amount
in original sources, There are special sources for interna-
tional social security institutions.
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VIII. OTRER RECOMMEMDATIONS

Besides the recommendations mentioned in each of the previous
chapters, the Group agreed to suggest the following:

a) That a continuing international effort be made, with the
cooperation of specialized organizations on health and social
security, to promote interest in these subjects and succes-
sive steps toward the coordination of medical care in Latin
Americao

b) That seminars be organized, in which employers' associations,
labor federations, and medical societies participate, to
inform them on the advantag"* of coordination of medical care
services.

c) That community organization at the local level be promoted,
in order to disseminate modern concepts of health care as
widely as possible and to seek intelligent cooperation in
the plans of governments or international organizations.

--- 0 ---

The Study Group held its closing session at 2:30 p.m. on 16 July 1965.
The-present report was read and unanimously approved. All members of the
Group expressed their pleasure at having been able to participate in such a

constructive meeting, and thanked the Director of the Pan American Sanitary

Bureau and the Secretary General of the Organization of American States for

having invited them; they also thanked the Secretariat personnel and advisers
for their help in successfully accomplishing their task.

Dr. Walter Sedwitz, Assistant Secretary of Economic and Social Affairs
(OAS) and Executive Secretary of the Inter-American Committee of the Alliance

for Progress (CIAP), who had been especially invited, attended the latter part

of the closing session. On behalf of both Organizations he expressed his
satisfaction that outstanding personalities in the field of social security
and high-ranking officials of the ministeries of health of various American
countries,had been able to attend the meeting to exchange ideas and recom-
mend measures designed to bring about a better coordination of medical care

in Latin America. That was a task to which all were devoted, a task of
economic and social development in the hemisphere.

He added that economic planning had always pointed to the need for
greater investments, on the ground that increased investments caused greater

production, and hence greater consumption, in other words, a higher level
of living for the people. The reverse procedure was currently being tested.
First, consumption targets for each country were established - targets which
necessarily had to be rather modest but did have to be both quantitative and
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qualitative - and next investments and production were matched with consump-
tion in its broadest sense - education, health, housing, food, and clothing -

to provide the people with hope for the future.

A conceptual motivation of that kind within the process of economic
and social development inevitably led to the integration of social planning
and economic planning, so that whenever one spoke of planning it meant

effective management. Economic and social development was a matter for the

governments themselves but the active and responsible participation on the
part of the people was needed so as to ensure that the leaders of each society

were drawn into the development of the country and to the political plans
of its government.

That was the clear and firm position of the Chairman and members of
CIAP, who had come to realize that it would not be possible to advance rapidly
in the attainment of the objectives without the active participation of the
peoples of Latin America and without the substantial cooperation of the min-
istries of health, education, housing, social security, and the others.
Finally the members of CIAP stood ready to cooperate with those present at
the meeting in any research that might be required. He thanked the Director
of the Bureau and his staff for the excellent organization of the meeting.

Dro John C. Cutler, Deputy Director, PASB, thanked Dr. Sedwitz for
coming to the closing session and for his stimulating words. On behalf
of the Bureau he also thanked the members of the Study Group for having so
freely given of their experience and knowledge. As Dro Sedwitz had said,
the meeting of the Group constituted the first step on the road to coordina-
tion between public health and social security services, which was the hope
of all who are interested in the economic and social development of the
peoples of the Americaso

Dr. Carlos Andrade Marin, the Chairman, closed the meeting at 5:00 p.om

on Friday, 16 July 1965.

Iii
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RELATIONSHIP BETWEEN SOCIAL SECURITY MEDICAL PROGRAMS AND THOSE OF

MINISTRIES OF HEALTH OR OTHER OFFICIAL HEALTH AGENCIES

Working Document

I. INTRODUCTION

Throughout history, all countries have had to face the social need
and the communal obligation to provide medical care for groups that are
economically weak--the indigent and the destitute. The Latin American
countries could not escape the same situation, and it was thus, in the
earliest stages of their history, that they opened primitive hospital
facilities. These were copies from the scheme then prevailing in Spain
and were intended chiefly to give relief and comfort to men wounded in
the wars of conquest and to victims of the various diseases that deci-
mated the armies. This was the start of the organizations called "Be-
neficencias," which originated in private initiative and philanthropy
and more recently have been coming under greater or lesser government
control as the rising cost of services made government subsidies neces-
sary and also as a result of the introduction of more modern medical-
social concepts, which gradually transformed the old purely charitable
focus to a more advanced one of social welfare.

The Industrial Revolution, which changed the European countries'
ways of life and stirred up their working masses, led to the establish-
ment toward the end of the last century, under the inspiration of
Chancellor Bismarck, of social insurance funds. Their purpose in the
new social structure was to compensate the worker and his family in
cash or kind when for reasons of illness, accident, disability, old
age, or death he lost his earning capacity temporarily or permanently.
Since the risks covered could in large part be eliminated or reduced
by means of medical care, medical benefits were naturally considered
the most effective means of returning to active life--that is, of res-
toring to production and reinstating the purchasing power of--those
who had become passive elements of this new industrial society strug-
gling for mastery in the concert of nations that until then had lived
mainly by agriculture and mining.

Once again the Latin American countries, which at that time were
fighting bravely to find their destiny in a world of dizzying change,
were sensitive to the influence of the old continent, hastily, adopting
a social insurance system, probably before they were quite ready to
assume the economic-financial and administrative responsibilities in-
volved. Along with it came its medical services. These have developed
very rapidly in the past 40 years, though differently in the various
countries, depending in large part on the existence and effectiveness
of other governmental or charitable medical services capable of ab-
sorbing all the new responsibilities imposed by a significant number
of workers who had acquired a legal right to receive medical care.
Organized labor demanded this right with the understandable vehemence
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of a new social class trying to acquire a personality of its own. No
one could deny the favorable influence of the social security funds
on the Latin American countries in promoting the construction of hos-
pitals and polyclinics and the organization of new services to provide
medical care to their members.

The natural course of progress and the appearance of new needs have
expanded the framework of social insurance activities toward what is
called, from a more modern standpoint, "social security"--that part of
a government's economic and social policy that, together with a wage
and full-employment policy, is designed to protect the working class
and their families against need, by means of a system of benefits to
re-establish the family's purchasing power by ensuring it a stable in-
come and to provide services, especially medical services, to protect,
promote, or restore the member's physical or mental health and thus
his productive capacity.

For their part, the Ministries of Health, in fulfillment of their
essential obligation to protect, promote and restore the health of the
members of the community--an obligation sometimes deriving from a
constitutional mandate that makes the health of the population a major
concern of the State--have adopted a policy of building hospitals, poly-
clinics and health centers. These organizations have been steadily ap-
proaching modern concepts about local health facilities offering
integrated medicine (preventive, curative and social) to all members of
the community. These services are provided through hospitals, peripheral
clinics, and other medical care centers that often bring to the citizens'
homes and places of work all the benefits not merely of diagnosis and
treatment but of a medicine that strives at a "health program," carried
out by a "health team" composed of professionals and technicians in
various fields. The services available should range from sanitary and
nutrition education, immunization and preventive examinations of healthy
persons to the diagnosis and treatment of illness and the rehabilitation
of the disabled.

The formulation and execution of health programs by the Ministries
and other public services has resulted from an important shift in
thinking, which largely originated in and developed from the whole
humanistic political and social movement that began at the end of the
last world war with the Charter of the Atlantic. This movement
developed a clearer design thanks to the progressive and continuing
activities of international organizations, whose technical and
specialized agencies have given to economic development and social
progress a world-wide scope as the basis for a happier life, free
from the fear of poverty, ignorance and sickness, and for a lasting
peace among nations.

This, briefly, is the historical background to the situation
regarding medical care found, with some variations, in practically
all the Latin American countries. On one hand there are services
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administered by the Ministry, trying to practice integrated medicine
with all the limitations imposed by lack of human and material resources.
Alongside, under a certain degree of control by Ministry of Health
authorities, are the public or private "beneficencias," the tradition
mission of which is and has been to give medical services to the indi-
gent and destitute services that, in the attempt to reach a scientific
level compatible with the progress of medicine, are becoming so costly
that they cannot survive without large official subsidies. Finally,
social security, following its own historical course and international
doctrines, has developed its own network of medical services with the
resources provided by its receipts, services designed to benefit its
members and therefore covering only a sector--sometimes quite a small
one--of the population exposed to the risks of sickness or death.

II. PRINCIPLES AND INTERNATIONAL AGREEMENTS

1. Orign of the present study and frame of reference

International organizations could not remain aloof from the problem
raised by the absence of coordination, the duplication, and at times the
competition among the various government agencies engaged in providing
medical services to the population within the context of public medicine.
The concern felt by those responsible at the ministerial level for the
administration of this public medicine has been expressed many times
within international organizations.

The problem was posed at a meeting of experts on social security
convened by the Organization of American States in April 1959 to ad-
vise the Inter-American Economic and Social Council on the establish-
ment of a long-range program in the field of social security. One of
the group's recommendations was that the OAS examine the relations in
its various member countries between the medical services provided by
social security agencies and other national medical services.

In accordance with this recommendation, the OAS decided to sponsor
a study of the medical care provided by various agencies in different
Latin American countries. The Pan American Sanitary Bureau, as the
specialized organization in health problems of the Americas, contributed
its technical experience to help set the terms of reference and select
the expert to conduct the study. It was carried out in five Latin
American countries: Brazil, Costa Rica, Chile, Mexico, and Peru. The
final report was published originally in English by the Pan American
Union, General Secretariat of the OAS,* and some of its observations
have been used in the present document. It was translated into Spanish
by the PASB and published by the Pan American Union in 1964 under the
title La Atencion Medica en America Latina.

Roemer, Milton I.: Medical Care in Latin America. Studies and Monographs
XV, OAS/PAHO, Washington, D.C., Pan American Union, 1963.
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This study constitutes a first step in the effort to clarify the
difficult problem of coordinating medical care services among the
Ministries of Health and the social security agencies. To continue
the examination of the problem on the technical level the General
Secretary of the OAS and the Director of the Pan American Sanitary
Bureau agreed to convene a jointly sponsored meeting of experts.

For theirpart, the participants in the Technical Discussions of
the XVI Pan American Sanitary Conference, held in Minneapolis in
August 1962, while recognizing the progress represented by social
security in coverage against physiological, pathological, professional,
and social hazards, expressed reservations concerning the high cost of
independent administration and operation, the discrimination between
insured and noninsured persons, the methods used in recruiting prOfes-
sional staffs, and the obstacles its autonomy placed in the way of ef-
fective, uniform technical management of health problems.

As a sequel to this, the Executive Committee of the Pan American
Health Organization, examining the proposed program and budget for
1965, at its 50th Meeting, held in Washington in May 1964, discussed
the relations between Ministries or Secretariats of Health and social
security agencies and stated the need for undertaking a study of a
problem that was assuming more and more importance. The discussions
resulted in the inclusion of the topic on the agenda of the XV Meeting
of the Directing Council under the title "Study of the Relationship
Between Social Security Medical Programs and Those of Ministries of
Health or Other Official Health Agencies."

During the XV Meeting of the Directing Council, held in Mexico
City in September 1964, the representatives of member countries gave
full range to their opinions on the basis of the working document
submitted for their consideration.* For reasons of space, the most
pertinent are summarized:

The battle of the various public services for funds is not equitable
at the highest level. There is a danger that the tangible results of
social security benefits will work to the detriment of the intangible
results of public health.

The only way to achieve balance is to establish a National Health
Plan, which will make it possible to set priorities and goals with due
consideration of national means and resources and of the fact that a
high proportion of the population needs cost-free benefits.

Pan American Health Organization. Document CD15/15 (16 July 1964).
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To insure this, it is advantageous to have only one authority
govern health policy throughout the country, and this function be-
longs constituionally to the Ministry of Health.

* . .

The foregoing is not to ignore the importance of the social
security services, which should be intensified: but relations bet-
ween them and the Ministries of Health should be increasingly closer
through coordination of all services, it being clearly understood
that coordinating is not submitting but living in freedom on the
basis of mutual aid.

Emphasis was placed, moreover, on the freedom the countries
should have to solve these problems in the manner best suited to
their interests, their resources, their legal structure, and their
characteristics. The Pan American Sanitary Bureau should be in a
position to help all countries that so request to accelerate and
facilitate coordination between social security and public health,
with the object of preventing waste of human, economic, and other
efforts, which in the long run hinders the necessary strengthening
of both programs.

The Director of the Pan American Sanitary Bureau, summarizing the
discussions, pointed out that the matter involves political, financial,
and instituional complexities it should therefore be handled cautiously,
with all the background material submitted to a purely technical Study
Group of persons experienced in social security and health and not of-
ficially representing the countries, which would examine all aspects of
the problem and formulate proposals on possible measures to promote this
coordination desired by all. The report of this Group would then be
transmitted to the Governments.

The Director of the PASB also said that some countries are following
a National Health Plan; others are thinking of incorporating all medical
benefits into the Ministry of Health; still others, in contrast, prefer
to coordinate local activities while preserving a certain institutional
separation at the central level; and others, finally, have decided
against undertaking any new construction of hospitals or health cen-
ters except as provided for in a national building plan.

As a conclusion to the discussions, the Directing Council adopted
Resolution XL (Annex I), which might be considered the frame of refer-
ence for the Study Group. The adoption of this resolution coincided
with the OAS decision mentioned above; thus two inter-American organiza-
tions have united their efforts to reach a solution to a problem that
is of increasingly urgent concern to their member states. Resolution
XL considers it essential to improve the procedures designed to achieve
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health planning, extend the coverage of health services, coordinate the
financing schemes, and integrate preventive and curative activities, and
states that the social security agencies are in a position to give assis-
tance in the preventive and curative programs of governmental agencies
responsible for serving the entire population, by expanding rates of
coverage.

The operative part envisages a continuation of advisory services
to the governments and increased coordination with other international
organizations. It goes on to request the Director of the Pan American
Sanitary Bureau to convene a Study Group to discuss the matter and
present its views to the Organization, which in turn will transmit
them to the governments.

