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On the basis of data obtained from nine schools of public 
health in Latin America, a comprehensive study is presented 
on the curriculum content in the field of medical care orga- 
nization and hospital organization. 

Infroduc+ion 

Organized programs of medical care have 
been developing at an increasing tempo in 
Latin America, and the schools of public 
health have responded by developing for- 
mal instruction in this field of study. Per- 
haps there is a lag between the vitality of 
action programs and the degree of academic 
attention to them in the schools, but the con- 
tent of curricula in the problems of medical 
care organization is clearly enlarging and 
developing. 

The focus of this paper will be on one 
basic aspect of this academic development: 
instruction in medical care organization in 
the basic curriculum leading to the M.P.H. 
degree-that is, the curriculum followed 
mainly by physicians who are undertaking 
general public health studies at the Master’s 
level. No attempt will be made to examine 
other related aspects of the same question, 
such as the education of personnel for spe- 
cific work in hospital administration and the 
training of professional specialists who 
would devote themselves exclusively to medi- 
cal care administration. 

The focus here is intended to shed light 
on the degree to which general public health 
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administrative physicians in Latin America 
are being oriented in the tasks of planning, 
organizing, and directing the curative ser- 
vices. The importance of knowledge and 
sophistication about the preventive services 
requires no defense. The entire public health 
movement, from its beginnings in 19th cen- 
tury Europe, has directed its main attention 
to the prevention of disease, especially com- 

municable disease. This obviously remains 
the top priority in Latin America, where so 
much remains to be done in environmental 
sanitation, immunization, health education, 
and other measures of disease prevention. 

Increasingly, however, it has become clear 
that effective provision of the preventive ser- 
vices, as well as the curative services, re- 
quires first of all a firm administrative struc- 
ture of health services throughout a nation. 
An intensive “one-shot” campaign against 
malaria or intestinal parasites in a province 
will not have lasting effect if there is not a 
sound, permanent structure of health ser- 
vices to continue to meet all the health needs 
year in and year out. Such a Grm structure 
cannot be built with a mission of preventive 
services alone. It must satisfy the needs of 
the people, as they are felt by the people, and 
this means that the pain and distress of sick- 
ness that has not been prevented must be 
confronted. Treatment must be given for 
sickness and injury to the ambulatory patient 
and to the patient requiring a hospital bed. 

Effective delivery of these treatment ser- 
vices cannot be left to the random efforts of 
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physicians. It calls for careful and system- 
atic organization, no less than do the pre- 
ventive services. Indeed, the costs of the 
treatment services-especially the operation 
of hospitals-are so high that their delivery 
demands rational and systematic organiza- 
tion even more than do the preventive ser- 
vices. Otherwise, there can be vast ex- 
travagance of expenditure of both money 
and resources which no nation-not even 
the richest-can afford. 

Yet the curative services in Latin America 
and elsewhere in the world have been char- 
acterized by a highly diverszed and even 
chaotic development. Special groups of peo- 
ple and special diseases have attracted ener- 
getic programs, but these programs are 
usually unrelated to each other, are often 
competitive rather than cooperative, and 
their separate claims on the nation’s limited 
resources are uneven and inequitable. Un- 
derlying all of these progr, ms is a large “free 
market” of private medical care, in which 
services go tist not to those in greatest need 
but to him who can pay the bill. Aside from 
the lack of coordination among these pub- 
lic and private sectors, within each of them 
there are numerous inefficiencies and fail- 
ures to achieve quality and continuity in 
medical care. 

The task of the schools of public health, 
therefore, is to educate physicians and other 
administrative personnel about the problems 
of medical care organization-including hos- 
pital administration-as well as about the 
problems of disease prevention. The de- 
gree to which this is currently being done 
in Latin America has recently been ex- 
amined, but before reporting the tidings we 
should iirst summarize the main character- 
istics of the medical care system or systems 
now in operation. 

Medical Care Systems 

No two Latin American countries, of 
course, are exactly alike with respect to 
medical care organization or any other im- 

portant aspect of life. It is possible, how- 
ever, to sketch briefly the principal systems 
that are seen to operate side-by-side in vary- 
ing proportions within each country. At 
least 11 distinguishable systems can be iden- 
tified : 

1. Indigenous healing by untrained tradi- 
tional personnel in the villages is found in 
every country. Where there are more people 
living in isolated tribes, such as Indians in 
the Andes Mountains, this practice is more 
important. Different kinds of healers, with 
various degrees of magical versus empirical 
practice, are found in different regions. 

