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ABSTRACT

This Ilrticle attempts to connect the development of modern medicel

i nst Hut i ons in contemporery Mexico wHh a seri es of sociel changes, such as

the e>::pensl0n of Stete intervention in heaah core end the labor morket

processes thot eventuolly led to the oppeorence of underemployment ornong

physicions while importemt segments of the populotion lecked reedy occess

to services.

Ae'..' e response to the controdictions of the dominont rnodel of

specielized, hospitel-besed medicol cere, e new peredigm rooted in primory

hee1th (:ore hes begun to emerge. This new peredigrnforms pert of o lorger

reform thot hos been under wey sinee the end of 1982. The reform includes

the recognHion of o sociol right to heolth core ond on energetic effort to

decentrollze the operotion of services from the federol to the stote ond 10cB)

levels. Port of its conceptuB} end orgonizotionol bosis is B modern definition

of public heeah es the epplicetion of the biologicel, sociol, end

odministrotive sciences to the enelysis of heoah processes in humon

populetions ond the orgenizotion of comprehensive heelth services wHh o

defined populotion beise.

It is expected thet the kind of integrotive onolysis presented here will

help to understond, in o cross-noUonel comporotive perspective, the comple~.~

dynemics thot chorocterize heelth core potterns in the world.
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IIITRODUCTION
Mextcen medtcine feces todey e presslng peredox: whl1e close to 10

mi1110n people, representing one-eighth of the populetlon, leck reedy eccess

to medi ce1 servi ces,' some 13,500 physi ei ens 11yi ng in the 1ergest cU tes ere

unemployed or underemployed.2 Thts situetion is not eccidentel; lnsteed, it

deriyes from the -model of medicel deyelopment-3 thet the country hes

followed. If the 1mbelences inherent in this model ere to be corrected, it

becomes necessery to exemine its besic feotures in e brood historicol11ght.

Whot such en enolysis reyeels is the intricete interploy omong three

processes: the increosing involyement of the Stote in the orgonizotion of

heolth core, the Quontitetiye ond Quolitotiye chonges of the medicol lobor

morket, ond the emergence of olternotive porodigms obout whot modern

, heolth core is.

In order .to set the conceptuol context for the onolysis, this orticle

begins with o discussion ebout the woy in which the notion of 'public heo1th'

hos evolved until o comprehensive definition hos been reeched. We then offer

o brief historicel occount ebout the Mexicon heelth cere system. While the

efforts to develop on -edvonced" system dote from the eerly coloniol doys,

the poper f ocuses on the peri od ofter 1958, when the controdi ct i ons omong

the three oforementioned processes hoye become most ocute. Out of those

controdictions, we emphosize monpower problems, in porticulor medicol

under- ond unemployment. In the 10st secHon we exomine the efforts thot

hoye been undertoken during the eighties to reform the orgonizotion of the

heolth system ond to introduce o new porodigm based on primory heo1th cere.

DEFIHITIOH OF PUBLIC HEALTH

The term 'public heelth' is charged with embiguous meenings. Three
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connotet1ons heve b£en perticulerly prominent 1n tts history. The f1rst one

equetes the edjective 'public' with governmente1 ecHon, te., the public

sector. The second meenlng identifles public heo1th w1th environmentl,l)l or

nonpersonol services. The third usoge 1s brooder, in thot it 1ncludes the

s~cond one but elso comprises persono1 heo1th services of o preventive

noture (e.g., moternol ond chl1d heo1th progroms). There ore olso ossociotlons

omong these yorious meonings. For exomple, in mony industriolized

countri es, there hos been o tendency f or the pri vote sector to del i ver most of

the personal then~peut1c serYices, w1th the publlc sector 6ssuming

responsiblllty for the nonpersonal ond preyentiye seryices. Such 6 tendency

hos reinforced the notion of 'public hea1th' os o seporote subsystem of

serYices prüvlded by the Sto te ond lorgely porollel to the mOlnstreom of

high-technology curotive medicine.

In recent times, o more integrotiye Yiew of public heolth hos begun to

emerge. According to this yiew, the odjectiye 'public' does not meon o

particular bundle of services or 6 form of ownership, but a speclfic leve1 of

onolysis, nomely, o population leve1. In controst to clinicol medicine, which

operotes ot on indiYiduol leyel, ond to biomedicol reseorch, which onolyzes

the subindividuol level, the essence of public heo1th is thot 1t odopts o

perspectiye bosed on groups of people, or populotions. This populotion

perspectiye of public heolth inspires lts two opplicotions, os o field of

inQuiry ond os on oreno for oction.

