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International Planning of Organization for Medical Care
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John B. Grant is known for many
contributions to international
health but especially for the concept
of regionalization of health care,
which he explains in this paper,
originally presented at the Forum
of the World Health Organization’s
Department of Advisory Services
in the spring of 1951.

THERE ARE THREE
components in providing health
care including medical services.
These are: first, the personnel
and facilities required for ade-
quate services; second, the ad-
ministrative organization to as-
sure the most efficient
distribution of personnel and fa-
cilities; and third, the financial re-
sources regulating the quality
and quantity of the first two. The
following is concerned chiefly
with present international trends
for the most effective organiza-
tion to distribute services. For
planning to be effective, it must
build up from the local unit of
organization to the central ad-
ministration rather than be su-
perimposed from the center on
the periphery.

Experience already available
points to the conclusion that area
regionalization of institutions and
group practice, preferably in
health centers, are the two essen-
tials for effective organization.
However, the content of regional-
ization and of group practice is
necessarily entirely different in
underdeveloped as compared
with developed countries be-
cause of the numerical insuffi-
ciency of personnel and the low

economic level. Consequently,
while the two essential compo-
nents of planning are the same,
the content of organization is en-
tirely different in developed and
underdeveloped countries. Plan-
ning in the former is designed to
improve the quality of services
and in the latter to improve the
quantity.

As already stated, the im-
provement of the quality of med-
ical care in developed countries
depends upon the development
of two interrelated steps; region-
alization and group practice
preferably through health cen-
ters, with the family rather than
the individual as the entity cared
for by the general practitioner. . . .

Regionalization delimits an
area with three or four levels of
medical institutions of which the
one at the apex should be a
teaching hospital and organically
related to smaller district and
local community hospitals
and/or health centers at the pe-
riphery in order that a two-way
flow may be established. System-
atic organization makes it possi-
ble for each general practitioner
to have the diagnostic services of
pathology and radiology avail-
able locally together with con-
sultant services from or at the
base when required. Continua-
tion education becomes a routine
responsibility of the base hospital
which helps to organize teaching
rounds and central pathological
conferences in the peripheral
hospitals as well as refresher
courses at the base. The im-
provement of clinical diagnostic

services and of continuation edu-
cation do not, however, provide
for the extension of clinical prac-
tice to include social medicine.
This provision constitutes the
second stage in the development
of regionalization.

The term “Social Medicine” . . .
has now been defined as “the
study of the effect on physical or
mental health of social condi-
tions—hereditary, environmental,
domiciliary, occupational and
economic—and application of
that study to promoting or restor-
ing of health.” The practice of so-
cial medicine assumes three con-
ditions. The first of these is the
extension of diagnosis and treat-
ment from clinical to encompass
social pathology, including func-
tional mental disturbances. Sec-
ond, the responsibility of any
treatment should also be for
restoring the patient to social
usefulness and not only for diag-
nosing and treating of clinical
symptoms. Third, social medicine
cannot be practiced unless the in-
dividual can be studied as a
human being in relation to all
relevant factors of his environ-
mental surroundings.

Several departures from pres-
ent practice must occur before
the foregoing extension of prac-
tice can be undertaken. For the
physician to know the individual
physiologically as a whole per-
son, he must have knowledge of
the home and the family as the
unit of observation. The physi-
cian cannot obtain this single-
handed and thus becomes the
captain of a team which also
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includes the services of a medical
social worker.

Continuity of observation will
require that the health authorities
should delegate to the physician—
trained for it—the responsibility
for the personal health services
which are now undertaken by
“ad hoc” public health agencies.
The most effective manner in
which the practitioner can thus
function would be in association
with other practitioners under
one roof where the required so-
cial, diagnostic, and consultative
services can be provided more
satisfactorily than in the case of
the physician practicing solo. In
brief, if this extended practice of
medicine is to be effective, it
should be through group practice
in a health center with the physi-
cian as a captain of a team de-
signed to provide health care of
which the treatment of disease
becomes but one part.

It is recognized that the imple-
mentation of the foregoing con-
cept of general practice from
health centers will require a con-
siderable period before it can be-
come widespread. The general
practitioner will have to receive
his training in an environment
much different from that which
exists in teaching institutions
dealing primarily with cases of
clinical pathology mostly re-
ferred for consultation. Satisfac-
tory clerking and training will
not be possible until students
can practice in health centers
with physicians as preceptors
who are captains of medical
teams taking the family as the
unit and extending the scope of
their practice to include the diag-
nosis and prevention of social
pathology. Although reforms in
medical education evolve slowly,
the necessity of providing one or
two demonstrations for teaching
in each area is urgent.
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Adequate organization for
health care also requires that, in
developed countries, no family
should be more than fifteen to
thirty minutes from the availabil-
ity of the health care services. In
urban areas this would require,
generally speaking, one health
center for each 10000 to 20000
population, housing some four to
six general practitioners and their
associated workers and services.