2. The right to health

The Constitution of the World Health Organization states in its
Declaration of Principles that "health is asdate of complete physical,
mental and social well-being and not mere& the absence of disease or
infirmity" and also that "the enjoyment of the highest attainable
standard of health is one of the fundamental rights of every human
being without distinction of race, religion, political belief, economic
or social condition." Further on it adds that " governments have a
responsibility for the health of their peoples which can be fulfilled
only by the provision of adequate health and social measures."

These principles are of world-wide import, inasmuch as they have
been ratified by 125 member states of WHO that have officially accepted
its Constitution. The main aspects of this Declaration deserve to be
stressed, setting forth as they do, in precise and unequivocal terms,
the concepts and standards applicable to health care: (a) health is a
right of all citizens! (b) the concept of health is indivisible and
broad, (c) the right to health should be guaranteed by the State- and
(d) the measures taken by the State should be integrated and adequate
to the danger.

Previously, the International Labor Conference at its XXVI Meeting,
held in Philadelphia in April 1944, approved a recommendation on medical
care setting the objectives and the methods that should inspire and
govern the granting of medical benefits. The complete text of Recom-
mendation 69 is of the greatest interest, and it is therefore included
in this document as Annex I. Attention should be called to some of its
salient points, which are integrationist in outlook and confirm the
right to health in terms that are still significant and could be subscribed
to by all who have concerned themselves with the problem.

In its preamble the Recommendation refers to the Charter of the
Atlantic and, after recapitulating International Labor Office activities
in the fields of social security and medical care, recommends to all mem-
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bers that its principles be applied as rapidly as national conditions
permit.

Its operative part recognizes: (a) "The medical care service should
cover all members of the community, whether or not they are gainfully
occupied" (paragraph 8); (b) "A medical care service should meet the
need of the individual for care by members of the medical and allied
professions and for such other facilities as are provided at medical
insitutions with a view to restoring the individual's health, preventing
the further development of disease and alleviating suffering, when he is
afflicted by ill health (curative care); and with a view to protecting
and improving his health (preventive care)" (paragraph 1)' (c) "The
medical care service should be provided in close coordination with
general health services, either by means of close collaboration of the
social insurance institutions providing medical care and the authorities
administering the general health services, or by combining medical care
and general health services in one public service" (paragraph 43); (d)
'Where the whole of the population is to be covered by the service and
it is desired to integrate medical care with general health services,
a public service may be appropriate" (paragraph 10). In other words,
Recommendation 69 of Philadelphia recognizes the right of the entire
population to health and recommends the integration of preventive and
curative medicine and the coordination or unification of social security
medical care services with those of the Ministry of Health.

With respect to financing, it recommends that the cost of medicial
care services be met by payments from the insured and the employer and
that "the cost of the medical. care service not covered by contributions
should be borne by taxpayers" (paragraph 79). It also recommends that
when the medical care is provided by a public service, its cost be met
by public funds, but when the administration of the medical care ser-
vice is separate from the health services, a special tax (health in-
surance) be "reserved for the purpose of financing the medical care
service" (paragraph 87).

Finally, on the subject of administration, it says that "local
administration of the medical care services and the gpaeral health
services should be unified or coordinated within areas" and adds that
it would be advisable for all the services to be "administered properly
by one area authority" (paragraphs 104 and 105), so that the principle
of regionalization and unification of activities at the local level is
amply recognized.

For its part, the General Assembly of the United Nations adopted
and proclaimed on 10 December 1948 the Universal Declaration of Human
Rights, which states in Article 25, section 1: "Everyone has the
right to a standard of living adequate for the health and well-being
of himself and of his family including food, clothing, housing and
medical care and necessary social services and the right to security
in the event of unemployment, sickness, disability, widowhood, old
age, or other lack of livelihood in circumstances beyond his control.
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This Declaration manifesta once again the basic concepts that have
been mentioned--that is, the right to protection through the coordination
of medical and social activities with the purpose of raising the living
standard of individuals, which in the last analysis is the ultimate goal
of all these programs, both in health and in social security.

This striking correspondence of ideas and proposals among the leaders,
statesmen, and sociologists who contributed with their thought to the for-
mulation of this social policy, of which medical care and health are an
integral part, could not be passed over without comment.

In short, the Charter of the Atlantic (1943), the Recommendation 69
of Philadelphia (1944), the Constitution of WHO (1946), and the Univer-
sal Declaration of Human Rights (1948) all, in one form or another,
defined in clear and harmonious terms the principles that should inspire
the countries' medico-social activities as a sure guide toward the achieve-
ment of the ideal shared by health services and social security services,
i.e.--the highest degree of health and social well-being for all persons,
without discrimination.

In the American Hemisphere, the same tendencies have been expressed
in the Charter of the Organization of American States, in Operation Pan
America, in the Act of Bogota, and finally, to their fullest extent, in
the Alliance for Progress and the Charter of Punta del Este. Because
of the importance of this last document, its Resolution A.2, which con-
tains the Ten-Year Public Health Program of the Alliance for Progress,
appears as Annex III. The part of the resolution dealing with medical
care recommends that measures be taken "for giving increasingly better
medical care to a larger number of patients, by improving the organiza-
tion and administration of hospitals and other centers for the care and
protection of health" (paragraph 2.5 (5.)o To achieve this and other
objectives, the Charter recommends, among other measures: (1) the
preparation of national health plans; (2) the education and training
of health professionals; (3) improvement in the organization and adminis-
tration of services by combining the functions of prevention and cure;
and (4) the promotion of scientific research in the prevention and
treatment of diseases.

This set of agreements and recommendations cited shape a Hemisphere
policy the basic element of which is the total concept of health care
as a right and the idea of regionalization of local health agencies--
that is, hospitals and health centers. To this is added a methodology
based on planning supplemented by organization, the training of person-
nel, and scientific research so that the best and most recent knowledge
available can be promptly applied.

Inspired by this Hemisphere policy, the Ministers of Health of the
Americas, meeting in Washington in April 1963 under the joint auspices
of the Organization of American States and the Pan American Health Or-
ganization, made the following statement on the subject under examination:
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"The ministries of health should take steps to secure the legal and
institutional instruments required for the effective coordination of
the planning and executive elements responsible for preventive and
curative services of the State, as well as coordination between these
and private, semiautonomous, and autonomous organizations providing
health services of any type. The aim is to incorporate the medical
care activities of those institutions, including hospitalization, into
the basic health services of all levels--local, intermediate, or
national--with the final objective of attaining a progressive integra-
tion of these activities. Preventive and curative services are but
parts of an integrated whole. It is recommended that the regionaliza-
tion of services be promoted on the basis of technical resources adequate
for the protection, promotion, and restoration of health."

The listing and quoting of the numerous agreements of important in-
ternational deliberative bodies, composed of each country's highest
authorities in this field, are in themselves clear evidence of the pre-
vailing thought and tendencies of the American Hemisphere during the
past twenty years.

Finally, it seems important to mention the following paragraph
from the message of the President of Mexico to his country's Congress
at the start of his term on 1 December 1964' 'It is necessary to coor-
dinate the activities of the various social security agencies- and public
health offices, in order to prevent duplication of effort and investment.
Hospitals, clinics, sanatoria, dispensaries should cover the country like
a single connected network, which will make a practical possibility of
Mexicans' right to combat illness with the aid of science. We shall take
particular care in extending preventive medicine, the basis of which is
environmental sanitation."

3. Health objectives and activities

In the final outcome, the objective of any health service is to
achieve for the population at its charge the highest possible degree
of health- in other words, to obtain for all inhabitants a complete
state of physical, mental, and social well-being.

To achieve this broad objective, the health Ministries or health
services have to organize facilities for health protection, promotion,
and restoration and administer them in a unified way according to
palnning methods under which each activity should be given a priority
based on (a) its importance in reducing the hazards of illness and
death, (b) the resources available for carrying it out, and (c) the
anticipated cost, judged in terms of the performance output of the
activities planned. One of these activities is medical care, to
which this document is chiefly devoted--not because it is the most
important but because these are the terms of reference of the Study
Group, and if the subject were boradened to include public health it
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would become extremely complicated and perspective on the main topic
might be lost.

The PAHO Advisory Group on Medical Care (Washington, 19629 accepted
a scheme that defines the various health activities according to a
scale ranging from environmental control in the left-hand column to
social protection on the right and passing through health protection,
promotion, and restoration, as may be seen in the following table:

Activity I II III IV V

Healthy
Individual

Healthy
Individual

Sick
Individual

Disabled and
dependent in-
dividual

Environmental
control

Health
protection

Health
promotion

Medical
care

Social pro-
tection (so-
cial welfare)

Examples Environmental
sanitation,
housing

Communicable
disease con-
trol, immun-
izations,
detection of
asymptomatic
illness

Maternal
and child
hygiene,
mental hy-
giene, nu-
trition,
health edu-
cation

Physician's
care, hos-
pital care,
special med-
ical care
programs for
tuberculosis
and mental
illness

Vocational
rehabilita-
tion, social
and economic
protection of
disabled or
indigent

Like all outlines, this one suffers from oversimplification. It
has, however, the virtue of classifying activities and functions that

are basic to coping with health problems as an indivisible whole closely
linked to the physical, economic, and social environment. In this
unified focus on health, there are functions to carry out and activities
to perform, which are enumerated in the five columns of the scheme under
discussion. The grouping of these functions and activities in one or
another way in the various countries has depended on historical tradi-
tions, political beliefs, or administrative needs. If, however, a
modern and strictly technical view of the health problem is accepted,
it is necessary to accept also the idea that the Ministry responsible
for caring for the population's health should also have the legal
authority to direct, coordinate and supervise all organizations that
are participating in one way or another in this integrated (preventive,

curative, and social) medicine. Obviously, however, the degree of coor-
dination or integration of these activities directed toward health depends
in large part on the size and importance of the perfo-ninig organization.

Focus Community

Type

I _ _

_ ___ __ I

I C____ _ _ _ CI__
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While at the local level, in the rural hamlet, the mining camp, or the
suburb, coordination is relatively easy and integration generally comes
about in the person of the sole professional available to carry on all
these health functions, at higher levels and particularly at the cen-
tral national level the complexity of services and the need for spe-
cialization requires an artificial separation of functions. Consequently,
a coordinating authority at this central level is essential to the main-
tenance of unity.

The program of the Ministries of Health is in principle broad and
comprehensive, encompassing all the activities listed in the five columns
of the table, though in practice there is definitely more emphasis on
columns I, II and III--that is, on the functions of environmental con-
trol and of health protection and promotion.

The medical services of the social security agencies, on the other
hand, are concentrated almost exclusively on medical care (column IV),
with slight ramifications in some cases into columns III, with respect
to maternal and child hygiene, and V, in the field of rehabilitation
of persons disabled in on-the-job accidents.

Now that the scope of health has been set out in its broadest and
most comprehensive terms, it seems best in this chapter to limit our
comment to medical care programs, which form the frame of reference
for the Study Group. These should be handled through a ranked and
coordinated system of hospitals of various types and ambulatory-and-
home-care services, which whenever possible should form a self-suf-
ficient whole that can cope with problems arising from population in-
crease; from uneven population distribution, which often causes in-
superable difficulties in bringing modern, and even minimal, medical
care resources to rural areas; from the ever-increasing costs of medical
care; and from the necessary adjustment of medical personnel and from

collaboration in new concepts of preventive, curative, and social medical
care.

In this outline, the hospital is the direct executant of medical
care, giving technical and scientific support to all the peripheral
facilities for ambulatory care. The hospital itself should also have
its own out-patient clinic, designed to provide general and specialized
ambulatory and home care to the community in its immediate vecinity.
According to the definitions formulated by the WHO Committee of Ex-
perts, hospitals may be classified by size and by development of
specialized services in the following manner:

a. The regional hospital,is situated in the major city of a region
and may work in cooperation with a medical school. This hospital pro-
vides excellent general medical, general surgical, pediatric, and
obstetrical services in accordance with the needs of the inhabitants
of its area, it also has highly specialized departments fully equipped
to attend to patients in the region requiring such services.
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b. The intermediate-class hospital attends to a smaller district.
Besides its services in general medicine, pediatrics, surgery, and
maternity, it offers a number of services in the usual specialities
(otorhinolaryngology, ophthalmology, and infectious diseases). This
type of hospital must have an X-ray department headed by a competent
specialist.

c. The local hospital has services in general medicine, surgery,
pediatrics, and obstetrics to meet the everyday needs of a small local
group.

With respect to ambulatory and home medical care, when these ser-
vices are physically separate from the hospital they are units serving
a specific community. These facilities afford the best conditions for
coordinating preventive and curative activities directed toward indi-
viduals. This type of facility should exist in all densely populated
neighborhoods, inrural hamlets, in large factories, in schools--in
short, wherever there is a heavy concentration of population--as a
means of bringing care to the places where the beneficiaries live or
work, What has come to be called "impact medicine"--that is, the diag-
nosis and ambulatory treatment of common ailments easily diagnosed and
treated--might be practiced in these facilities. For this type of
medicine to remain at an acceptable level, it is advisable for the
clinics to have adequate provisions for diagnosis, such as a fluoroscope
and a small laboratory, and to be staffed by a small medical team in
which at least the basic specialties are represented. They should also
have a telephone and an ambulance so that more complicated cases can be
quickly transferred to a hospital for more complete care.

For certain very isolated rural sectors there may be medical posts
run by auxiliaries, with periodic visits by professionals, so that
these people will receive at least a minimum of medical care.

Functionally, medical care needs to be regionalized and, within
each region, sectorized. In each sector there will be a team of phy-
sicians and collaborating personnel to maintain regular contact with
its population for the purpose of establishing the essential human
relations. This link should be encouraged by every possible means.

Finally, not to be overlooked is the need to set up a salary system
for medical and collaborating personnel that will correspon to the
greater efforts made by some individuals and the sacrifice involved in
certain jobs, in order to create incentives that will promote good
patient care, not impede it, as so often occurs now.