2. Beneficencia or charity hospitals are a 
second pattern of medical care. Started 
origidly by the Catholic Church, they have 
come to be operated by voluntary boards, 
deriving their money from bequests, lot- 
teries, and other sources. Central govern- 
ments have come to subsidize them increas- 
ingly and, in some countries, these hospitals 
and their associated property have been 
taken over entirely by the government. In 
other countries, beneficenciu societies are 
essentially money-raising organizations that 
contribute funds to the operation of gov- 
ernment al hospitals, 

3. Governmental networks of hospitals 
and health centers for general medical care 
are a third pattern, which is found in every 
Latin American country. Usually under the 
ministry of health, these are in a sense the 
20th century counterpart of the 19th century 
beneficencia system. Typically there are re- 
gional hospitals in the Iarger cities, heaIth 
centers in the smaller towns, and small 
health posts staffed by one or two auxiliaries 
in the villages. 

4. In addition to the central government, 
local units of government in the municipali- 
ties sometimes operate medical facilities. 
These may be small emergency rooms or, 
in great cities like Mexico City, special hos- 
pitals for indigent children. 

5. Special occupational groups, compris- 
ing servants of the State, usually have their 
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own medical care programs operated by the 
central government. In almost every coun- 
try this includes the military forces, for 
whom first-class hospitals are constructed 
and operated. The national police also often 
have their own facilities. Governmental rail- 
road systems have networks of hospitals and 
health centers for their employees. Some- 
times a ministry of education will sponsor a 
special health service for schoolteachers, or 
other ministries will do the same for their 
personnel. In all these programs the families 
of the soldiers or other government workers 
are also served. 

6. Very important in nearly all Latin 
American countries are the social security 
systems, which have been developing for the 
protection of specified workers since the first 
such medical care program was started in 
Chile in 1924. They are usually confined to 
industrial workers, with the employer, the 
government, and the worker making peri- 
odic contributions to an autonomous fund. 
The social security organization may pur- 
chase medical care from existing public or 
private hospitals, but more often it builds 
new hospitals of its own. It also usually op- 
erates special polyclinics for ambulatory care 
in the main cities. 

7. In some countries there are separate 
social security medical care programs for 
white-collar employees, as distinguished 
from manual workers. Within this class 
there may be separate administrative ar- 
rangements for employees of private enter- 
prise and for government staff. Doctors may 
be paid under these white-collar insurance 
programs by the fee-for-service method, in- 
stead of salaries. 

8. Private industries, especially in iso- 
lated locations, may also operate hospitals 
for their own workers-both white-collar 
and blue-collar-and their families. Mining 
and oil companies are sometimes required 
by law to do this, independently of the social 
security program. Small health centers also 
may be maintained for workers on certain 
large sugar or coffee nlantations. 

9. Voluntary insurance for medical care 
is a small development in most Latin Ameri- 
can countries, designed for an emerging 
middle class that wishes to use private physi- 
cians and private hospitals. In one country, 
Argentina, voluntary mutualidades are a 
major form of health insurance for industrial 
workers, in contrast to a governmental social 
security system. 

10. Middle class people of particular na- 
tionalities-such as German, Spanish, or 
Portuguese-may operate nonprofit hospi- 
tals for members of their own group. The 
great majority of patients may pay for this 
care, but some beds are reserved for poor 
families on a charity basis. Voluntary can- 
cer societies or societies for crippled chil- 
dren also operate hospitals on the basis of 
charitable donations and sometimes with 
governmental subsidies. 

11. Finally, there is a substantial purely 
private sector of medical care in al1 Latin 
American countries, with the possible ex- 
ception of Cuba. Physicians, who may earn 
most of their income in employment by one 
or more of the organized programs described 
above, also engage a few hours a day in 
private practice; some few physicians are 
exclusively in private pr’actice. Likewise 
small private hospitals or private clinics- 
often owned by doctors-are found in the 
large cities. Beneficencia or governmental 
regional hospitals may also reserve a few 
beds for privately paying patients. The pa- 
tients who use these services are either those 
of high income, who are ineligible for the 
organized systems, or those who are eligible 
but dissatisfied with the quality of or delays 
in services within these systems. In the pri- 
vate sector there are also dental offices and 
a few private nurses. Pharmacies, selling 
prescribed and non-prescribed drugs, are 
another part of the private sector in which 
the population spends large sums of money. 

This brief summary may serve to point up 
the complexity of medical care programs in 
Latin America. There are great differences 
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in the quantity of resources allocated to each 
of these systems, and therefore great varia- 
tions in the scope and quality of services that 
each produces. There are obviously large 
differences in the availability of services be- 
tween urban and rural areas and among the 
several distinct social classes. Administra- 
tive mechanisms for i?nancing and technical 
organization of services diier greatly among 
the systems. 