As o mu1tidisciplinory field of inQuiry, public heo1th con be defined os

the opplicotion of the biologicol, sociol, ond odministrotiye sciences to the

understonding of hee1th phenomeno in humen populetions. Hence, it comprises

two major objects of analysis: on the one hand, the epidemiologic study of

the hea1th condjtions of populations; on the other, the study of the

organized sociol response to those conditions, in particulor, the ¥t'BY thot
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such response is structured throllgh the heo1th core system.4

As en oreno for oction .. the modern concept of publ1c heolth goes

beyond frogmentory di chotomi es, such os persono 1 vs. envi ronmento 1,

preventive vs. curotive, or pllbllc VS. privote services. Insteod, 1t refers to

the orgonizotion of cornpre~lensive heo1th services w1th o defined populotion

bose. Its essence is., therefore, the heo1th of the publico As such, it incll1des

"the orgoni zoti on of personne 1 ond f ocHit i es to pro'.!i de 011 heolth servi ces

required for the promotion of heolth, prevention of di~;eose, diognosis ond

treotment of i11ness, ond p~lysico1, soci 01 ond vocot i ono1 rehobi1 itot ion." 5 As

con be seen, pllblic heonh encomposs:es the nerrower concept of medicol

core, not with regords to its technicol ond interpersonol ospects os they ore

opplied to individllOls in clinicol settings, but w1th respect to its

orgonizotionol dimension in relotion to defined groups of providers and

c1ients (see Figure 1).

A mejor factor in the ernergence of this integrotive view of pllbl1c

heo1th has been the growing porticipotion of the Stote in the finoncing ond

de1ivery of 011types of heo1th services. Indeed, any originol limitation of the

public sector to environmentol or preventive services hos now been

~uperseded in most of the wor-ld, as the Stote hos ossumed U,e leoding role jn

the heolth systern, incl11ding personol medical careo In foct, the 10rgest share

of the reSOllrces currently e>~pendedby the publlc sector in olmost every

country go to the dellvery of personol curotive services .. whether they ore

provided by privote controcton; or by ~;a10ried personnel of the governrnent.

In the case of Mexico ..the State has been the most importont force for

the deve10prnent of o modern hee1t.h sy~;tem. In this proce~;~;..rneljicol core hEls

hod o di spropor-tionote \fiei ght. fe!!" thi s reoson) IJfter a tw; ef ~Iistori(:a1

introduction most of the follov\,'jng discllssion wi11 concentr6te on medicol

careo In the lCl~;t section .. hov....e'....tT, v/e wi11 examine the v''''óu ~n which the
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more compr!hensive view of publtc heelth hes come to be implemented.

HISTORICAl CONTEXT

The Plece of Treditionel Medicine
At the ti me of the Speni sh conQuest 1n 1521, the Aztec ci vil izet ion

hed e well-developed system of heolth cere. It Is doubtful thot Europeen

medicine hod ot thot time eny theropeutic edvontoge over notive proctlces.

Nevertheless, the foct thot these prectices were en integrol port of Indien

religion end culture mode their destruction by the Sponiords o necessory port

of the culturol strugg1f~ thot consolldoted economic, politicol, end milltery

domi noton.6,7

Obvfously, the medical conQuest of ancient Mexfco was never a

complete process. Troditionel bellefs ond proctices continued to ploy e

crucial role during most of the Coloniol periodo Even todoy, they shope the

health care of the remoining eight to ten millon Indions and of other rural

inhabitonts. Vet, the eorly end explicit ettempts to neutrolize traditionol

.medicine hove mode it o less pervesive element in the contemporory heolth

core ereno of Mexico thon of other countries. Furthermore, it must be

remembered thot Hexico wos the crodle of Europeon medicine in the Western

hemisphere. Indeed, it wos there thot the first medicol course wos teught,

the first hospitol built, ond the first medicol textbook printed.
For these reosons, the central issue of medicol modernizotion in

Mexico hos not been the defeot or cooptotion of troditional proctice--though

this is still on important problem ond o point of controversy. For the bulk of

healih care, ha"n"ever, modernization has meant a succession of competfng

porodigms within European medicine. The rest of this poper will focus on the

odoption of one of those ptlrodigms--nomely, -scient ifi e medicine---, on the
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Imbalances that such a process has pruduced, end on the emergence of en

eltemetiye.