In accordance with the principle already mentioned, of the right
to health and the integration of health activities, all persons living
in the sector involved should have the right to go for care to all
these facilities, without discrimination between insured and non-in-
sured. The benefits themselves should be integrated--preventive,
curative, and social.
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This scheme, obviously, is in operation in only a few places, but it
indicates the trend and the ideal to which many Ministries of Health as-
pire in the field of medical care.

4o Social security objectives and activities

As has been said in the Introduction, social security is one element of
a country's economic and social policy; its aim is to restore, through be-
nefits in cash and in kin, the consumption and capacity of insured workers
and their families when for reasons of illness, accident, disability, old
age or death, they have temporarily or permanently lost their earning ca-
pacity and their means of subsistence. Furthermore, it promotes the
worker's return to active life in the shortest possible time, in order
to put him back into production.

The basic principle of these social security activities, explained
in its simplest form, is that to promote a country's economic and social
development it is necessary to increase its production and for this in-
crease to be maintained at high and progressively rising levels it is es-
sential to have on one hand an adequate labor manpower and on the other the
economic capacity to buy the goods produced. For purposes of the former, the
active population must be kept healthy and strong; for the purposes of the
latter, economic mechanisms must be set up whereby the consumption capacity
of the entire population may.be.:maintained and protected against emergen-
cies that limit or destroy it. These mechanisms are: (a) full employment,
which ensures work for the entire active population; (b) a wage policy that
guarantees the worker an adequate living and (c) social security, which
through cash benefits restores a minimum consumption capacity to the
worker and his family.

To meet these financial obligations, social security establishes a
fund that traditionally has been made up of tripartite contributions
from the employer, the worker and the State. In practice, however, it so
happens that the government contribution comes from public funds collected
through taxes; the worker, for his part, demands wage increases that will
reimburse him for his insurance dues; and the employer, finally, charges
both his own quota and that of the worker, which as described has been
automatically added to his wages, to his cost of production. In other
words, social security in its entirety is ultimately paid for by the
consuming public, through direct taxes or through price rises that in a
sense really amount to indirect taxes; that is, the tripartite distribution
of quatas is more or less arguable, since actually the cost of social se-
curity should be ascribed to the National Product.

This interpretation of social security as a financial phenomenon has
led to a tendency to abandon the old social security capitalization system
in favor of the allocation system, under which the annual cost is calculat-
ed actuarially and funds are apportioned as necessary to cover the antici-
pated benefits. Since these funds come from the National Product, what oc-
curs is that social security joins in competition with other
economic and social sectors to obtain, in the distribution of the National
Product, a share sufficient for carrying out its program but not so lavish
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as to cut into resources that should be used as capital to maintain and
increase industrial production. This is of the utmost importance, because
proper and adequate capitalization increases the National Product and
hence adds to the wealth that can be socially redistributed in future
stages.

In this way, social security is closely and indissolubly linked
to a country's economic and social development and to the planning of
the economy. The decisions that must be made by the economic-planners
to achieve an adequate distribution of the available resources is of
primer importance, and unfortunately, in a realistic weighing of the needs
for capitalization, it is not always possible to allocate sufficient re-
sources, in accordance with estimated expenditures, to social security.
A common occurrence in countries economically not quite developed, this
must be accepted as a necessary temporary sacrifice, to be made up
later by larger assets when the National Product has increased as a
result of capitalization and leaves the necessary margin to satisfy the
needs of social progress.

But this strictly economic-financial argument does not answer to the
broad objectives of social security, which are not merely economic but
also biological. To social security, in fact, the protection of man
as a biological and social being is of the greatest importance, since
it is toward this man that all the efforts and concerns of social pro-
gress are directed and by means of his physical, mental, and social well-
being that the aims of social security will be achieved. As against
purely economic reasoning, sociologists believe that the biological
protection of the human being is the basic and essential thing and
that through it economic development, for which the human patrimony
is absolutely necessary, can be secondarily achieved.

It is in this humanistic view that some objectives and activities
of social security coincide with those of public health. Social security
is concerned about the normal growth and development of a child so that
he can become a healthy, vigorous adult who will be a production factor
and also a good social security investment. It is further interested
in seeing to it that the insured adult is protected from the medical
standpoint against the hazards of illness and death, so as to avoid
unnecessary disability. On the basis of these considerations, curative
and sometimes preventive medical benefits have become an essential of
social security agencies, especially when a lack of other medical ser-
vices or the inadequacy and poor quality of those that do exist have
forced them to establish their own medical care organizations.

When the system includes the entire working population and their
families, coverage is almost total and the results are appreciable,
since at this level social well-being can be provided for the majority
of the community. Unfortunately, quite frequently the social security
systems of the Latin American countries protect only the worker himself



-15-

(Annex IV) and, sometimes, certain specific groups of workers. Lack of
coverage of the family is a serious defect that vitiates the effects of
the system, injures family unity (the basis of social organization), and
works against basic principles of solidarity.

The consequence of selective coverage of certain groups of workers
is that alongside the protected group receiving the benefits of social
security there is another, sometimes larger, that has the same or greater
needs, but is not entitled to such benefits because it is not "insured".
In very poor working classes this mere fact of not being insured may
place the worker needing medical care in the category of "indigents."
And under some systems even the insured worker, if he falls behind in
his dues, loses his rights and may drop into the category of "indigent."

These two differentitated groups, of "insured" and ,indigent," have
given rise to the existence of separate facilities--one to serve the in-
sured and one to serve the indigent, on the ground that the former, as
opposed to the latter, have acquired a "right" through their dues. But
today, when the right to health is accepted as universal, as has already
been shown, more and more countries are showing a trend to making no
distinctions and granting benefits to both groups in the same institu-
tions. In the economically underdeveloped countries, this responsibility
is usually assumed by government institutions, while in those with a
solid economy and a high per-capita income the private sector pre-
dominates. In both cases the principles of economy and efficiency
should be applied, so as to obtain the highest return with the lowest
investment.

III. THE PLANNING OF DEVELOPMENT

1. The place of health and social security in plannin

Lack of economic development, with its retinue of undernourishment,
poverty, ignorance, and bad housing, is in general a cause of disease;
disease, in turn, by diminishing working capacity, reduces productive
capacity and thus causes poverty and wretchedness. This vicious cir-
ce of poverty and disease shows perhaps more objectively than anything
else why economic development and an integrated health plan must be
promoted simultaneously. Economists have come to understand this;
they have reached the conclusion that health, education, and economics--
disciplines that are essential components of the process of socioeconomic
development--are clearly interdependent. Only by approaching development
as a harmonious, indivisible whole can we cope successfully with the prob-
len posed for Western civilization by the obvious ecological maladjustment
in which most of the Latin American peoples live.

In the intricate machinery that must be mobilized to promote
development, health and social security services play a role of



- 16 -

prime importance in breaking the vicous circle: the former by reducing
inroads of disease, the latter by helping to alleviate poverty. Planned,
harmonious, coordinated action in both systems is thus a cornerstone of
socioeconomic development and of improvement of the populations' living
conditions.

It is therefore unquestionable that health and social security have
an obligation to share intimately in the process of socioeconomic de-
velopment, and to do this they must be fully incorporated into the
planning activities. Fragmentary participation is unthinkable. The
process of scientific planning requires each discipline to estimate
all its needs and all its resources so that a realistic diagnosis of
the situation can be made, on which to base priorities. All this leads
to the formulation of a policy and the enunciation of an integrated,
coordinated plan.

2. Brief outline of a health plan

A development plan may be national, provincial, statewide, regional,
or local- the important thing is that the geographical area covered
should represent an economic and social unit and that within it the
entire population should be included. Any distinction that tends to
eliminate one group in the community necessarily affects the chances
for success, since the economic and social problems of the groups
eliminated may be so burdensome to the whole that it becomes a danger
to all and an obstacle to integrated development.

Another essential of the planning process is to include in the studies
all the elements that go to make up the sector under examination. It
would, for example, be impossible in the health sector to plan activities
for prevention and promotion while ignoring medical care, or vice versa.
It would be absurd, in a community where tuberculosis is a prevalent
cause of sickness, death, and disability, to be concerned solely with
the preventive needs for vaccination, chemoprophylaxis, case-finding
and isolation without at the same time treating patients in order to
remove the foci of contagion. Conversely, it would be a serious mis-
take to plan only for diagnosis and treatment while forgetting about
epidemiological measures to prevent transmission of the disease to
the persons surrounding the patient.

Strange as it may seem, such situations have occurred in the past,
as a result of this dichotomy between public health and medical care
by virtue of which the latter is handled chiefly by the social security
and welfare agencies. The Ministries of Health, which are responsible
for planning in the health sector, often have no authority to include
medical care in their health plans. It is essential in the future that
health plans be truly national and not confined to the activities of the
Ministries of Health. Sectorial, not subsectorial, health planning is
advocated.
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Estimates of needs in the health sector are customarily made by
using the available statistics on general morbidity and mortality
and the specific rates by age and cause of dealth. In certairr cases,
supplementary investigation is also necessary on health problems for which
the ordinary statistics are inadequate. Experience acquired in other
regions may be utilized so long as it is subjected to the necessary
corrections, without which it might lead to serious mistakes.

The inventory of resources must be accompanied by a study of the
social return on these resources, since very often those that might
otherwise seem inssufficient can be made adequate by means of simple
administrative measures that will increase their output. A typical
example is the number of hospital beds, which may be altogether in-
sufficient with an average stay of 20 days but doubles in capacity
and return if simple technical-administrative measures reduce the
average stay to 10 days. Another resource for which the output per-
formance should be measured is outpatient clinics; this is sometimes
quite a difficult problem, for only rarely are clinic costs recorded
separately.

Once there is a complete, realistic, analytical, comparative
knowledge of needs and resources, a prediagnosis can be made of the
true health situation in the region or country under study. Next it
is necessary to decide on priorities, starting from the premise that
resources are always lower than needs. In setting priorities, a study
of the vulnerability of the various health problems is important: often,
it is preferable to attack first those most vulnerable with the available
resources, so as to clear away unnecessary problems that complicate the
handling of the situation as a whole.

With all this evidence it becomes possible to shape a health policy
ar.d to formulate a health plan setting short- and long-range goals and
a methodology coordinated with other sectors so that the manpower and
material resources considered essential for carrying out the plan
can be progressively developed.

This brief account of the various stages in drawing up a national
health plan has not been given with the intention of setting guidelines
in this field, which have already been laid down by specialists anyway.
Its purpose is merely to stress that at every stage in the preparation
of a national health plan there are two concepts dominating and guiding
all activities: universal coverage and the integration of preventive,
curative, and social action.

Today, when the planning of all activities aimed at achieving the
countries' economic and social development is taken for granted and
being put into practice by the vast majority of the Latin American
governments as a sine qua non of Alliance for Progress programs, any
system that discriminates among population groups or separates the
components of the health sector must be regarded as anachronistic and
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detached from present-day realities. In conformity with these concepts,
which are fundamental, health and social security, therefore, have an ex-
tremely important part to play in the formulation of these plans, develop-
ing their respective plans--on a total and integrated basis--in the medical
and the social fields, which run parallel and in some cases converge to
reach a common goal.

Another object of this chapter has been to indicate that the essential
elements with which the health planner works bear a relationship to the
risks of losing health, and that the resources he has to work with are
hospitals, outpatient clinics, and health centers; in other words, the
greater volume of health planning is made up of the basic elements of
preventive and curative health care.

IV. REVIEW OF THE CURRENT SITUATION IN LATIN AMERICA

1. Medical services of the social security institutions

According to data of the Organization of American States, 19 Latin
American countries include maternity and 16 illness among the benefits
provided to social security subscribers. Unfortunately, however, in
most of these countries only a minority of the population is protected
by social security; it may, therefore, be concluded that social security
medical benefits are sometimes a privilege confined to certain selected
groups of workers. The great mass of the economically weak in Latin
America is excluded from these benefits, which is a scrious restriction
on the medical services of social security. To this should be added
something that has been mentioned above--the warping of the family group,
since the wife and children of the affiliated worker are not in all
countries eligible as he is, to use the social security medical service
(Annex IV). This circumstance destroys any opportunity for medical-
social or epidemiological activity, the importance of which in modern
medicine cannot be overlooked.

A large proportion of the social security medical benefits are
provided in the form of ambulatory services, operating out of large
clinics, with all the specialties and with laboratory and X-rayequip-
ment, that are usually situated in the agency's hospitals. For general
hospitalization in cases of acute illness or maternity care, most social
security agencies use their own hospitals. In countries where the
'beneficencia" or Ministry of Health hospitals have been able to absorb
responsibility for the hospitalization of insured patients, the social
security agencies have signed agreements with them based on pre-established
methods of cost calculation and payment. These arrangements have always
subsequently promoted greater coordination of benefits, since insured,
non-insured, and indigent persons alike have in fact been receiving
benefits under the same roof and from the same technical staff.

In other countries, where there was nothing usable in the vay of hos-
pitals at the time social security was started, or where the available
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institutions were old, inadequately equipped, and small in capacity,
the social security agencies have had no alternative but to invest
part of their funds in building and maintaining hospitals so that they
could carry out their legal responsibility to Irovide medical benefits
to their subscribers.

In this latter case, the hospitals built, equipped, and administered
by the social security agencies have as a rule been of better physical
quality than the old '"beneficencia" hospitals or the new ones of the
Ministry; often they have been better staffed, owing to the higher
salaries they have been able to pay.

It is a social fact t1h the white-collar group is increasing in
almost all of Latin America. Thus a middle class is being created
that aspires to different treatment from that accorded to workers
but that financially, when faced with the hazards of illness, is com-
parable to the working class. This has so far justified their having
social security services of their own. The need to provide medical
benefits to a rapidly growing middle class is unquestionable one of
the most critical problems in the organization of medical services
everywhere in Latin America.

To summarize, social security in Latin America, by providing
effective and timely though not always economical medical care, has
created a health consciousness in working groups and has channeled
large sums of money into medical services--all of which is undeniably
advantageous to the general picture of organized medicine. However,
the limitation of these benefits to a minority of the population and
the creation of group privileges and distinctions are an obstacle to
the organization of health services based on modern standars of total
coverage and integrated health care.