In several countries, notably Chile and 
Cuba, important steps have been taken to 
integrate the delivery of medical care which 
had been formerly dispersed among these 
diverse systems. In Brazil the programs of 
seven separate institutes of social security 
are being coordinated. In Costa Rica and 
El Salvador closer ties have been developed 
recently between ministries of health and 
social security agencies. In Venezuela a uni- 
fied national health serv’ce is being dis- 
cussed. The commonest administrative 
mechanism for such integration is based on 
the concept of regionalization which, in a 
word, means that health services, both pre- 
ventive and curative, should be systemati- 
cally organized in geographic areas through 
a logical network of facilities, connected by 
efficient transportation. The people would 
receive services within this regional network 
on the basis of their health needs and place 
of residence, rather than on the basis of the 
source of financing or their social pedigree. 

Administration of such integrated regional 
health service programs obviously requires 
knowledge of the several medical care sys- 
tems reviewed above. Within each system 

there are scores of problems involved in the 
effective organization of health personnel, in 
the operation of clinics, laboratories, and 
pharmacies, in the adjustment of services 
to the social ecology of the population, in 
the maintenance of proper records, in the 
promotion of quality standards. Integrated 
health service administration demands also 
knowledge of the internal operations of hos- 
pitals. It requires an understanding of the 
relationship of preventive to curative ser- 

vice, the complexities of financing, the hu- 
man needs of sick people, and all the other 
elements of comprehensive medical care. 

We may examine now the degree to which 
the Latin American schools of public health 
are offering instruction on these matters. 

Background of +he Curriculum Survey 

Info,rmation on the curriculum content 
with respect to (a) medical care organiza- 
tion and (b) hospital administration was 
obtained in two ways. In 1964 visits were 
made to five of the Latin American public 
health schools to obtain detailed informa- 
tion. In 1967 more current information was 
sought by correspondence with all of the 
schools. At the time of this writing, replies 
had been received from 10 of the 11 schools. 
In some of these replies, however, the mean- 
ing of the responses was not entirely clear, 
so that this summary will be based on the 
practices reported in nine of the schools. 
These are the schools of public health at: 

University of Buenos Aires, Argentina 
Ministry of Health, Rio de Janeiro 
University of SBo Paulo, Brazil 
University of ChiIe, Santiago 
University of Antioquia, Medellin, Colombia 
Ministry of Health and Welfare, Mexico City 
Ministry of Public Health and Welfare, 

Lima, Peru 
University of Puerto Rico, San Juan 
Central University of Venezuela, Caracas 

It is regretted that time did not permit 
collection of all the necessary information 
on the subjects of medical care organization 
and hospital administration from the Schools 
of Public Health in Belo Horizonte, Brazil, 
and in Havana, Cuba. 

Before stating the findings, we must 
clarify the distinction made here between 
instruction in medical care organization and 
instruction in hospital administration. In a 
strictly logical sense, the latter is a part of 
the former. That is, the organization of 
medical care includes concern for all the 
elements in treatment: the services of physi- 
cians, dentists, nurses, pharmacists, etc., and 
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the provision of tho,se services in hospitals, 
ambulatory units, private homes, or else- 
where. But the specific tasks of administer- 
ing hospitals are so numerous and complex 
that this subdivision of the larger field has 
been singled out for special academic atten- 
tion. Moreover, the hospital sector of medi- 
cal care is the costliest and often the most 
decisive in the patient’s survival-further 
reasons for establishing special instruction 
on it. The first formal university curriculum 
in hospital administration anywhere in the 
world was developed at the University of 
Chicago in 1934, and since then it has 
spread to many countries in both the West- 
ern and the Eastern Hemispheres, includ- 
ing Soviet Russia and Japan. 

The focus of instruction in hospital ad- 
ministration is naturally on the many tasks 
of managing a hospital. Within its walls, 
hospital operation requires a blending of 
scientific technology, business management, 
and humanistic care. All three of these 
fields are essential and, without proper 
achievement in any one of them, the hospi- 
tal fails in its mission. The hospital ad- 
ministrator, therefore, must be educated 
about the problems and functions in all three 
domains. Like the clinical physician he must 
understand technology; like the industrialist 
he must understand management; and like 
the nurse he must understand human sensi- 
tivities. He must also acquire enough knowl- 
edge to judgewhen there is a conflict be- 
tween considerations in these three spheres 
-which consideration should temporarily 
prevail for the long-term service of the hos- 
pital. 