Eerly Institutlpn-Buflding

The seeds of modern, scient1fic medicine were planted in Mexico

eround 1920. After more thon one century of civil strife through the wers of

Independence (1810-1821), Ref orm (1858-1867), end Reyo 1ut ion (1910-

1920), conditions were ripe for en energetic effort et economic, culturel,

end scientific reconstruction led by the postreyolutionary 5tate. In 1924 the

first specialized wards (for cardiology, gastroenterology, and urology) were

created et the Generel Hospital of Mexico. During the 1940s, m~tionel

specio1ty institutes were esteblished in the fields of pediotrics, cerdiology,

end nutrition ond intemol medicine. In 1943 the federel goyernment creoted

the Ministry of .Sonitetion ond Public Assistonce ond the Mexicon Institute of

Sociol Security. The former ,",os giyen the responsibility of orgonizing

enYironmentel ond preventive services for 011 the populetion ond olso of

extending minimum curotive services to the countryside. The latter wes to

provi de medi cel cere to the b1ue-co ller workers of the repi dl y growi ng

industriol plont.
The institution-building efforts of the first helf of the twentieth

century set the stoge for o rodicolly new form of conceiving, orgonizing,

procticing, ond teoching medicine. In this process, the 5tote ossumed the

leoding modemizing role, opereting through fundmentel chonges in the

medicol lobor morket ond in the institutionolizotion, by the medicel

educetion system, of the new porodigm of heo1th coreo We will next try to

onelyze the connections omong these chonges, which become most cleer

oround 1958.
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THE nODERN HEALTH tARE SYSTEn-

lbe Rol e 01 tbe Stote
lbe penod from 1958 to 1967 wití1essed on unporolleled

trons10rmotion 01 tbe beoUb core system in Mexico through o very morked

exponsion 01 the porticipotion of tbe public sector in tbe production 01

medic01 services. As Donnonge108 points out, the growth 01 Stote

intervention in medicol core bos both o Quontitotive ond o Quolitotive

expression. The former involves on increose in the v01ume of services

brought ebout by devot ing more pub 1i c resources to heel th cere end by

extending the coven~ge of the populotion.9

On the Quolitotive side, the exponsion of Stote intervention usuolly

entolls o redeflnition of the preyoiling porodigms obout medicol proctice.

Compored to Kuhn's c10ssic01 formulotion,'0 our usoge of the term porodigm

i s brooder, den9t i ng, f or the speci fi c areno 01 medi co 1 core, on ideo 1ogi col

model obout the form, content, ond orgonizotion 01 medicol work, thot is to

soy, o set of rules thot prescribe, in o normotive foshion, the woys in which

humon ond moteriol resources should be combined to produce ideol types of

medicol services. The Stote 1s one of the bosic sources of these rules, os it

represents o mojor ogent for rotionolizotion ond modernizotion.11

In the lote fifties ond eorly sixties the new porodigm obout medicol

tore thot storted emerging in Hexico ond thot occomponied the exponsion 01

Stote intervention wos the porodigm 01 the whot hos been colled ~scienti1ic

medicine,.'2 os expressed in o highly rotionolized mode of medicol proctice,

..This section is bosed, with modlflcotions, on parts 01 my article .La
atención médico, lo enseñanza de la medicina y el mercado de trabajo para
los médicos: el internado en México,u which appeared in Educación Médica y
Salud, yo1.18, No.4, 1984, pp. 329-343.
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one thet 1s besed on the dlv1s10n of med1cel work eccord1ng to specif1c

spec1e1t1es, thet f1nds its preferred spece of ect10n 1n the centrel1zed

structure of the hospltol, ond thot fits the inst1tutlonol fromework of

Stote-owned or Stote-finonced orgonizotions offering high levels of

technologicol ond odministrotive resources. Indeed, from 1958 to 1967 the

Mexicon Stote reoriented the bosic definitions regording the types of sites

where medicol core would be predominontly produced, the types of

Dctivities th6t would determine the chorocter of medicel work, ond the

types of institutionGl settings which would dominote the production of

medi cel servi ces.

First, wlth regord to the sltes of hee1th core, there wes o definite

shift from ombulotory to hosp-itol proctice. For instonce, the number of

medicol core unlts wlth beds thot belonged to the Mexicon Instltute of Sociol

Securlty grew QY 63 per cent in just the five yeors from 1959 to 1964, ond

the totol number of beds octuol1y doubled during the sorne periodo In o

parellel fashion, the Ministry of 5anltation 6nd Public Assistonce increased

the number of its hospitols from 238 in 1959 to 731 in 1964. The emerging

predomi nonce of the hospi t61 wos epi tomi zed by the construct ion of lorge

medicol centers thot grouped severol speciolty hospitols.13

As for os the chonge in the dominont types of octivities is concerned,

there wos o movement owoy from generol ond into specio1ty proctice. As

indicoted eorlier, this trend hod storted since thedecode of the forties,

when severol semioutonomous speciolty hospltols ond instltutes were

founded. During the penod of fost exponsion of 5tote intervention, the role of

speciallzotion os the orgenizing principle of the producton of medicol

services become consolidoted. This process wos reflected, for instance, in

the creotion of tertiory medicol centers ond in the growth of residency

progroms, which by the 1950~, were present in olmost 011 the hospitols of

-I
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Mex1co CUy.14 As e consequence, the retio 01 genere~1sts to apec1el1sts