2. Medical services of the Ministries of Health and other government
agencies

The Ministries of Health comply with their medical care responsib-
ility in very diverse fashions. in some countries the Ministries them-
selves, with State funds, have built and operate free hospitals for
indigents and non-insured persons, particularly in rural areas. It is
also common for them to maintain rural and suburban outpatient centers
which stress preventive activities and tend to become similar to health
centers. In federally organized countries, the state or provincial
government often runs medical services of various kinds, including hos-
pitals, and it is also customary for some local governments or municipal-
ities to undertake medical care through a network of various facilities,
not always coordinated among themselves. All this is an indication of
the need felt by governments at various levels to take responsibility
for the provision of free services to large masses of population who
are not protected by social security and are unable to pay for services
themselves in case of illness.
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In recent years, the Ministries of Health have built a number of
large regional hospitals, generally in the provincial capitals, tht
are models of architecture and organization. These hospitals usually
perform preventive and curative functions, have large outpatient clinics,
and often serve as teaching hospitals for physicians, dentists, nurses,
midwives, and other medical care professionals.

Together with the progress of hospital construction in various coun-

tries, there has been a strong, clearly defined movement toward the ap-
pointment of regional health authorities, who direct the hospitals and
other government facilities and are also in charge of coordinating medical
facilities not run by the Ministry. In practice, however, their coordina-
tion work has produced few results because they lack legal authority and
are short of funds.

Although the government hospitals have been established especially
to care for the indigent and the noninsured, in practice they have been

unable to avoid increasing use of their facilities by people of the mid-
dle and even the upper class, for whom special departments have been set

up. Offering more personal care in private rooms and with private phy-
sicians, these can charge for their services like private clinics. These
so-called pensionados, which are very characteristic of Latin American
hospitals, are a product of the progressive impoverishment of a middle
class that cannot pay for its care in full yet is not protected by
social security.

Sometimes the Ministry hospitals have been purchased or merely trans-
ferred from the old "beneficencias," and their functions of medical care
for the destitute classes are therefore often confused with those formerly
exercised by the "beneficencia" hospitals. This is a misinterpretation
that needs to be corrected. The historical fact is that the governments
took over the old "beneficencia" hospitals because it was no longer realis-
tic, in view of the high and increasing cost of hospital maintenance, to
try to finance them merely as a benevolent and charitable activity. Where
this has been done, the means have varied in accordance with each country's
historical tradition, legal provisions, and individual characteristics.
In some, the hospitals have simply been transferred to the State by law;
in others, also by law, the authority to direct and administer has been
transferred but the local "beneficencia" boards have been ixained; in
still others, a system of subsidies has been set up, the acceptance of
which entitles the Ministries to exert technical supervision and a cer-
tain amount of administrative and financial control; in some, finally, the
Ministry has been granted authority to draw up a hospital construction plan
determining locating, rules of operation, and construction features, and
only hospital-s that comply with these requisites are accredited to function.

By teans of these various procedures the Ministries have taken finan-
cial, technical, and administrative control of the old "beneficencia"
hospitals. This control has been more or less effective depending on the
Ministries9 degree of authority. But what is more important is that it



- 21 -

has led to a substantial change in orientation. The "beneficencia" hos-
pitals were basically charitable and voluntary, devoted to elementary
diagnosis and treatment by very simple means; the attending doctors were
generally physicians by courtesy only, and all other phases--nursing,
pharmacy, diet, and so on--were run by nuns. Under Ministry control,
they have in general, adopted the modern approach of a center for in-
tegrated medical care, where services are granted as a right and where
the most recent scientific advances are used for the benefit of in-
dividual and community health. Care is in the hands of specialized pro-
fessionals working full time and the facility operates 24 hours a day,
providing, in addition, emergency service as needed.

In other words, besides taking over the buildings of the "beneficen-
cia" hospitals, the Ministries have also changed their course.

The great operational limitation on Ministry hospitals, in almost all
the.-countries where they exiet'-has..been.:a. :shortage of resources. Adequate
financing of Ministry facilities is consequently imperative if these hos-
pitals, some of which are well staffed with qualified personnel and have
excellent installations and equipment, are expected some day to carry out
fully the function being laid on them by society.

3. Resources in personnel and installations

a. Manpower

Unquestionably the most serious obstacle to the development of medical
care services in Latin America is the shortage of manpower and material
resources. The problem is not only one of lack of adequate premises, which
many have managed to overcome, but of lack of trained staff to run them,
which forces the various employing institutions to compete in a very tight
labor market.

The shortage of resources limits staff pay. This has had a strong
impact on their efficiency, for it has been difficult to arouse a new
spirit and a mental attitude more in accord with the new directions in
the health sciences. This is especially noticeable with the lower staff
members, who are poorly trained and incompetent. Insufficient pay makes
it impossible to attract more highly qualified manpower.

The medical staff, equally badly compensated, has had to resort to
private practice; in this dual performance, they are sometimes subjected
to a tug of opposing forces, in which the hospital activity suffers.

According to PASB statistics,* the average number of physicians for
all the Latin American countries was 5.8 per 10,000 population in 1962,

*PAHO. Health Conditions in the Americas 1961-1962. Scientific Publication.
No. 104. Washington, D. C., August 1964.
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which would not be too unfavorable if they were evenly distributed. It
must be recalled, however, that the range between countries, and also
between cities and rural areas in the same country, is wide. While the
large capitals had from 7.3 to 28.8 physicians per 10,000 population in
1962, a rate comparable with that of any developed region in the world,
there were areas in the interior where the figure was from 0.5 to 8.0
per 10,000, and there are even very remote areas where one physician is
found for 50,000 to 60,000 population. This situation is understandable;
it results from lack of development in the rural areas, where there are
no adequate living conditions for a professional and where people's
capacity to consume medical services is minimal because of their economic
backwardness. In an effort to attract physicians to these areas, the
Ministries of Health have built rural hospitals, some of them very well
equipped, offered financial incentives in the form of special cash
bonuses; and even passed laws that require young physicians, as part
of their training, to serve in rural areas for a certain period of time.
In actual fact, none of these systems have been successful; despite
everything, positions in rural areas remain vacant for years.

Only rarely have the social security agencies made a full-scale
attack on the rural problem, chiefly because the ruralpopulation is not
usually covered. When it has been necessary to set up facilities they
have been limited as a rule to medical posts, with professional services
two or three times a week and a resident staff that is not university-
trained, as a means of providing minimal medical care and thus complying
with the law, if any.

The universities are contributing to the training of physicians in
about a hundred medical schools, but the effort still seems inssuficient;
in general the annual number of graduates barely covers the professional
attrition, and the shortage is increasing as a result of the growth of
the population and its greater health consciousness, which adds to the
demand for services.

If the number of physicians is insufficient, the lack of nurses and
midwives is almost dramatic. In Latin America as a whole there are only
2o1 nurses per 10,000 population. As a result of the lack of midwives,
together with the scarcity of physicians, no less than 85 per cent of the
births in some isolated rural areas take place with no professional
attendance of any kind. The health authorities have tried to make up
for the shortage of nurses with auxiliary personnel, trained intensively
and in large numbers. The services of the auxiliaries are limited, how-
ever, because their training is rudimentary, consisting of .6- to 12-month
courses after a minimum not exceeding three years of secondary schooling.
They can only work under supervision and have not been legally authorized
to attend births, so that the serious problem ofobstetrical care remains
unsolved.

The supply of dentists and pharmacists is somewhat better. In ad-
dition, in several countries schools of medical technology have been
set up to train university-level personnel qualified to do laboratory
work under medical supervision.
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b. Material resources

The situation with respect to hospital beds also varies greatly from
country to country and from one region to another within the same country.
Some ccmnaies have as many as 6.0 per 1,000 population While others have
barely 0.6.* These beds are concentrated in the large cities and par-..
ticularly in the industrial areas. This situation of scarcity and poor
distribution is another factor contributing to discrimination and to the
provision of medical facilities only to selected population groups.

Ambulatory facilities are especially well developed and contribute
effectively to the care of a large number of patients. Almost every
hospital has a very active and very busy outpatient clinic. There are
also clinics not connected with hospitals, often establish d by the
social security agencies, that have very effectively strengthened
medical care, particularly in industrial and suburban areas. The
Ministries of Health, for their part, have set up health centers en-
gaged chiefly in preventive work but necessarily directed into medical
care because of client pressure.

The availability of these resources in the various Latin American
countries is directly proportionate to the country's economic develop-
ment and the financial capacity of the sponsoring organization. In general,
the greatest economic resources are found in the social security agencies;
the facilities of the Ministry of Health are usually poorer, and those of
the "beneficencias" are poorest of all. Hence the availability of ser-
vices to the different population groups varies enormously, and the dis-
tinctions originally established by law are aggravated by non-accesibility
of sources, which emphasizes the differences in favor of certain groups.

4. Perscmn receivinw benefits

a. Urban workers in business and industry have been the chief con-
cern of the social security agencies. They are equally privileged in
medical care; generally thy have at their disposal outpatient and
domicialiary services provided directly by the social security agencies,
and also hospitalization either in facilities of their own or under con-
tract, in those of the Ministry or the "beneficencias." The same thing
is true of dental care and rugs. Though these facilities are usually
quite crowded, they sometimes exhibit a high degree of technical ef-
ficiency and enjoy prestige among insured clients.

b. Workers in isolated industrial establishments (mines. oilfeld,
ar mill often have avialable good-quality services in hospitals set

up and maintained by the companies. These generally result from labor
agreements, with the social security agencies participating by delegating

-PAHO. Health Conditions in the Americas 1961-1962. Scientific Publications
No. ;04. Washington, D. C., August 1964.



- 24 -

authority and sometimes turning dues back to the companies. Unlike
medical facilities for urban workers, which as a rule are exclusively for
the wcrker himself and not for this family, these company hospitals care
for family members so long as they live on the grounds. This sometimes
leads to difficult situations when married workers cannot find lodgings
on the grounds and are obliged to live in satellite communities, where-
upon their relatives are deprived of medical care.

C. Agricultural workers are seldom covered by social security and
depend entirely on whatever free medical services are provided by the
"beneficencia" or Ministry of Health hospitals. It cannot be denied
that in recent years there has been some progress in rural medical care
as a result of the hospital construction plans of the Ministries, which
have placed special emphasis on rural facilities. In areas where one
of these hospitals has been built, the care provided is integrated--
preventive, curative, and social--and is available free of charge to the
entire population. The rural areas of Latin America as a whole, however,
are a long way from being covered by hospitals of this kind, and those
that have been built suffer seriously from lack of manpower and material
resources, as has been explained.

d. Public and private white-collar workers constitute theemerging
class of most of the Latin American countries. Day by day they are be-

coming more aware of their rights, they demand to be treated in accordance
with their social importance, and they seek the establishment of facilities
of their own -ithin their social security agencies, as has already been
done in a few cases. These hospitals are usually extremely comfortable
and give maternity care to memberst wives--the obstetrical services being
generally the busiest.

e. The armed forces and the police commonly have medical facilities
of their own for members and their families, financed from the national
budget.

f. Railroad Personnel in some countries, for reasons of historical
tradition not clearly defined, enjoy medical services of their own.

g. The indigent make up a heterogeneous and very numerous group in
the Latin American countries. Besides the unemployed, this category
typically includes many self-employed workers, peddlers, and domestics,
who are not affiliated with social security or are not entitled to
benefits as dependents of an insured worker. They must all, therefore,
resort to hospitals of the Ministries of Health, where they sometimes
have to prove lack of means.

h. Moderate-income people cannot, in general, meet the cost of
complex and expensive diagnosis or treatment as required in prolonged
illness or surgery. As science progresses, the costs of medical care
are rising, as is the number of persons in this group, whose number is
difficult to estimate. This group, poorly defined and known in some
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countries as the "medically indigent," is at the bottom of most of the
conflict among the Ministries of Health, the social security agencies,
and the medical profession. Basically, it consists of those who under
a broad social security system should be entitled to medical benefits
as insured persons. Since most of the systems now in effect in Latin
America do not cover them, the members of this group constitute the
potential "clientele" of the private physician, but since they cannot
pay for this care out of their own pockets they are forced to seek free
care in the hospitals. Thereupon, they enter into competition with the
insured, who are the legal beneficiaries, and create a conflict with the
medical profession, whose workload varies in proportion to the number of
patients requesting care in the outpatient clinics of the hospitals.

i. The well-to-do classes are made up of landowners, industrialists,
bankers, high officials in government and business, and all who have a
large income that enables them to pay for the services they receive.
They are customarily attended by distinguished physicians andare hos-
pitalized in private clinics or in the pensionados of Ministry of Health
hospitals. They constitute a small percentage of the population and pose
no medical-social problem.

******$***

To summarize, the number of persons receiving social security medical
benefits in the Latin American countries is limited because the active
population in these countries is relatively small. The interplay of
various demographic and social elements is responsible for this situation.
For one thing, these are young populations, with children and adolescents
predominating; for another, there is a large number of invalids as a re-
sult of diseases and accidents; finally, job scarcity in many phases of
the economy maintains a residue of regional and seasonal unemployment.
In short, it may generally be said that no more than a third of the
population works; and if to this is added the fact that the prevailing
systems are selective, leaving large sectors uncovered by their benefits
or without access to medical care, and that nonworking members of the
family are not included in all countries, the outcome is that a very
sWll proportion of the total population, varying by country, enjoys
access to social security medical services. At the other extreme is
the high-income group:;. which pays its own expenses and, as has been
said above, is a minority.

In between the affiliated group and the paying group is the great
mass of the Latin American population, which is totally or partially
incapable of coping with the financial problem of illness and falls
into indigence as soon as it suffers prolonged illness or needs costly
treatment. This enourmous group, which may be estimated at about two
thirds of the population and is poorly defined, is the one that creates
the greatest difficulties and originates conflicts among the interested
parties--that is, social. iecurity, Ministries of Health, and the medical
profession.
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To these circumstances must be added several subgroups of the popula-
tion that, though theoretically entitled to medical benefits, have no ac-
cess to them because of an absence of services or a lack of personnel to
provide them. This is the case, for example, in a good share of the rural
communities, where there are workers who are affiliated with some social
security system that theoretically guarantees them benefits but who cannot
make use of them because of a complete lack of facilities. A similar
instance is that of certain industrial or mining encampments that have
facilities, sometimes including a small hospital, but because of their
isolation cannot get physicians, nurses, or midwives at any price, so
that the service does not operate or is handled badly by auxiliaries.