But beyond these requirements for effec- 
tive internal management, the hospital is 
obviously part of a larger system. The 
boundaries of this larger system are both 
geographic-the community, the province, 
the nation-and conceptual, that is, politi- 
cal, economic, cultural, etc. To provide 
proper leadership even within a hospital’s 
walls, the administrator must understand 
the relationship of the hospital to this larger 

health care system. His university training, 
therefore, should include studies of this over- 
all system, which constitute the academic 
discipline of medical care organization. 

Even more important is this discipline for 
the public health administrator who is faced 
with the task of planning and directing total 
health services, curative and preventive, in 
a region or nation. Much that is taught in 
the new courses on “health planning” is 
equivalent to medical care organization. The 
modern health administrator should under- 
stand the broad features of health service 
organization as well as he understands the 
broad features of disease in populations 
(epidemiology) or the broad impacts of the 
physical surroundings on man’s health (en- 
vironmental sanitation). A knowledge of 
internal hospital operations is also desirable 
for the general public health administrator, 
but the broader discipline of medical care 
organization would seem to be essential. 

With this background, we may examine 
the findings of the curriculum survey for the 
nine Latin American schools of public health 
listed above, 

Findings of fhe Curriculum Survey 

In all nine of the schools some instruction 
is offered both in internal hospital adminis- 
tration and in general medical care organi- 
zation. The relative strengths of these 
courses, however, differ greatly among the 
schools, as do their status as mandatory or 
optional and their placement within the cur- 
riculum for different types of students. Our 
attention in this paper, it will be recalled, is 
directed to the inclusion of these studies in 
the curriculum of physicians earning the 
M.P.H. degree for general public health 
administration. 

In Table 1 the findings are summarized. 
Except for the qualifications listed in the 
footnotes, the classroom hours indicated are 
required instruction for all general M.P.H. 
candidates. It may be noted that the tend- 
ency is toward somewhat greater attention 
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to hospital administration than to medical 
care organization. A simple average among 
the nine schools shows 47 hours per year 
assigned to the former and 29 hours to the 
latter. We all know the fallacies of averages, 
but my personal observations and discus- 
sions with Latin American professors would 
tend to confirm these relative proportions. 
Nevertheless, the simple numbers in Table 1 
must not give the impression that the course 
content is the same in every school, the dif- 
ferences applying only to course duration. 
Obviously there are great variations in 
course content, depending on the back- 
ground and viewpoint of the professors. 

The content of the courses in hospital 
administration, since they have been offered 
for several years, has become somewhat 
standardized. Perhaps this is due also to 
the availability of a very widely used text- 
book in the field-Hospital Organization 
and Management by Malcolm MacEachern. 

TABLE I-Instruction in medical care organization and 

hospital administration within the general M.P.H. curricu- 

lum of nine Latin American schools of public health, 1967. 

Classroom hours per year 

School 
Medical care Hospital 
OrgtiZatiOn dUli&tEiti0n 

Buenos Aires 
Rio de Janeiro 
gzd;g 
Mexico 
Liia 
San Juan 
Caracas 
Santiago de Chile 

SLWIVX: Documentation 
March 1961. 

provided by each school in 

n During 1967 it is planned to increase to 60 hours. 
b These courses are. described as “medical care” for 70 

hours, but they include subjects that suggest a subdivision 
between 50 hours (medical care organization) and 20 
hours (hospital administration). 

CAlthough no hours are designated for medical care or- 
ganization, witbin a general course in public health admin- 
lstration 18 hours are assigned to general health planning; 
these are concerned largely with medical care organization. 

d This course is elective, not mandatory. 
OA total of 110 hours are assigned to “medical care and 

hpspital administration,” wl?ich Fe estimated to be di- 
;a:;: between the two sublects m the proportions imii- 

f These 12 hours in “medical service administration” are 
mandatory, in addition to which there are elective courses 
111 “rehabilitation” and “planning of health care facilities.” 

g In addition, 165 hours are spent in field work. 

Despite its North American orientation, this 
book has been used extensively in Latin 
American universities. These courses usu- 
ally discuss a little about the history of hos- 
pitals, the different types of hospital, their 
general purposes, etc., but they give their 
main attention to a systematic examination 
of the various departments within the ad- 
ministrative structure of a general hospital 
and how they operate. There is also usually 
some discussion of architectural design, of 
hospital service financing, and of hospital 
legislation. Field visits are also often made 
to different institutions. 

The content of the courses in medical care 
organization is much less standardized. The 
categories for analysis are not so well de- 
tied as in hospital administration. In some 
courses, the discussion is very general and 
examines mainly theoretical principles; in 
other courses there is more discussion of 
specific organized programs in a country, 
with presentation of data on medical care 
resources, utilization, costs, etc. All of the 
courses, however, seem to take a broad na- 
tional view of medical care as a task to be 
planned and integrated with the preventive 
services. 