work1ng for the Mextcen Institute of Soclel Securtty went from 1.75 1n 1961

to 0.93 1n 1975.13

Finelly, the relotive dominonc'3 of the vorious types of institutions

thet provide medicol core elso chongf~d. To begin with, the Stote become the

~jor source 01 regulotion and oroduction in the mor1<et for medicol

services, overshodowing the privo1e sector in terms of populotion covered

ond volume of services. And within the publlc sector itself the sociol

security system begon to 6cQuire 6 centrol posilion ot the expense of the

publlc ossistance insti1utions.
This process deepened the closs diversity of the Mexictm hea1th core

system. First, the coveroge of privote services wos restricted to the

privileged few who could offord them. By 1986 the proportion of the

populotion who used only privote services wos estimoted ot o mere 5~. It

should be noted, however, thot the privote sector ploys other roles in the

system. For exomple, it provides o .sofety vo1ve" for the sociol security

institutions, since some of their beneficiories--even if only o minority--

obtoin 01 leost port of their core in the privote sector. Another importont

ro 1e of the pri vote sector i s represented by the lorge omount of fi rst -contoct

services thot is provided through the vost networl< of drug stores. In

oddi ti on, most ot the phormoceut ico 1 ond medi co1 eQuipment componi es ore

privotely owned.
Notwithstonding these other influences of the privote sector, the foct

is thot, with the fundomentol chonges thot the structure of the heo1th core

system began to experience in the late fifties, the publlc sector emerged as

the dominant force. Ho\,vever, the publ1c sector itself became diYided into a

two-closs system: social security institutions with lorge resources to tal<e

core of blue- ond white-collor workers mostly in urbon oreas, versus public
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esststence orger¡izet10ns responslble, wlth conslderebly less resources, for
the heelth of the rurel populetton end the urben poor.1:5 lo give but one

exemple, in 1986 heelth cere expeditures per cepite were 3.5 times lerger in

the sociel secunty subsystem, which covered ebout helf of Ule notlono1

populotion, thon in the public ossistonce sector, which tOOKcere of one third

of the Mexicons. Similor1y, there were 40~ less hospitol beds for eyery

1,000 noninsured peop1e thon for the insured populotion.16

Why did socio1 security become the dominont form of Stote

intervention in medico1 core? An importont foctor seems to hove been the

series of 70 striKes thot offected the country in 1958. As o response to such

e leyel of lobor unrest, the Stote extended sociol benefits, including medico1

cereo Indeed, "sociol security concessions were lnstruments used to restore

sociol peoce..:17 Just os public ossistonce represented o meons for

legitlmizing, i~ its first yeors, the regime thot emerged from the Mexicon

Reyo1ution, so socio1 security constituted the orgonized response of the

Stote to the chonging refllities of urbzonizotion ond industrlolizotion,

including the reQulrement of o heo1thy ond productive fobor force.

Furthermore, the foct thot the sociol security system coyered speciflc,

closed propu1otions mode it porticu1orly compotib1e with the corporotist

structure of interest representotion thot.prevolls in Mexico.'8-20

Becouse of these foctors ond of its seporcte ond protected 1ine of

finoncing, the socio1 security system in Mexico hos been oble to provide the

highest levels of odministrotiye ond technicc1 resources, those thot hove

been best suited to the institutionolization of the porodigm of scientific

medicine in Mexico.

Monoower Implicotions

The repid exponsion of Stote intervention in medicol core thot took

!