5. Need for additional information

What has been said above was extracted and summarized from various
publications*; though it may at times suffer from oversimplification, it
will serve as an introduction to the topic, to show its different facets
and open discussion of possible solutions.

However, because there has been no objective analysis of the situation
in all the countries that would show the availability of resources, their
accessibility, the cost of benefits, the ability to pay of various popula-
tions groups, and so on, the problem is being discussed on an abstract basis
strongly influenced by the interests of the various participating sectors.
Hence also, partial solutions keep being produced; they benefit certain
groups who manage to exert enough pressure at a given time, but do not
follow a well-defined development plan and delay an over-all solution.

For this reason, it is thought that international institutions con-
cerned with the matter might sponsor national surveys, with international
assistance, to obtain the basic information indispensable to a dispassionate
and realistic examination of the problem.

A study in depth, scientific, sociological, and statistical in nature,
should be made by means of a survey that will make possible the collection
of reliable and soundly basic data. Apart from the technical obstacles
caused by the lack of uniform statistics and precise definitions, it is
necessary to arouse a disinterested, cooperative attitude on the part of
institutions and individuals.

The study would be conducted in countries that promised to provide
the necessary data. They would be offered advisory services on carrying
it out, a team of OAS and PAHO officials being sent in such cases. In
Annex V are listed a series of points that might served as the basis for
the survey.

*Bravo, A. L.: "Development of Medical Care Services in Latin America-"
Amer J Public Health, Vol. 48, Noo 4, April 1958, ppo 434-447; Roemer,
Milton I.: Medical Care in Latin America. Studies and Monographs, III,
OAS/PAHO. Washington, D. Co, Pan American Union, 1963; Pan American
Health Organization and Organization of American States: Planificaci6n
de Salud y Seguridad Social en la Repdblica de El Salvador (mimeographed),
Washington, D. Co, 1963.
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V. EFFORS AT COORDINATION OR INTEGRATION

The need for coordinating the activities of the various medical care
services is in the minds of most of those responsible for health adminis-
tration in Latin America. A number of measures toward this end have in
fact been put into effect in various countries. Some examples follow:

1. The granting of subsidies by the central government to the local
"beneficencia" boards and similar bodies. Along with the subsidy, the
Ministry has usually imposed technical and administrative standards and
has assumed supervisory functions. The standards have indeed been minimal
and the function of superintendence has not been practiced regularly for
lack of inspectors, but in any case written agreements have been made
that are progressively orienting activities toward common goals. When
the subsidies have reached a sizable sum, transfer of the hospitals has
occurred almost spontaneously and by agreement of the parties. This has
been an inevitable consequence of the rise in hospital operating costs,
whenever an attempt is made to maintain a high scientific level of medical
care.

2. Coordination among the various social security agencies in a
single country. Through a Chief Coordinating Council, a considerable
amount of uniformity of activities and procedures has been achieved among
the various agencies providing medical benefits to different labor sec-
tors, and it has been arranged that hospitals built in the future will
offer services without distinction to members of all the institutions.

3. The granting of social security benefits not only through the
agencies' own facilities but also through the use of Ministry or other
hospitals, under contract. In certain countries, the extension of
social security is subordinated to the construction of new hospitals by
the Government; social security is thus ensured an adequate place in
which to provide its medical benefits, and the Ministry of Health is
ensured an income for the maintenance of the hospital.

4. The application of Ministry of Health technical directives in
such fields as statistics, immunization, and pharmaceuticals in all
medical facilities in the country, including those run by social
security.

5. The contracting of services in social security hospitals by
the Ministries of Health to care for indigents in places where the
Ministries have no hospitals of their own.

6. The establishment by the Ministries of Health of a pyramidal
administrative structure, with regional decentralization and the ap-
pointment in each region of a chief health officer to supervise all
medical services in the area. In practice, many of these regional
authorities have lacked the legal and financial backing necessary for
effective action.



7. The passage of a law whereby certain formerly separate services
for health protection, promotion, and restoration are integrated adminis-
tratively, financially, and technically: the public health services of
the Ministry of Health, the mother and child services, the "beneficen-
cia" hospitals, the medical services of social security, and the indus-
trial hygiene functions of the Ministry of Labor.

8. Transfer to the Ministry of Health, by law, of the medical ser-
vices of the social security agencies, formerly operated independently.

It can easily be seen that definite, though isolated and sporadic,
steps have been taken in the countries to promote some coordination or
integration, depending on circumstances, of the respective health ser-
vices of social security and the Ministry of Health. But it is apparent
that there is no general trend in this direction as yet, and that time
and effort will be needed to overcome pockets of resistance in institu-
tions, trade-unions, and the organized medical profession. It must be
hoped that fuller information on the subject will create a shift in
opinion toward putting the common good above parochial interests. For
the sake of greater coordination of services, the present document, by
attempting to gather together all the available evidence, seeks to
facilitate the work of the Study Group and to lead to final recommen-
dations that will be of practical help to the Member Governments.

VI . THE CURRENT LACK OF COORDINATION AND MEANS CF REMEDYING IT

An awareness exists--it has been expressed again and again at many
national meetings and by various persons--that the current lack of coordina-
tion is a source of discrimination from the social standpoint, of restric-
tions on epidemiological activity from the public health standpoint, and
of waste from the financial standpoint. There is further a consensus,
among the Ministries of Health of the Americas and among the members of
the directing organs of the Organization of American States and the Pan
American Health Organization, that it is essential to take steps toward
putting all public health and medical care activities under a single tech-
nical leadership that will promote the application of the latest advances
in medicine through administrative coordination that permits uniformity
of procedures and pay scales.

Who is hindering this coordination? What are the forces that have
prevented reaching an understanding that is in the air? This is what
we shall try to explain in this chapter; constructively, we shall propose
certain measures that might mean progress toward coordination.

1. Elements involved in the lack of coordination

a. The medical profession: In general, physicians distrust any
system of social security and government medical services in which

- ct8 -
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medical practice loses its independence and members of the profession
become salaried employees of the insurance institution or, what is some-
times considered even worse, civil servants of the State. This advocacy
of private practice, which is tending to diminish in the Latin American
countries, excites varying degrees of fervor and is approached from very
different angles.

On occasion, porposals to establish or extend a social security
system have aroused the medical profession to trade-union activity
ranging from protest to strikes. In other cases, the oppceition has
been expressed in more moderate fashion. For example, when physicians
believed that certain legislation would result in reducing the private
practice of medicine, they insisted that their financial interests be
protected by means of free choice of physician and the payment of fees
for service in accordance with a schedule set up in advance by the
Medical Society. The medical class has also asked to play the leading
part in the administration of medical care services in which they par-
ticipate.

In short, a common denominator in the various American countries is
defense of the private practice of medicine. The question asked by the
Director of the Pan American Sanitary Bureau, in his opening address to
the meeting of the Advisory Group on Medical Care (Washington, 1962), is

thus an important one: "What is the most suitable scheme for protecting,
on the one hand, a worthy profession and, on the other, of ensuring that
efficient and speedy service is rendered for the benefit of the community?"

Probably the reply to this basic question will have to come by way of
a compromise, in which the medical profession recognizes the course marked
out for it by the progress of the social sciences and the organizations
providing medical care accept the fact that physicians are the foundation
of services (for care could not be provided without them) and are, there-
fore, entitled to proper consideration. The physician is, indeed, the
professional in charge of providing medical care, and since this is a
basic service in any health plan there is clearly a close interrelation-
ship between organized health services and the medical profession. It
is the steadily increasing State intervention in the administration of
medical services that brings the interest of the two into conflict. The
problem becomes even more acute when social security enters into medical
services, for its economic power and its autonomy often makes them seem
to the medical profession like strong competition.

The problem deserves the greatest attention, for without sincere and
effective cooperation by the medical profession no active government
medical organization can be expected.

b. The labor sectors: Organized labor and unions generally mistrust
state medical care and are more willing to accept the care dispensed by
social security agencies, to the administration of which they have access
and with which they are accustomed to deal. Certain class prejudices in
the Latin American countries are also of interest: the private white-
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collar employee does not wish to mix with his opposite number in the
government, and both desire separation from the workingman. This at-
titude is fostered by the diversity of social security system and the
inequality of benefits guaranteed by law to different labor groups.

But apart from these social attitudes, there are unions that want
the medical care given them to be more individualized, in outpatient
clinics particularly and sometimes also in hospitals. They want to be
free to choose their own physicians (here they agree with the medical
profession) and also the hospital or clinic in which they will be
treated. Finally, they want (in this case in opposition to the phy-
sicians) a significant voice in the administration of the service, so
that they can be sure the funds of their group will not be used to
finance care for other groups or to make up for fiscal budget deficits.

Obviously, meeting all these aspirations together with those of the
medical profession makes the organization of government medical services
difficult. On the other hand, most of these labor groups are unable to
finance medical services by themselves, and to obtain them need State
subsidy, deducted from the national product in accordance with the re-
sources available.

c. The social security agencies: The social security agencies, militant
support of keeping medical benefits within the framework of their own ad-
ministration is understandable, since this service gives them the desired
institutional prestige and an opportunity to show tangible results. They
are also interested in granting personal and social benefits, which bring
them into (rect contact with the affiliated members and enable them to
gain their support and cooperation.

The prestige of the social security agencies is bolstered by their
great economic resources, which generally enable them to build and main-
tain hospitals and outpatient clinics that are better equipped than those
of the Ministries of Health. They also pay their physicians better, which
helps them attract outstanding professionals to their service.

Against them is the unarguable fact that they protect only a minority
of the population and that even within this sector there are groups enjoy-
ing more in the way of benefits.

From the technical standpoint, they suffer from the serious defect of
concentrating solely on curative aspects, generally neglecting preventive
activity. Though the contrary is frequently upheld, in view of the fact
that some agencies contribute to the cost of the preventive campaigns of
the Ministries of Health, it is inevitable that preventive and epidemio-
logical work should be limited by lack of access of the entire population.
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d. The Ministries of Health and other government agencies: The tra-
ditional approach and the priority standards that led the Latin American
Ministries of Health to concern themselves chiefly with problems of en-
vironmental hygiene, health education, control of communicable diseases,
and, at most, mother and child protection have hampered their progress
by allowing social security medical services to develop independently
for years. Only recently has the incontrovertible evidence of experience
in the field caused modern concepts of integrated medicine to penetrate
the Ministries of Health. The fact is that pure preventive medicine can-
not be practiced with destitute and sick populations, whose most pressing
needs are for medical care and financial aid.

Since most of these populations are rural and a large proportion of
them are not covered by the existing social security systems, the Min-
istries of Health have had to assume the entire responsibility, with a
well-worked-out concept of social health in accordance with the WHO
definition. Since, in addition, rural medicine is impossible in isola-
tion, without the backing of urban services with all the medical special-
ties, the Ministries have had to take the further step of setting up ur-
ban hospitals to absorb patients from the rural areas and also to serve
the numerous groups of city inhabitants who do not have the means to pay
for care in case of illness. Their limited resources have obliged them
to develop architecturally modest facilities, which have often turned
out to be too small to cope with the growing demand of a population
that not only is increasing considerably but is becoming even more aware
of the value of health and therefore demands more services and goes of-
tener to the doctor.

In favor of the public service is its policy of broad coverage and
its integration of preventive, curative, and social medicine. Against
it are its shortage of resources and its lack of legal authority to take
other medical services under its control--this despite the fact that its
legal status is usually defined in the Constitution, which declares health
to be an obligation, of the State and therefore gives the Ministry dominion
over all problems related to health.

More powerful reasons than the purely technical have so far impeded
the centering of this constitutional authority in the technical organiza-
tion created by the governments themselves to deal with health problems.

2. Proposed measures for promoting coordination

Now that the factors involved have been analyzed, it is the respon-
sibility of the Study Group to propose to the OAS and the PAHO measures
that will overcome the difficulties and result in greater coordination or,
if possible, integration of the medical facilities of social security with
those of the Ministries of Health or the National Health Services, as the
case may be. They flow from the background presented in the previous
pages:
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a. Integrated planning of economic and social development, in which
health and social security should occupy the prominent place befitting
them as sectors of social progress-the former seeking the highest possible
degree of health for all members of the community and the latter restor-
ing the earning capacity and therefore the purchasing power of wage-ear-
ners and their families when they are temporarily or permanently incapa-
citated for work and contributing with their economic resources to the
construction, equipping and maintenance of hospitals and other local
health facilities.

If planning is viewed as the harmonious arrangement of activities
to obtain the highest possible return on the available resources for
the purpose of achieving short-range and long-range goals, it is ap-
parent that adopting it as a system must entail the combining of ser-
vices and the formulation of a unified social policy.