The course in “Medical Care Adminis- 
tration” offered at the University of An- 
tioquia in MedelKn, Colombia, seems to 
strike a very good balance, so that its out- 
line may be presented as an example. It is 
taken by all M.P.H. candidates and requires 
30 classroom hours. The outline of subjects 
is as follows : 

1. Concept of comprehensive medical care. 
Functions. Types. Activities. Areas. Quality 
of good medical care. Medical care adminis- 
tration. 

2. Utilization and cost of care. Evolution 
of its tiancing. Paramedical needs. 

3. Analysis of medical care in Colombia. 
a. Organizations: Indigenous medicine. 

Benejicencius. Government medicine (general 
and for special groups). Governmental indus- 
trial medicine (general and for special groups). 
Private industrial medicine. Colombian Insti- 



24 BOLETiN DE LA OFICINA SANITARIA PANAMERICANA 

tute of Social Security. Voluntary insurance 
funds. Private medicine. 

b. Medical and paramedical personnel. 
Availability and production. 

c. Facilities: Number of institutions 
(centers, hospitals, etc.). 

d. Resources in equipment, supplies, and 
locations. 

e. Budget: Total for medical care and by 
category. Sources of financing. 

f. Productivity of these resources. Indexes. 
4. Social security. Social assistance. Social 

insurance. Basis and principles. History. Mod- 
ern trends. Quality of a good social security 
system. Type of benefits. Systems of delivery 
of care and capitalization. Basic systems of 
medical salary. Functional planning of medi- 
cal care. 

5. Bases of a system of medical care. Zon- 
ing. Regionalization. Integration. National 
health service. 

6. Analysis of systems of medical care in 
other countries. 

The course in Colombia, it may be noted, 
is clearly complementary to and not dupli- 
cative of the subjects usually covered in 
courses on hospital administration. In other 
schools there may be a little duplication of 
subject matter, but this is not a serious prob- 
lem. Since the two courses are usually 
taught by different professors, the points of 
view toward the idea discussed are likely 
to be somewhat different. 

It is of interest to note that, with respect 
to these two disciplines-hospital adminis- 
tration and medical care organization-the 
Latin American schools of public health are 
more advanced than the North American 
schools. While our judgment may not be 
typical, we believe it is an excellent idea 
to require all M.P.H. candidates in general 
public health administration to take basic 
instruction in these two fields, for reasons 
suggested earlier. Some of the schools in 
the United States of America and Canada 
include required courses in medical care or- 
ganization in their curricula, but we do not 
know any which requires a course in hospi- 
tal administration. This may perhaps reflect 

the wider role that is envisaged for the health 
officer in the Latin American countries.4 

While other speakers at this Fifth Confer- 
ence will analyze the curricula for hospital 
administrators and even for full-tie spe- ’ 
cialists in medical care administration, it 
should be stated here that in all the Latin 
American schools curricula for training hos- 
pital administrators-either medical or non- 
medical or both-are offered. Among the 
schools analyzed above, moreover, these 
curricula all include (with the possible ex- 
ception of one) also a course in medical care 
organization. Having the academic program : 
for hospital administration located within 
the same school as that for general public 
health administration has obvious advan- ’ 
tages for both students and faculty. 

One final note with respect to the tindings 
of this brief survey: the academic field is ’ 
obviously in great ferment. Even since 1964, 
when the visits were made to five Latin 
American schools, the changes have been 
great. At that time three of the five schools 
surveyed had instruction on hospital ad- 
ministration in the general M.P.H. curricu- 
lum although all of the five had curricula * 
for training hospital administrators. None 
of the five schools required instruction on 
medical care organization in the general ’ 
M.P.H. curriculum and only two of them did 
so even in the hospital administration cur- 
riculum. It is evident that appreciation of 1 

1 The confinement of this summary to the findings 
in nine of the 11 Latin American schools of public 
health should not imply that the other schools ignore 
the subjects of medical care organization and hospital 
administration. It has been due simply to lack of clear 
information on all 11 schools at the time of this 
writing. The school in the Ministry of Health of Minas 
Gerais at Belo Horizonte, Brazil, offers over-all cur- 
ricula in the field of hospital administration, One 
could not be certain from the documentation, however, 
whether specific instruction in this subject or in medr- 
cal care organization is included in the M.P.H. curricu- 
lum for general public health administrators. Docu- 
mentation from the School of Public Health at Ha- 
vana, Cuba, had not been received when this report 
was prepared. The impressive development of com- 
prehensive health services in Cuba during recent years 
would suggest that academic instruction in these fields 
is probably well developed. At this Fifth Conference 
of Directors of Schools of Public Health,. it has been 
learned from the Cuban delegates that m the basic 
public health curriculum are included 14 weeks of 
study in polyclinics and eight weeks in hospitals. 