There should be a medical
school for each two to three mil-
lion population with its hospital
constituting the base or central
institution for regionalization.
The number of divisional hospi-
tals is determined by natural
trade areas generally averaging
around 250000 people. A chief
factor determining the latter is
provision for the highly special-
ized services such as thoracic
and brain surgery where a single
department can meet the re-
quirements of at least 100 000
population.

Needs are found to be very
different when one turns to the
underdeveloped areas of the
world. Broadly speaking, in coun-
tries with only one physician and
ten beds for 50 000 population
(and located mostly in the few
cities), the rural family is not re-
ceiving the barest minimum of
diagnosis, treatment, or preven-
tion of even clinical pathology.
Another essential factor, in addi-
tion to the scarcity of personnel
and facilities, is the low economic
level of these areas where the
total annual per capita income
does not even equal what is now
being spent in the United States
for only medical care. One finds
in countries where the present
annual per capita income is ap-
proximately $30, that only some
30 to 50 cents per capita is cur-
rently available annually for all
medical and health services.
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While the need for medical
care is greater in the underdevel-
oped areas than in the developed
countries, one gains the impres-
sion that the percentage of na-
tional income available for medi-
cine is much less in the former,
and probably rightly so in terms
of the relative importance of de-
veloping such essentials as com-
munications, agriculture, educa-
tion and other needs.

The purpose of planning the
organization of medical care
services in underdeveloped coun-
tries is to provide within eco-
nomic practicability the most ef-
fective conservation of personnel
and as much care as is feasible to
cover the population. Organiza-
tion will be effective proportion-
ate to the extent that self-help
can be developed in the villages
which are being covered. The de-
velopment of self-help depends
upon two factors: first is a mech-
anism whereby the interest of vil-
lage communities can be evoked
and sustained to volunteer to
help themselves. Second is the
provision of facilities within the
area which can give short-term
vocational training on the spot to
village workers and, as impor-
tant, to provide a system of ade-
quate supervision.

Thus again, planning to pro-
vide quantity necessitates region-
alization, but for different rea-
sons than in the development of
quality. Experience has shown
that the optimum population
for regions in underdeveloped
areas is between 250000 and
500000. The two largest items
of expense are the provision of a
small “mixed” hospital with at
least two physicians and other re-
quired hospital workers together
with the essential well-trained
community workers to plan, train
and supervise, viz. the health of-
ficer, the sanitary engineer, the

public health nurse, and, if pos-
sible, the health educator. The
provision of these two items
makes the overhead economi-
cally impracticable of nation-
wide establishment if the popu-
lation is less than 250 000. On
the other hand, if the popula-
tion is more than 500 000, it
becomes necessary to duplicate
the minimal facilities at the re-
gional base.

A health center having the
foregoing implied facilities and
personnel can organize the train-
ing of village health workers and
give supervision provided there
are health sub centers intermedi-
ate between the village and the
regional base. There should be a
center within three to five miles
of each village and caring for ap-
proximately a population of be-
tween 15000-25 000.

The staff of these centers
would consist of a physician and
nurse. The qualifications of the
latter will, generally speaking, not
come up to those acceptable in
advanced countries. They also
would require in-service training
at the regional base to supple-
ment their previous education in
order that they might discharge
their responsibilities in the com-
munity. Their duties would be 2-
fold: to provide curative and in-
oculation services at the centers
and to supervise the village
health workers through routine
visits. One in every 3 or 4 cen-
ters would have a sanitarian at-
tached for supervision of sanita-
tion in the villages undertaken
through self-help.

It has been found practicable
to provide such minimal regional
services for approximately the
equivalent of 20 cents per capita
per annum. It should be realized,
however, that with this skeleton
organization, there would be no
attempt to provide care for 10 to
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15 cents of the less common
causes of morbidity.

The rate of development of
welfare activities, including
health, in underdeveloped areas
is proportionate to the extent
that a single activity is coordi-
nated and related with the other
nation-building activities such as
agriculture, communications, ed-
ucation and village industry.

Regionalization, it can be seen,
is the basic principle of organiza-
tional planning whether in devel-
oped or underdeveloped areas.
Regionalization provides the
mechanism whereby the general
practitioner has made available
to him a range of personal and
technical service which should
markedly improve the level of
care which he can render. Re-
gionalization corrects the present
defect of hazardous unrelated
hospital facilities. It is also de-
signed to meet the need for pro-
viding a continuous system of
postgraduate education. It pro-
vides a mechanism for greater in-
tegration of public health and
clinical medical services. Finally,
group practice within such an or-
ganizational framework is essen-
tial if medical care is ever to ex-
tend from prevention and
treatment of clinical, to include
social, pathology. W

628 | Voices From the Past

| VOICES FROM THE PAST |

American Journal of Public Health | April 2008, Vol 98, No. 4



| VOICES FROM THE PAST |

April 2008, Vol 98, No. 4 | American Journal of Public Health Voices From the Past | 629