The participation of social security agencies in health planning is
essential to ensure that planning at the national level will take into
account the resources and facilities of every organization providing
medical care. Any effort to promote better utilization of the limited
manpower, material and financial resources that a country can devote
to the health sector must necessarily have at its disposal a complete
inventory of medical and para-medical personnel, hospitals, outpatient
clinics, health centers and medical posts and of the funds available to
finance medical services. Only with this information can health activities
be planned to deal with the needs of the entire population. It may be,
however, that many countries are not yet prepared to apply the planning
method so broadly and fully. Other, simpler measures are therefore sug-
gested, which may be regarded as preliminary, temporary stages.

bo Standardization, on the national level, of the various social
security systems, to eliminate inequality of programs, which is a dis-
turbing factor when individual and broader benefits are demanded. This
standardization should affect dues (an equal percentage of wages, up to
a ceiling), benefits, and payment of officials, who should receive equal
pay for equal work (this would include physicians and paramedical per-
sonnel), with incentive allowances to attract enough people for heavy
work or work that involves sacrifice (rural areas, night work, and so on).

c. Extension of coverage of social security programs to protect all
wage- and salary - earning groups and their families, including small
businessmen, small manufacturers, small farmers and so on. A close
look might well be given to such regulatory mechanisms as control of
morbidity, regular examinations, health education, cost sharing for
repeat consultations and justified hospitalization and also to the
possibility of charging for certain services (hospitalization in a
pEnsionado, false teeth, gold inlays,free choice of professional man,
and nsoon

Such a system would provide universal basic coverage, a satisfactory
minimum of care to cover the risks of illness and accidents and additional
benefits for those who wanted them or could afford to pay for them.
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d. Establishment of health insurane along British lines, with the
entire population enrolled and with payments made by the head of the
household at any Treasurer's office or even at the post office, the
amount depending on family size and income. This requires a level of
education and economic development that perhaps few Latin American
countries have attained. Probably, under present conditions, most of
the rural population and certainly all the Indian population could not
pay even the minimum. The rate would have to be based on the cost of
the integrated health service and should represent a percentage of it,
the rest to be paid by the Treasury through the national budget, financed
by the general taxes. A by-product of this system, which would not bur-
den the employer directly, would be that, with the costs of production
lowered, a reduction in prices could be demanded; the cost of 'services
would no longer be allowed to be charged to prices.

With good planning, the health service income plus the government
contribution would result in financing adequate to cover the costs of an
integrated health service, without the financial limitations now felt
by the Ministries of Health.

e. Strengthened financing and legal authority for the Ministries
of Health, to give them the resources for improvement of services and
the legal power to carry out the function of coordination. This authority
and these financial resources are unquestionably implicit in the legisla-
tion passed when the final stage of integrated planing. is reached. Butt
until this time comes the Ministry of Health might be given greater
authority; -- for example, to study and decree a construction plan for
hospitals and other health facilities and to require that all construc-
tion--public, semipublic, or private--adhere to it, so that no hospital,
health center, or polyclinic could be built without authorization by the
Ministry of Health and without meeting its specifications.

f. Coordination of local health activities, the easiest and most
elementary way to start coordination. In small towns in rural or mining
areas, coordination occurs de facto in the person of the only available
physician, With a systematic plan and the good will of the parties, how-
ever, coordination could be carried a little further--as, for example,
in small cities or districts of large ones where the institution with
the best building provides space for another, so that the staffs of the
two become accustomed to working under the same roof while still pre-
serving their institutional individuality. This promotes consultation
and prompt referral, with obvious benefit to the patient. Also, in
small cities, agreement may be reached for joint use of the only X-ray
machine or laboratory. Examples of such arrangements are found in many
countries, and more could be encouraged.

g. Organization of union seminars to acquaint workers with the ob-
jectives and advantages of integrated medical care service, with its
relationship to social security, and with how the most advantageous use
can be made of facilities without unduly burdening them. Through infor-
mative courses or seminars, the intelligent cooperation of the unions
could be obtained and their opposition lessened.



- 34 -

It is undoubtful, however, that beyond all these methods, which
will take more or less time to put into effect through the channels
of law and regulations, what matters most is mutual good will and an
intelligent understanding by both the Ministries of Health and the
social security agencies that social progress, the essential complement
of economic development, can be achieved only when each fulfills its
respective assignment. Both are important instruments of social well-
being and of a rise in the standard of living and they should not engage
in futile competition but should cooperate to reach their common goals.

As was aptly said by the Director of the Pan American Sanitary
Bureau at the XV General Assembly of the International Social Security
Association (Washington, 1964), " the health sciences are evolving
progressively and parallel with the social sciences. One need only
examine the definition proposed in the Basic Charter of the World
Health Organization to appreciate its universality as an affirmation,
as a postulate at the service of man and as an ethic of hopeful as-
piration. The somatic, spiritual and social aspects are intermingled
in a harmonious conception that makes health an attribute of a life
fully lived and realized. It may thus be said that the development
of the social sciences and of health are parallel and consubstantial,
which explains their common aims, many still unfulfilled but all as-
pired to."



- 35 -

ANNEX I

RESOLUTION XL

STUDY OF THE RELATIONSHIP BETWEEN SOCIAL SECURITY
MEDICAL PROGRAMS AND THOSE OF MINISTRIES OF HEALTH

OR OTHER OFFICIAL HEALTH AGENCIES

THE DIRECTING COUNCIL,

Having examined the report of the Director on the relationship
between social security medical programs and those of ministries of
health or other official health agencies (Document CD15/15);

Considering that it is necessary to improve the procedures de-
signed to achieve active health planning, extend the coverage of health
services, coordinate the financing schemes, and integrate preventive
and curative activities; and

Considering that the social security agencies are in a position
to give assistance in the preventive programs of governmental agencies
that service the entire population, and that they are also responsible
for contribution the greatest percentage to the funds of these institu-
tions,

RESOLVES:

1. To take note of and thank the Director for his report on
the relationship between social security medical programs and those of
ministries of health or other official health agencies (Document CD15/
15).

2. To instruct the Director to continue to provide advisory
services to the countries at their request and to promote the coor-
dination of international organizations interested in this subject.

3. To recommend to the Director that he convene a Study Group
to present to the Organization a report containing its views regarding
the promotion of better coordination among the public health services and
the medical care programs provided by the social security agencies and
other organizations, and that he transmit that report to the Governments
in due course.

4. To authorize the Director to take into account, when implementing
the program and budget for 1965, such new needs as may arise from this
resolution.

(Approved at the fifteenth Plenary
session, 9 September 1964)
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ANNEX II ;

RECOMMENDATION 69

Recommendation Concerning Medical Care

The General Conference of the International Labour Organization,

Having been convened at Philadelphia by the Governing Body of
the International Labour Office, and having met in its Twenty-
sixth Session on 20 April 1944, and

Having decided upon the adoption of certain proposals with regard
to the question of medical care services, which is included in
the fourth item on the agenda of the Session, and

Having determined that these proposals shall take the form of a
Recommendation,

adopts this twelfth day of May of the year one thousand nine hundred
and forty-four the following Recommendation, which may be cited as
the Medical Care Recommendation, 1944:

Whereas the Atlantic Charter contemplates "the fullest collabora-
tion between all nations in the economic field with the object of
securing for all improved labour standards, economic advancement and
social security"; and

Whereas the Conference of the International Labour Organization,
by a Resolution adopted on 5 November 1941, endorsed this principle
of the Atlantic Charter and pledged the full co-operation of the In-
ternational Labour Organization in its implementation; and

Whereas the availability of adequate medical care is an-essential
element in social security; and

Whereas the International Labour Organization has promoted the
development of medical care services--

by the inclusion of requirements relating to medical care
in the Workmen's Compensation (Accidents) Convention, 1925, and
the Sickness Insurance (Industry, etc.) and (Agriculture) Con-
ventions, 1927.

by the communication to the Members of the Organization by
the Governing Body of the conclusions of meetings of experts
relating to public health and health insurance in periods of
economic depression, the economical administration of medical
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and pharmaceutical benefits under sickness insurance schemes, and
guiding principles for curative and preventive action by invalidity,
old-age and widowst and orphans' insurance,

by the adoption by the First and Second Labour Conferences of
American States of the Resolutions constituting the Inter-American
Social Insurance Code, by the participation of a delegation of the
Governing Body in the First Inter-American Conference on Social
Security which adopted the Declaration of Santiago de Chile, and
by the approval by the Governing Body of the Statute of the Inter-
American Conference on Social Security, established as a permanent
agency of cooperation between social security administrations and
institutions acting in concert with the International Labour Office,
and.

by the participation of the International Labour OfficeLin an ad-
visory capacity in the framing of social insurance schemes in a num-
ber of countries and by other measures; and

Whereas some Members have not taken such steps as are within their
competence to improve the health of the people by the extension of medical
facilities, the development of public health programmes, the spread of
health education, and the improvement of nutrition and housing, although
their need in that respect is greatest, and it is highly desirable that
such Members take all steps as soon as possible to reach the international
minimum standards and to develop these standards; and

Whereas it is now desirable to take further steps for the improvement
and unification of medical care services, the extension of such services
to all workers and their families, including rural populations and the
self-employed, and the elimination of inequitable anomalies, without
prejudice to the right of any beneficiary of the medical care service
who so desires to arrange privately at his own expense for medical care;
and

Whereas the formulation of certain general principles which should
be followed by Members of the Organization in developing their medical
care services along these lines will contribute to this end;

The Conference recommends the Members of the Organization to apply
the following principles, as rapidly as national conditions allow, in
developing their medical care services with a view to the implementation
of the fifth principle of the Atlantic Charter, and toreport to the In-
ternational Labour Office, as requested by the Governing Body, concerning
the measures taken to give effect to these principles:
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I. GENERAL

Essential Features of a Medical Care Service

1. A medical care service should meet the need of the individual for
care by members of the medical and allied professions and for such other
facilities as are provided at medical institutions--

with a view to restoring the individual ts health, preventing
the further development of disease and alleviating suffering,
when he is afflicted by ill health (curative care); and

with a view to protecting and improving his health (preventive
care).

2. The nature and extent of the care provided by the service
should be defined by law.

3. The authorities or bodies responsible for the administration
of the service should provide medical care for its beneficiaries by
securing the services of members of the medical and allied professions
and by arranging for hospital and other institutional services.

4. The cost of the service should be met collectively by regular
periodical payments which may take the form of social insurance con-
tributions or of taxes, or of both.

Forms of Medical Care Service

5. Medical care should be provided either through a social insurance
medical care service with supplementary provision by way of social assis-
tance to meet the requirements of needy persons not yet covered by social
insurance, or through a public medical care service.

6. Where medical care is provided through a social insurance medical
care service--

(a) every insured contributor, the dependent wife or husband and
dependent children of every such contributor, such other depen-
dants as may be prescribed by national laws or regulations, and
every other person insured by virtue of contributions paid on his
behalf, should be entitled to all care provided by the service;

(b) Care for persons not yet insured should be provided by way of
social assistance if they are unable to obtain it at their own
expense; and

(c) the service should be financed by contributions from insured per-
sons, from their employers, and by subsidies from public funds.
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7. Where medical care is provided through a public medical care
service--

(a) every member of the community should be entitled to all care pro-
vided by the service;

(b) the service should be financed out of funds raised either by a
progressive tax specifically imposed for the purpose of finan-
cing the medical care service or of financing all health ser-
vices, or from general revenue.

II. PERSONS COVERED

Complete Coverage

8. The medical care service should cover all members of the
community, whether or not they are gainfully occupied.

9. Where the service is limited to a section of the population
or to a specified area, or where the contributory mechanism already
exists for other branches of social insurance and it is possible ul-
timately to bring under the insurance scheme the whole or the majority
of the population, social insurance may be appropriate.

10. Where the whole of the population is to be covered by the
service and it is desired to integrate medical care with general
health services, a public service may be appropriate.

Coverage Through a Social Insurance Medical Care Service

11. Where medical care is provided through a social insurance
medical care service, all members of the community should have the
right to care as insured persons or, pending their.inclusion in the
scope of insurance, should have the right to receive care at the ex-
pense of the competent authority when unable to provide it for them-
selves.

12. All adult members of the community (that is to say, all
persons other than children as defined in paragraph 15) should be
required to pay insurance contributions if their income is not below
the subsistence level. The dependent wife or husband of a contributor
should be insured in virtue of the contribution of her or his bread-
winner, without any addition on that accourt.

13. Other adults who prove that their income is below the sub-
sistence level, including indigents, should be entitled to care as
insured persons, the contribution being paid on their behalf by the
competent authority. Rules defining the subsistence level in each
country should be laid down by the competent authority.
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14. If and so long as adults unable to pay a contribution are not
insured as provided for in paragraph 13, they should receive care at the
expense of the competent authority.

15. All children (that is to say, all persons who are under the
age of sixteen years, or such higher age as may be prescribed, or who
are dependent on others for regular support while continuing their
general or vocational education) should be insured in virtue of the
contributions paid by or on behalf of adult insured persons in general,
and no additional contribution should be payable on their behalf by their
parents or guardians.

16. If and so long as children are not insured as provided for in
paragraph 15, because the service does not yet extend to the whole
population, they should be insured in virtue of the contribution paid by
or on behalf of their father or mother without any additional contribution
being payable on their behalf. Children for whom medical care is not so
provided should, in case of need, receive it at the expense of the com-
petent authority.

17. Where any person is insured under a scheme of social insurance
for cash benefits or is receiving benefit under such a scheme, he and
his qualified dependants, as defined in paragraph 6, should also be in-
sured under the medical care service.

Coverage Through a Public Medical Care Service

18. Where medical care is provided through a public medical care
service, the provision of care should not depend on any qualifying con-
ditions, such as payment of taxes or compliance with a means test, and
all beneficiaries should have an equal right to the care provided.

III. THE PROVISION OF MEDICAL CARE AND ITS
COORDINATION 1ITH GENERAL HEALTH SERVICES

Range of Service

19. Complete preventive and curative care should be constantly
available, rationally organized and, so far as possible, coordinated
with general health services.

Constant Availability of Complete Care

20. Complete preventive and curative care should be available at
any time and place to all members of the community covered by the ser-
vice, on the same conditions, without any hindrance or barrier of an
administrative, financial or political nature, or otherwise unrelated
to their health.
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21. The care afforded should comprise both general-practitioner
and specialist out-and in-patient care, including domiciliary visiting;
dental care; nursing care at home or in hospital or other medical insti-
tutions; the care given by qualified midwives and other maternity ser-
vices at home or in hospital; maintenance in hospitals, convalescent
homes, sanatoria or other medical institutions; so far as possible, the
requisite dental, pharmaceutical and other medical or surgical supplied,
including artificial limbs; and the care furnished by such other profes-
sions as may at any time be legally recognised as belonging to the allied
professions.

22. All care and supplies should be available at any time and without
time limit, xhen and as long as they are needed, subject only to the doc-
tor's judgement to such reasonable limitations as may be imposed by
the technical organization of the service.

23. Beneficiaries should be able to obtain care at the centres or
offices provided, wherever they happen to be when the need arises, whether
at their place of residence or elsewhere within the total area in which
the service is available, irrespective of their membership in any par-
ticular insurance institution, arrears in contributions or of other
factors unrelated to health.