._ 
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the importance of both these subjects in the 
training of general public health adminis- 
trators has heightened over the last few 
years, and this trend may be expected to 
continue into the future. 

Some Conclusions on ihe Teaching of 

Medical Care Organizafion 

A few words might be said about a future 
academic policy toward instruction in medi- 
cal care organization within the general 
M.P.H. curriculum. There seems to be no 

) further need for argument-as there might 
have been a few years ago-about the im- 
portance of the subject. Virtually all of 
the faculties of Latin American schools of 
public health appear to agree on this and 
have motied their curricula accordingly. 

1 The chief questions now are: what con- 
tent should be included in such courses, 
how much time in the curriculum should be 
devoted to them, and what teaching methods 
should be applied? In connection with the 
1964 study, a topical outline for a course in 
medical care organization was proposed. 
With slight modification, this outline is at- 

” tached as an appendix to this report. With- 
out reviewing all the details, a basic course 
in medical care organization might cover 
three main aspects as follows: 

1. Basic medical economics 
e The burden of sickness , 
Q Receipt and costs of medical care 
0 Medical personnel 
0 Medical facilities 
0 Other 

2. Medical care programs 
0 Conceptualization 

. 0 Charity programs 
0 Governmental programs 
0 Social security 
0 Industrial programs ir 0 The private sector 
0 Other 

3. Administrative problems in medical care 
0 Ambulatory services t 0 Drugs 
0 Hospital operations 
0 Dental care 
l Quality review 

* Regionalization 
0 Planning 
0 Other 

There are many more detailed topics 
than this, of course, but the above frame- 
work would provide the essential founda- 
tion. For very brief treatment, the subject 
could be covered in 30 classroom hours. 
For more careful analysis, 60 or 90 hours 
would be required, with extra time for field 
visits to medical care organizations and 
seminar discussions. 

Any one of these topics could, moreover, 
be treated in greater depth in special supple- 
mental courses that might be elective. To 
give some idea of the range of such courses 
that may be developed, here is a list of 
courses in the medical care field currently 
offered at the School of Public Health of 
the University of California at Los Angeles: 

Hours 
Fundamentals of medical and hospital 

organization . . . . . . . . . . . 
Medical care organization. . 
Problems of medical care administration 
Seminar in medical care practice. 
Seminar in medical care research. . 
Economics of health and medical care. 
History of public health and social 

20 
40 
40 
20 
20 
20 

medicine . . . . . . 20 
Area-wide planning of health facilities. 20 
Social work in public health. 20 
Rehabilitation of the disabled 20 
Administration of ambulatory services 20 
Medical care in international perspective 20 
Field observations in medical care. 300 
Special group studies, 20-40 
Special individual studies 20-40 

Of the above 15 courses, the first five are 
required for all M.P.H. students whose 
major study is in medical care organization, 
while the rest are elective. 

There are other specialized courses which 
may also be developed in the field of hospi- 
tal administration, beyond the basic review 
of internal hospital operations. These may 
include: mental hospital administration, ad- 
ministration of long-term care facilities, 
medical records, hospital law, hospital 
finance and accounting, etc. 
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Final Comments 

One of the difficult problems in develop- 
ing courses in medical care organization in 
the Latin American schools is the lack of 
convenient textbooks in Spanish. This prob- 
lem was faced also in the United States until 
a few years ago, but now a number of texts 
are available. They would not be appropri- 
ate in Latin America, however, even if they 
were translated; medical care organization- 
more than other aspects of public health- 
is intimately tied to the culture of a country 
and writings about the North American 
scene would have only small applicability 
elsewhere. It is up to Latin American schol- 
ars to develop such books. A relatively 
rapid solution is to assemble collections of 
articles, already published, about diverse 
aspects of medical care organization in Latin 
America. Many such articles have appeared 
in the literature of public health, social se- 
curity, hospitals, and medical education. 
This could be done and prove very useful, 
pending the production of more integrated 
textbooks by one or two authors. 

Another more serious problem is the lack 
of good statistical data on medical care re- 
sources, utilization, and costs in many Latin 
American countries. One must admit that 
the formulation of an academic discipline of 
medical care organization in the United 
States followed upon the production of a 
mass of quantitative data by the monumen- 
tal studies of the Committee on the Costs 
of Medical Care, 1928-1931. In the dec- 
ades since then data have continued to be 
produced, so that teaching materials are 
abundant. It should not be necessary, how- 
ever, to await the production of such com- 

prehensive data for each Latin American 
country before good instruction can be of- 
fered. Statistical information within specific 
medical care programs, especially those of 
the social security systems, is now widely 
available. The ministries of health usually 
have good data on hospital facilities and the 
national medical associations often have 

These materials from several different 
Latin American countries can be assembled 
by teachers, even if the picture for any one 
country is not complete. Of special inter- 
est this year is the completion of the com- 
prehensive Study on Health Manpower and 
Medical Education, sponsored by the Min- 
istry of Public Health and the Association 
of Medical Schools in Colombia, with the 
assistance of the Milbank Memorial Fund 
and PAHO/WHO. This impressive study 
has 10 distinct parts as follows: 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 

10. 

Census of doctors 
Census of nurses 
Medical school survey 
Nursing education study 
Mortality study 
National morbidity study 
Inventory of health facilities 
Socioeconomic aspects of health services 
National health service plan 
Reorientation of medical education 

valuable tabulations on physicians. Studies 
on selected medical care problems have been 
made by sociologists in one country, or by 
political scientists in another, Economists 
in the national planning agencies have done 
valuable studies on the expenditures for 
medical care. 

The first eight of these parts were based 
on field investigations to collect new data, 
including a massive household survey of ill- 
ness throughout Colombia. This over-all 
study will provide abundant material for 
teaching medical care organization in any 
Latin American country, and studies of 
comparable scope may soon be conducted 
in other nations. 

A final methodological question confronts 
public health faculties in Latin America and 
North America alike: since the viewpoint 
of public health administration is now broad- 
ening to include active concern for the cura- 
tive services as well as the preventive, should 
the separate teaching of medical care organi- 
zation or hospital administration be con- 
tinued at all? Should not this whole field of 
administration of all types of health service 

L 
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be coalesced under the umbrella of “health 
service administration”? 

The answer, in my view, must be sought 
in the strategy of specialization. There are, 
of course, certain principles that are com- 
mon to all branches of health administra- 
tion or, indeed, all branches of general ad- 
ministration. These can be taught in a basic 
introductory course on “principles of ad- 
ministration,” just as basic anatomy and 
physiology are taught in the early years of 
medical education. But the application of 
those principles to specific fields of action 
requires a knowledge of many facts and 
relationships. To master these applications 
requires specialized study. Even though the 
principles of anatomy and physiology are 
the same throughout the human body, one 
still undertakes specialized study in ophthal- 
mology, cardiology, urology, gynecology, 
etc. In the same sense, special courses are 
still required in hospital administnation and 
medical care organization, even though we 
may regard these simply as facets of health 
service administration. 

The rising tempo of interest in medical 
care studies at the schools of public health 
of Latin America is matched elsewhere in 
the world. The Association of Schools of 
Public Health of the United States and 
Canada devoted the technical discussions of 
its last two annual meetings to this subject. 
This Association decided that adequate in- 
struction in medical care organization should 
henceforth be included in the basic require- 
ments for the M.P.H. degree. In the Euro- 
pean schools, similar attitudes are being 
shown. These academic policies are funda- 
mentally a reflection of trends in the world 
of social action. In all nations there is a 
movement toward more systematic and ef- 
fective organization of medical care, in the 

interests both of humanism and economy. 
To plan and operate such systems, sophisti- 
cated administrators are urgently needed, 
and will be increasingly needed in the future. 
This is the challenge for sound instruction 
in medical care organization that faces 
schools of public health everywhere. 

Summary 

A growing interest in the effective training 
of future health administrators and in the 
coordination of medical services to include 
both prevention and treatment has been evident 
in Latin America for a number of years. 

In 1964 a study was made on curriculum 
content in the field of medical care organization 
and hospital administration in five public health 
schools. Subsequently, in 1967, additional data 
were received from those and other public 
heahh schools. The study in question was 
based on the data from nine public health 
schools located in Argentina, Brazil (2), Chile, 
Colombia, Mexico, Peru, Puerto Rico, and 
Venezuela. It was found that curriculum con- 
tent changed rapidly, and that variations among 
the schools were substantial. Generally there 
is a tendency to pay greater attention to hospi- 
tal administration than to medical care organi- 
zation. The results of the survey are presented 
in detail. 

The future health administrator of Latin 
America should be informed on the over-all 
organization of medical care, as well as on the 
problem of disease prevention and the internal 
administration of hospitals. 