24. The administration of the medical care service should be unified
for appropriate health areas sufficiently large for a self-contained and
well-balanced service and should be centrally supervised.

25. Where the medical care service covers only a section of the
population or is it present administered by different types of insurance
institutions and authorities, the institutions and authorities concerned
should provide care for their beneficiaries by securing collectively the
services of members of the medical and allied professions and by the
joint establishment or maintenance of health centres and other medical
institutions, pending the regional and national unification of the ser-
vices.

26. Arrangements should be made by the administration of the ser-
vice for securing adequate hospital and other residential accomodatior
and care, either by contracts with existing public and approved private
institutions, or by the establishment and maintenance of appropriate
institutions.

Rational Organization of Medical Care Service

27. The optimum of medical care should be made readily available
through an organization that ensures the greatest possible economy and
efficiency by the pooling of knowledge, staff, equipment and other re-
sources and by close contact and collaboration among all participating
members of the medical and allied professions and agencies.
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28. The wholehearted participation of the greatest possible number
of members of the medical and allied professions is essential for the
success of any national medical care service. The numbers of general
practitioners, specialists, dentists, nurses and members of other
professions within the service should be adapted to the distribution
and the needs of the beneficiaries.

29. Complete diagnostic and treatment facilities, including
laboratory and X-ray services, should be available to the general
practitioner, and all specialist advice and care, as well as nursing,
maternity, pharmaceutical and other auxiliary services, and residen-
tial accommodation, should be at the disposal of the general practitioner
for the use of his patients.

30. Complete and up-to-date technical equipment for all branches
of specialist treatment, including dental care, should be available, and
specialists should have at their disposal all necessary hospital and re-
search facilities, and auxiliary out-patient services such as nursing,
through the agency of the general practitioner.

31. To achieve these aims, care should preferably be furnished
by group practice at centres of various kinds working in effective
relation with hospitals.

32. Pending the establishment of, and experiments with, group
practice at medical or health centres, it would be appropriate to obtain
care for beneficiaries from members of the medical and allied professions
practising at their own offices.

33. Where the medical care service covers the majority of the
population, medical or health centres may appropriately be built,
equipped and operated by the authority administering the service in
the health area, in one of the forms indicated in paragraphs 34, 35
and 36.

34. Where no adequate facilities exist or where a system of hos-
pitals with out-patient departments for general-practitioner and
specialist treatment already obtains in the health area at the time
when the medical care service is introduced, hospitals may appropriately
be established as, or developed into, centres providing all kinds of in-
and out-patient care and complemented by local outposts for general-prac-
titioner care and for auxiliary services.

35. Where general practice is well developed outside the hospital
system while specialists are mainly consultants and working at hospitals,
it may be appropriate to establish medical or health centres for non-
residential general-practitioner care and auxiliary services, and to
centralize specialist in-patient and out-patient care at hospitals.
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36. Where general and specialist practice are well developed outside
the hospital system, it may be appropriate to establish medical or health
centres for all non-residential treatment, general-practitioner and
specialist and all auxiliary services, while cases needing residential
care are directed from the centres to the hospitals.

37. Where the medical care service does not cover the majority of
the population but has a substantial number of beneficiaries and exist-
ing hospital and other medical facilities are inadequate, the insurance
institution, or insurance institutions jointly, should establish a sys-
tem of medical or health centres which affords all care, including hos-
pital accommodation at the main centres, and, so far as possible, trans-
port arrangements; such centres may be required more particularly in
sparsely settled areas with a scattered insured population.

38. Where the medical care service covers too small a section for
complete health centres to be an economical means of serving its
beneficiaries, and existing facilities for specialist treatment in
the area are inadequate, it may be appropriate for the insurance ins-
titution, or the institutions jointly, to maintain posts at which
specialists attend beneficiaries as required.

390 Where the medical care service covers a relatively small sec-
tion of the population concentrated in an area with extensive private
practice, it may be appropriate for the members of the medical and
allied professions participating in the service to collaborate at
centres rented, equipped and administered by the members, at which
both beneficiaries of the service and private patients receive care.

40. Where the medical care service covers only a small number of
beneficiaries who are scattered over a populated area with adequate
existing facilities, and voluntary group practice as provided for in
paragraph 39 is not feasible, beneficiaries may appropriately receive
care from members of the medical and allied professions practising at
their own offices, and at public and approved private hospitals and
other medical institutions.

41. Travelling clinics in motor vans or aircraft, equipped for
first-aid, dental treatment, general examination and possible other
health services such as maternal and infant health services, should
be provided for serving areas with a scattered population and remote
from towns or cities, and arrangements should be made for the free
conveyance of patients to centres and hospitals.

Collaboration with General Health Services

42. There should be available to the beneficiaries of the medical
care service all general health services, being services providing means
for the whole community and/or groups of individuals to promote and pro-
tect their health while it is not yet threatened or known to be threatened,
whether such services be given by members of the medical and allied pro-
fessions or otherwise.
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43. The medical care service should be provided in close coordination
with general health services, either by means of close collaboration of the
social insurance institutions providing medical care and the authorities
administering the general health services, or by combining medical care
and general health services in one public service.

44. Local coordination of medical care and general health services
should be aimed at either by establishing medical care centres in
proximity to the headquarters for general health services, or by es-
tablishing common centres as headquarters for all or most health ser-
vices.

45. The members of the medical and allied professions participating
in the medical care service and working at health centres may appropriately
undertake such general health care as can with advantage be given by the
same staff, including immunization, examination of school children and
other groups, advice to expectant mothers and mothers with infants, and
other care of a like nature.

IV. THE QUALITY OF SERVICE

Optimum Standard

46. The medical care service should aim at providing the highest
possible standard of care, due regard being paid to the importance of
the doctor-patient relationship and the professional and personal res-
ponsibility of the doctor, while safeguarding both the interests of
the beneficiaries and those of the professions participating.

Choice of Doctor and Continuity of Care

47. The beneficiary should have the right to make an initial
choice, among the general practitioners at the disposal of the ser-
vice within a reasonable distance from his home, of the doctor by
whome he wishes to be attended in a permanent capacity (family doc-
tor); he should have the same right of choice for his children. These
principles should also apply to the choice of a dentist as family den-
tist.

48. Where care is provided at or from health centres, the beneficiary
should have the right to choose his centre within a reasonable distance
from his home and to select for himself or his children a doctor and a
dentist among the general practitioners and dentists working at this
centre.

49. Where there is no centre, the beneficiary should have the
right to select his family doctor and dentist among the participating
general practitioners and dentists whose office is within a reasonable
distance from his home.

50. The beneficiary should have the right subsequently to change
his family doctor or dentist, subject to giving notice within a pres-
cribed time, for good reasons, such as lack of personal contact and
confidence.
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51. The general practitioner or the dentist participating in the
service should have the right to accept or refuse a client, but may
not accept a number in excess of a prescribed maximum nor refuse such
clients as have not made their own choice and are assigned to him by
the service through impartial methods.

52. The care given by specialists and members of allied professions,
such as nurses, midwives, masseurs and others, should be available on the
recommendation, and through the agency, of the beneficiary's family doc-
tor who should take reasonable account of the patient ts wishes if several
members of the specialty or other profession are available at the centre
or within a reasonable distance of the patient's home. Special provision
should be made for the availability of the specialist when requested by
the patient though not recommended by the family doctor.

53. Residential care should be made available on the recommendation
of the beneficiary's family doctor, or on the advice of the specialist,
if any, who has been consulted.

54. If residential care is provided at the centre to which the
family doctor or specialist is attached, the patient should preferably
be attended in the hospital by his own family doctor or the specialist
to whom he was referred.

55. Arrangements for the general practitioners or dentists at a
centre to be consulted by appointment should be made whenever practicable.

Working Condtions and Status of Doctors and Members of
Allied Professions

56. The working conditions of doctors and members of allied
professions participating in the service should be designed to re-
lieve the doctor or member from financial anxiety by providing adequate
income during work, leave and illness and in retirement, and pensions
to his survivors, without restricting his professional discretion
otherwise than by professional supervision, and should not be such as
to distract his attention from the maintenance and improvement of the
health of the beneficiaries.

57. General practitioners, specialists and dentists, working for
a medical care service covering the whole or a large majority of the
population, may appropriately be employed whole time for a salary, with
adequate provision for leave, sickness, old age and death, if the medical
profession is adequately represented on the body employing them.

58. Where general practitioners or dentist, engaged in private
practice, undertake part-time work for a medical care service with a
sufficient number of beneficiaries, it may be appropriate to pay them
a fixed basic amount per year, including provision for leave, sickness,
old age and death, and increased if desired by a capitation fee for each
person or family in the doctor's or dentist's charge.
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59. Specialists engaged in private practice who work part time for
a medical care service with a considerable number of beneficiaries may
appropriately be paid an amount proportionate to the time devoted to
such service (part-time salary).

60. Doctors and dentists engaged in private practice who work part
time for a medical care service with few beneficiaries only may approp-
riately be paid fees for services rendered.

61. Among the members of allied professions participating in the
service, those rendering personal care may apporpriately be employed whole
time for salary with adequate provision for leave, sickness, old age and
death, While members furnishing supplies should be paid in accordance
with adequate tariffr.

62. Working conditions for members of the medical and allied
professions participating in the service should be uniform throughout
the country or for all sections covered by the service, and agreed on
with the representative bodies of the profession, subject only to such
variations as may be necessitated by differences in the exigencies of
the service.

63. Provision should be made for the submission of complains by
beneficiaries concerning the care received, and by members of the
medical or allied professions concerning their relations with the ad-
ministration of the service, to appropriate arbitration bodies under
conditions affording adequate guarantees to all parties concerned.

64. The professional supervision of the members of the medical
and allied professions working for the service should be entrusted
to bodies predominantly composed of representatives of the professions
participating, with adequate provision for disciplinary measures.

65. Where, in the proceedings referred to in paragraph 63, a
member of the medical or allied professions working for the service
is deemed to have neglected his professional duties, the arbitration
body should refer the matter to the supervisory body referred to in
paragraph 64.

Standard of Professional Skill and Knowledge

66. The highest possible standard of skill and knowledge should be
achieved and maintained for the professions participating both by re-
quiring high standards of education, training and licensing and by keep-
ing up to date and developing the skill and knowledge of those engaged
in the service.

67. Doctors participating in the service should be required to have
an adequate training in social medicine.
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68. Students of the medical and dental professions should, before
being admitted as fully qualified doctors or dentists to the service,
be required to work as assistant at health centres or offices, especially
in rural areas, under the supervision and direction of more experienced
practitioners.

69. A minimum period as hospital assistant should be prescribed among
the qualifications for every doctor entering the service.

70. Doctors wishing to furnish specialist service should be required
to have certificates of competence for their specialty.

71. Doctors and dentists participating should be required periodically
to attend post-graduate courses organized or approved for this purpose.

72. Adequate periods of apprenticeship at hospitals or health centres
should be prescribed for members of allied professions, and post-graduate
courses should be organized and attendance periodically required for those
participating in the service.

73. Adequate facilities for teaching and research should be made
available at the hospitals administered by or working with the medical
care service.

74. Professional education and research should be promoted with the
financial and legal support of the State.

V. FINANCING OF MEDICAL CARE SERVICE

Raising of Funds under Social Insurance Service

75. The maximum contribution that may be charged to an insured
person should not exceed such proportion of his income as, applied
to the income of all insured persons, would yield an income equal to
the probable total cost of the medical care service, including the
cost of care given to qualified dependants as defined in paragraph 6,

76. The contribution paid by an insured person should be such
part of the maximum contribution as can be borne without hardship.

77. Employers should be required to pay part of the maximum con-
tribution on behalf of persons employed by them.

78. Persons whose income does not exceed the subsistence level
should not be required to pay an insurance contribution. Equitable
contributions should be paid by the public authority on their behalf:
Provided that in the case of employed persons, such contributions may
be paid wholly or partly by their employers.
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79. The care of the medical care service not covered by contributions
should be borne by taxpayers.

80. Contributions in respect of employed persons may appropriately
be collected by their employers.

81, Where membership of an occupational association or the posses-
sion of a licence is compulsory for any class of self-employed persons,
the association or the licensing authority may be made responsible for
collecting contributions from the persons concerned.

82. The national or local authority may be made responsible for
collecting contributions from self-employed persons registered for
the purpose of taxation.

83. Where a scheme of social insurance for cash benefits is in
operation, contributions both under such scheme and under the medical
care service may appropriately be collected together.

Raising of Funds under Public Medical Care Service

84. The cost of the medical care service should be met out of
public funds.

85. Where the whole population is covered by the medical care
service and all health services are under unified central and area
administration, the medical care service may appropriately be financed
out of general revenue.

86. Where the administration of the medical care service is
separate from that of general health services, it may be appropriate
to finance the medical care service by a special tax.

87. The special tax should be paid into a separate fund reserved.
for the purpose of financing the medical care service.

88. The special tax should be progressively graded and should be
designed to yield a return sufficient for financing the medical care
service.

89. Persons whose income does not exceed the subsistence level
should not be required to pay the tax.

90. The special tax may appropriately be collected by the national
income tax authorities or, where there is no national income tax, by
authorities responsible for collecting local taxes.
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Raising of Capital Funds

91. In addition to providing the normal resources for financing
the medical care service, measures should be taken to utilize the
assets of social insurance institutions, or funds raised by other
means, for financing the extraordinary expenditure necessitated by
the extension and improvement of the service, more particularly by
the building or equipment of hospitals and medical centres.

VI. SUPERVISION AND ADMINISTRATION OF MEDICAL
CARE SERVICE

Unity of Health Services and Democratic Control

92. All medical care and general health services should be cen-
trally supervised and should be administered by health areas as defined
in paragraph 24, and the beneficiaries of the medical care service, as
well as the medical and allied professions concerned, should have a
voice in the administration of the service.

Unification of Central Administration

93. A central authority, representative of the community, should
be responsible for formulating the health policy or policies and for
supervising all medical care and general health services, subject to
consultation of the beneficiaries on matters of policy and administration
affecting the medical care service.