A topical outline for a course in medical care 
organization in Latin American schools of pub- 
lic health is suggested as a guide; it consists of 
14 sections, and more than 50 subdivisions or 
subjects which deal with the planning, organiza- 
tion, operation, and coordination of medical 
care services. For very brief treatment, the 
subjects could be covered in 30 classroom 
hours. For more careful analysis, 60 or 90 
hours would be required, with extra time for 
tield visits to medical care organizations and 
seminar discussions. 
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Annex 1 

PROPOSED COURSE JN MEDICAL CARE ORGANIZATION FOR A LATIN AMERICAN 
SCHOOL OF PUBLIC HEALTH 

1. The Burden of Sickness f. Personnel and facilities involved (ap- 

a. Morbidity (total extent). Principal diag- 
pointment and remuneration). 

noses. Variations by age and sex. 
g. Financing (source of funds and actual 

b. Socioeconomic variables of disease (so- 
costs). 

cial class, occupation, urban-rural location, sea- 
h. Regulations and methods of enforce- 

sonality, etc.). 
ment. 

i. Quality controls (including education and 

2. Receipt and Costs of Medical Care 
research). 

j. Special problems and evaluation. 
a. General experience of population in rates 

of receipt of services of physicians, dentists, 6. Medical Care through Charity 
cultists, drugs, hospitalization; etc. 

b. Behavior of people in response to symp- 
toms. Variations with social class, educational 
level, rural-urban location, etc. 

c. Costs of medical care to families. Ex- 
penditures by individuals for privately pur- 
chased services of different types. 

3. Medical Care Resources: Personnel 

a. Types of personnel and their training 
(physicians, dentists, nurses, auxiliaries at vari- 
ous levels, technicians, social workers, etc.) 
Standards and licensure. 

b. Personnel: numbers, geographic distribu- 
tion, and trends. 

c. Problems of recruitment and placement. 
d. Traditional medicine: human resources. 

4. Medical Care Resources: Facilities 

a. Hospitals: number and types (general, 
special, mental, etc.) Bed ratios and geographic 
distribution. 

b. Hospitals: classification by sponsoring 
agency and characteristics of different forms of 

a. Beneficencia publica or similar pro- 
grams, analyzed by concepts of Section 5. 

b. Other voluntary or charitable programs 
(Red Cross, cancer society, children’s funds, 
etc.). 

7. Governmental Medical Care for the Gen- 
eral Population (following outline of Section 5) 

a. National. 
b. Provincial or state. 
c. Municipal or other local unit. 
(Be sure to include special emergency ser- 

vices, public assistance; also relationships to 
preventive programs.) 

8. Governmental Programs for Special Groups 
(following outline of Section 5) 

a. Military services and police. 
b. Railroad systems. 
c. Governmental employees (national and 

state). 
d. Special governmental corporations (e.g., 

oil or electric power). 
control. 

c. Health centers and other ambulatory care 9. Social Security and Health Insurance (fol- 
facilities. Laboratories. lowing outline of Section 5) 

d. Pharmacies. a. Oldest systems (obreros) . 
b. Newer systems .(empleados) . 
c. Voluntary health insurance programs ’ 

(mutualidades, commercial insurance, etc.). 6: 
5. Medical Care Programs: Conceptual 
Analysis of Organizational Pattern 

a. Historic development. 
b. Relevant legislation, if any. 
c. Administrative structure (organogram, 

10. Medical Care in Private Zndustry (follow- 

etc.). 
ing outline of Section 5) -a 

d. Eligible population. a. Mining and other isolated industries. 
e. Scope of services (and rates of utiliza- b. Agricultural plantations. 

tion) . c. Manufacturing companies in large cities. 
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11. The Private Sector of Medical Care 

a. Private medicine and private clinics. 
b. Pharmacies and self-medication. 

12. Administrative Problems in Medical Care 

a. Organization of ambulatory services 
(physical layout, appointment systems, etc.). 

b. General practitioner and specialist re- 
sponsibilities. 

c. Laboratory and X-ray services in health 
centers. 

d. Public pharmacies. 
e. Family health records. 
f. Quality review (medical audits) and pro- 

motion of effective doctor-patient relationships. 

13. Planning of Medical Care Systems 

a. Achieving reasonable geographic distribu- 
tion of personnel and facilities. 

b. Regionalization and its administration. 
c. Integration of preventive and curative 

services in health centers and hospitals. 
d. Economic planning. Share of gross na- 

tional product and governmental budget de- 
voted to health service. Proportions derived 
from private and public sectors. Trends and 
goals. 

14. International Comparisons in Medical Care 
Organization (Review of other countries as 
‘laboratories” demonstrating different ap- 
proaches) 

a. Free enterprise pattern (U.S.A.). 
b. Social insurance pattern (Norway or 

France). 
c. Other Latin American countries (select 

two or three, including Chile with its National 
Health Service experience). 

d. British National Health Service. 
e. Socialist services in the USSR. 