94. Where the medical care service covers the whole or the majority
of the population and a central government agency supervises or adminis-
ters all medical care and general health services, beneficiaries may approp-
riately be deemed to be represented by the head of the agency.

95. The central government agency should keep in touch with the
beneficiaries through advisory bodies comprising representatives of
organizations of the different sections of the population, such as
trade union, employerst associations, chambers of commerce, farmerst
association,s women's associations and child protection societies.

96. Where the medical care service covers only a section of the
population, and a central government agency supervises all medical
care and general health services, representatives of the insured per-
sons should participate in the supervision, preferably through advisory
committees, as regards all matters of policy affecting the medical
care service.

97. The central government agency should consult the representatives
of the medical and allied professions, preferably through advisory com-
mittees, on all questions relating to the working conditions of the mem-
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bers of the professions participating, and on all other matters primarily
of a professional nature, more particularly on the preparation of laws
and regulations concerning the nature, extent and provision of the care
furnished under the service.

98. Where the medical care service covers the whole or the majority
of the population and a representative body supervises or administers
all medical care and general health services, beneficiaries should be
represented on such body, either directly or indirectly.

99. In this event, the medical and allied professions should be
represented on the representative body, preferably in numbers equal
to those of the beneficiaries or the government as the case may be;
the professional members should be elected by the profession concerned,
or nominated by their representatives and appointed by the central
government.

100. Where the medical care service covers the whole or the
majority of the population and a coorporate body of experts established
by legislation or by charter supervises or administers all medical care
and general health services, such body may appropriately consist of an
equal number of members of the medical and allied professions and of
qualified laymen.

101. The professional members of the expert body should be ap-
pointed by the central government from among candidates nominated by
the representatives of the medical and allied professions.

102. The representative executive body of the expert body super-
vising or administering medical care and general health services should
be responsible to the government for its general policy.

103. In the case of a federal State, the central authority
referred to in the preceding paragraphs may be either a federal or
a State authority.

Local Administration

104. Local administration of medical care and general health ser-
vices should be unified or coordinated within areas formed for the
purpose as provided for in paragraph 24, and the medical care service
in the area should be administered by or with the advice of bodies rep-
resententative of the beneficiaries and partly composed of, or assisted
by, representatives of the medical and allied professions, so as to
safeguard the interests of the beneficiaries and the professions, and
secure the technical efficiency of the service and the professional
freedom of the participating doctors.
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105. Where the medical care service covers the whole or the
majority of the population in the health area, all medical care and
general health services may appropriately be adminliftezed by one area
authority.

106. Where, in this event, the area government administers the
health services on behalf of the beneficiaries, the medical and allied
professions should participate in the administration of the medical
care service, preferably through technical committees elected by the
professions or appointed by the area or central government from among
nominees of the professions concerned.

107. Where a medical care service covering the whole or the majority
of the population in the health area is administered by a representative
body, the area government, on behalf of the beneficiaries, and the medical
and allied professions in the area, should be represented on such body,
preferably in equal numbers.

108. Where the medical service is administered by area offices or
officers of the central authority, the medical and allied professions
in the area should participate in the administration, preferably through
executive technical committees, elected or appointed in the manner pro-
vided for in paragraph 106.

109. Whatever the form of the area administration, the authority
administering the medical care service should keep in constant touch
with the beneficiaries in the area through advisory bodies, elected by
representative organizations of the different sections of the popula-
tion, in the manner provided for in paragraph 95.

110. Where the social insurance medical care service covers only
a section of the population, administration of that service may ap-
propriately be entrusted to a representative executive body responsible
to the government, and comprising representatives of the beneficiaries,
of the medical and allied professions participating in the service and
of the employers.

Administration of Health Units

1ll. Health units owned and operated by the medical care service,
such as medical or health centres or hospitals, should be administered
under democratic control with adequate provisions for the participation
of the medical profession, or wholly or predominantly by doctors elected
by, or appointed after consultation of, the members of the medical and
allied professions participating in the medical care service, in coopera-
tion with all the doctors working at the unit.
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Right of Appeal

112. Beneficiaries or members of the medical or allied professions
who have submitted complaints to the arbitration body referred to in
paragraph 63 should have a right of appeal from the decisions of such
body to an independent tribunal.

113. Members of the medical and allied professions against whom
disciplinary measures have been taken by the supervisory body referred
to in paragraph 64 should have a right of appeal from the decisions of
such body to an independent tribunal.

114. Where the supervisory body referred to in paragraph 64 takes
no disciplinary action on a matter referred to it by the arbitration
body, in accordance with paragraph 65, the interested parties should
have a right of appeal to an independent tribunal.
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RESOLUTION A.2

TEN-YEAR PUBLIC HEALTH PROGRAM OF

THE ALLIANCE FOR PROGRESS

WHEREAS:

A mutual relationship exists between health, economic development,
living standards, and well-being;

There is an agreement between the governments of the American states
for the simultaneous planning of economic growth and social progress during
the decade that began in 1960;

It is essential, for this purpose, that arrangements be concluded in
advance for the preparation of national plans that contemplate the problems
of primary importance to the societies;

Programs in process of execution should not be interrupted while these
plans are being prepared, but should, on the contrary, be extended to other
communities, and other plans having economic and social significance should
be undertaken giving priority to emergency plans in some of the countries;

It is essential to coordinate the various activities that contribute
to individual and collective well-being, not only in national plans but also
in projects that are already being carried out and in those to be undertaken
in the future;

The Group of Experts of the Organization of American States on Planning
for Economic and Social Development in Latin America determined "that improve-
ments iin health conditions] are desirable in themselves, that they are an
essential prerequisite for economic growth, and that therefore, they must
be an integral element in any neaningful development program for the region";
and

The Council of the Organization of American States recommended that
governments, in planning and negotiating the financing of their economic
development, should include public health programs essential and complementary
to their economic programs, and also recommended the technical advisory
services of the Pan American Sanitary Bureau for the formulation of such
programs (Resolution VII, Second Meeting of the Special Committee to Study
the Formulation of New Measures for Economic Cooperation),

The Special Meeting of the Inter-American Economic and Social Council
at the Ministerial Level
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RESOLVES:

1. To recommend to the governments the following long-term measures
for the prevention of diseases and the protection and recovery of health:

a. To prepare national plans for the next 10 years.

b. To create planning and evaluation units in the Ministries of
Health, with appropriate representation at the national agencies
for the over-all planning of economic development and social
progress, to ensure due coordination.

c. To improve the collection and study of vital and health statistics
as a basis for the formulation and evaluation of national health
programs.

d. To give particular importance to the education and training of
professional and auxiliary personnel to engage in activities
related to the prevention and cure of diseases, To this end it
will be necessary:

(1) To determine the number of experts required in the various
categories for each activity or profession;

(2) To provide in-service training to present staff members,
and progressively train a minimum number of additional
personnel; and

(3) To expand or create the necessary educational centers.

e. To improve the organization and administration of national and
local health services by combining the functions of prevention
and cure; to obtain a better return from medical care services;
to create the necessary services gradually; and to ensure financial
accesibility to therapeutic agents and means for the prevention
of disease.

f. To adopt legal and institutional measures to ensure compliance
with the principles and standards of individual and collective
medicine for the execution of projects of industrialization,
urbanization, housing, rural development, education, tourism,
and others.

g. To make the best possible use of knowledge obtained through
scientific research for the prevention and treatment of diseases.

2. To recommend that the governments carry out the following measures
to take immediate effect:

a. To complete projects that are now being executed, particularly
those related to the control or eradication of communicable
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diseases, sanitation, nutrition, medical care, maternal and
child care, health education, and other projects for the
protection of health, giving due priority to the emergency
programs of certain countries.

b. To formulate projects for gradual development for the following
purposes:

(1) To supply potable water and sewage disposal for at least
70 per cent of the urban population and 50 per cent of
the rural population during the present decade, as a
minimum;

(2) To reduce the present mortality rate in children under
five years of age by one-half;

(3) To eradicate malaria and samllpox from the Hemisphere and
intensify the control of other common infectious diseases,
such as enteric ailments and tuberculosis;

(4) To make substantial improvements in the feeding and nutrition
of the most vulnerable sectors of the community by increasing
the consumption of animal or vegetable protein; and

(5) To take measures for giving increasingly better medical care
to a larger number of patients, by improving the organization
and administration of hospitals and other centers for the
care and protection of health.

3. To establish as a broad goal for health programs during the
present decade an increase of five years in the life expectancy at birth
of every person.

4. To recommend that governments, whenever they consider it advisable,
utilize the technical advisory services of the Pan American Sanitary Bureau,
Regional Office of the World Health Organization, in the preparation and
execution of the aforementioned plans; and likewise to support the projects
of that organization for establishing systems of health planning in the
countries of Latin America.

5. To recommend, at the same time, the use of other means of
technical assistance, whether multilateral or bilateral, available to the
countries of this Hemisphere.
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ANME IV

SICIKESS AND MATERNITY BENEFITS IN SOCIAL SECURITY SYSTMIS

Sickness benefits Maternity benefits
Cash Services Cash Services

~Country and institution nsured I Insured I Insured Insured
person IDependents person Dependents person Dependents person Dependents

Argentina I
Caja de Maternidad -_ - x

Bolivia
Caja Nacional de Seguridad Social x _ x | x x x
Caja de Seguro Social de Trabajadores x _ x x x x x

Petroleros

Brazil
Instituto de Aposentador{a e Pens

8
es dos x x x x x

Industriarios
Instituto de Aposentador{a e Pens

8
es dos x - x x x x

Comerc irios
Instituto de Apcsaentadorla e Pens

8
es dos x - x x x x x x

Empregados em Transportes e Caras
Instituto de Aposentadorta e Pensoes dos x x x x x x

FerroviLrios e Empregados em Servigos
PIblicos

Instituto de Aposentadorla a Pens8es dos x - x x x
Bancrios

Instituto de Aposentadoria e Pens8es dos x - x x xx
Maritimos

Colombia
Caja Nacional de Previsi6n x - - - x - x
Instituto Colombiano de Seguros Sociales x - x - x - x x

Costa Rica
Caja Costarricense de Seguro Social x - x x x _ x x

Chile
Servicio de Seguro Social
(Servicio Nacional de Salud) x - x x x - x x
Caja de Previsidn de los Empleados Particularej
(Servicio Medico Nacional del Empleado) a/ - x

Dominican Republic
Instituto Dominicano de Seguros Sociales x - x / x x

Ecuador
Instituto Nacional de Previsign
(Caja Nacional del Seguro Social x - x x x _ x

El Salvador
Instituto Salvadoreito del Seguro Social x - x x x x

Guatemala
Instituto Guatemalteco de Seguridad Social x / - x x S x

Haiti

Institud d'Acsurances Sociales dHaiti

Honduras
Instituto Hondurelo de Seguridad Social x - x x / x _

MNxico
Instituto Mexicano del Seguro Social x - x x x _ x
Instituto de Seguridad y Servicios x - _ x x

Sociales de los Trabajadores del Estado

Nicaragua
Instituto Nacional de Seguridad Social x - x x x _ x

Panama
Caja de Seguro Social _ x _ x

ParaRuay
Instituto de Previsi6n Social x _ x x x _ x x

Per6
Caja Nacional del Seguro Social Obrero x _ x x x
Seguro Social del Empleado I _ x _ x _ x

Uruguz¥
Consejo Central de Asignaciones Familiares _ _ _ _ x _ x

Venezuela
Instituto Venezolano de los Seguros Sociales x - x x x - x x

a. Cancer, tuberculosis, cardiovascular diseases, and syphilis.
b. Occupational diseases and common accidents only.
c. In Guatemala Department only.
d. In case of member's death only.
e. Children under two years.
f. Children under six years.
g. Children under eight months.

Prepared by the Program of Social Security, Department of Social Affairs, Pan American Union, April 1965.

I
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FORMULATION OF AN INTERNATIONAL SURVEY

Bases for the questionnaire

1. Administrative organization

a. Of Ministries of Health: Legal capacity to set an over-all
integrated health policy; types of services carried out;
authority over other services providing medical care.

b. Of social security agencies: Ministry to which attached; relation-
ship with Ministry of Health; top administration and executive
body; size of staff in relation to number of insured; method of
selecting and compensating physicians.

c. Attempts at coordination: Legal and administrative relations be-
tween Ministries of Health and social security agencies; preven-
tive activities in behalf of the family as a unit of labor; coor-
dination of services at the local level, particularly in rural
areas; joint policy on staff training, recruitment, and pay.

2. Studies of coverage

a. By Ministries of Health: Population theoretically entitled to care
by law; population actually having access to services; availabil-
ity of beds in relation to theoretical population; average length
of stay and index of occupancy of hospital beds; number of out-
patient consultations in relation to theoretical population; special
ized services; domiciliary care.

b. By social security agencies: Risks covered, number of persons af-
filiated; number of family-member beneficiaries; benefits granted;
availability of beds in relation to total beneficiaries; average
length of stay and index of occupancy of hospital beds; number of
outpatient consultations in relation to total beneficiaries; spe-
cialized services; domiciliary care.

3. Studies of costs and financing

a. In Ministries of Health and social security agencies: Economic-
financial factors and their impact on costs of social security;
comparative financial contribution of different labor groups; fi-
nancial ability of different labor and ethnic groups to pay
for medical services or to finance social security systems provid-
ing medical benefits.

b. In hospitals of either organization: Capital costs in comparison
with regular operating expenses; components of capital costs per
bed equipped and per outpatient clinic; analysis of operating
expenses by budget item (salaries, feeding, pharmacy, and so on)



-58-

analysis of operating expenses by department (medicine, surgery,
laboratory, kitchen, and so on); cost per day per bed; cost of
outpatient consultation per working hour and per patient seen;
cost per beneficiary; cost per inhabitant per year.

c. Income of physicians, comparing salaries of Ministries with those
of social security agencies and with estimates of average income,
according to fees as regulated by medical associations.

NOTE: All studies of costs would employ the definitions formulated by
Brian Abel-Smith in the volume Paying for Health, published by
the WHO Public Health Reports, No. 17