I
I
I
j

l
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plece from 1956 to 1967 introduced e double chenge in the medicel lebor

meneet: e) e Quentitettye tncreese In the menpower requirements of the

medicel cere system end b) e Quol1tetiye reorientetion in the dominont

forms of medicol work ond therefore in the types of skills thot physicions

were expected to moster. The medicol educotion system wos eble to respond

odeQuotely to the lotter but not to the former.
On the Quolltotiye front, o mojorreform of medicol educetion reYised

the curriculor structure so es to better edopt it to the shift towerds

speciolty end hospitel prec~ice. Prior to this reform, most medicol schools in

Mexico mointoined e curriculum whose clinicel portion (following two yeors

of besic sciences) was still yery much influenced by the French trodition,

with three yeors of generol clinicol instruction thot ¥lOS mostly bosed on the

rother unspeciolized distinction between internol (Le., medicol) ond externol

(Le., surgicol). phenomeno. The needs for procticol troining of medicol

students were sotisfied, during the sixth yeor, by o .procticum." This wos

only o port-time octivity to be dischorged by worldng 6 few hours in some

hospitals after ottending formol lectures ond by being on d-uty some

occosionol nights every week. In o porollel foshion, students might leorn

directly from the proctice of medicine by becoming informol essistonts to

estoblished physicions. All this wos chonged in 1960, when the Notional

University of Mexico formolly epproved e new curriculum for the School of

Medicine, which introduced en orgonizotion of clinical courses based on the

speciolized study of eoch orgon or system. The sixth yeor of this new

curriculum wos occupied entirely by on internship, whereby students were

reQuired, for the first time, to devote one year to full-time octivities in o

hospital before obtaining their medical degrees.14

The internship provided future physicions with the practicol ski11s

that would ellow them to work in hospitol settings. Quontitatively, it 61so
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represented e means to setlsfy part of the the new manpower reQu1rem~nts

brought ebout by the expens10n in Stete product10n of medicel servjces. Th1s

role 01 the intemship wes perticulerly jmportent, es 1t served to

compensete, in the short run, the leck 01 e commensurete growth of the

supply of greduete physiciens. For instence, enrollrnent et the School of

Medici ne of the Not i one1 Universi ty of Mexi co remei ned prect i co11y constont

between 1958 ond 1967. Further, from 1961 to 1965 no new schools of

medlcine were opened, end from 1966 to 1970 only four such schools storted

funct i on1ng.21

Beginning in 1967, ond even more so since the eorly 1970s, the

Quontitetive relotionship between the medicol educotion ond the medicol

core systems ossumed olmost the mirror imoge of the previous decode. While

the growth of the heo1th core sector slowed down ond even diminished in

certoin ospects, the medicel educetion system experienced on explosive

exponsion. Thus, o stognont public investment in medicol core led to o

reduct ion j n the rote of growth of servi ces produced ond of number of beds,

both ot the Mexicon Institute of Sociol Security ond ot the Ministry of

Senitotion ond Public Assistonce. For exomple, the number of beds belonging

to the Institute grew from 1959 to 1967 ot on ennuol rote of 12 per cent.

compored to only 4 per cent between 1967 ond 1976. Lil<ewise, from 1959 to

1967 the production of ombulotory visits increosed ot on onnuol rote of 9 per

cent ond the number of hospitol odmissions ot o rote of 15 per cent. From

1967 to 1976 the corresponding figures were 5 ond 7 per cent.

respect i ve1y.13

At the some time. the system of medicel educetion storted growing

through two processes:first the exponsion of enrollment in the existing

schools ond then the creotion of o lorge number of new schools. The total

number of medicol students in the country went from 28.731 in 1970 to
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93,365 tn 1980. S1nce then, 1t b~gen to decl1ne, e1though tn 1983 tt st111

reeched 79, 122~ In e perelell feshion, med1cel schools doubled trom 26 in

1970 to 54 ln 198023 end reech 58 et present.

The common determincmt of both the slowdown ln the hee1th cere

sector ond the growth of the medicol educotlon system oppeers to heve been

the economic crisis thet effected the country in the 1970s. As o response to

this crisis, sociel progrems such es medicel cere were cut, while et the

seme time the middle end higher educotionol systems were exponded in order

to eccommodote o lorger number of youngsters who were unoble to find e job

in the generel lobor morket.

The net result, es we hove seen, wes thot unemployment ond

underemployment beceme prevelent emong medicel greduetes. Indeed, the

number of new physi ci ens enteri ng the medi cel l ebor merket i ncreesed more

then five times.l from 2,493 in 1976 to 14,099 in 1983.22 Vet the number of

residency positions hes remeined relotively constent, et eround 2,000 per

yeor. Furthermore, e recent study estimotes thot, whereos in 1971 every

physicien hod on ossured jOb, by 1984 up to four doctors hod to compete for

every vecency in the formel, soleried positions of the privote end public

sectors.24

Those thet ere unsuccessful in this competition must become

self-employed, enter e growing informel heelth cere sector cherecterized by

job instebility end very low productivity, or else ebendon the prectice of

medicine. A representetive household survey of people holding M.O. degrees

in the 16 most importent cit ies of Mexi co revee 1ed thet in 1986 the rete of

un- ond underemployment stood ot close fo 17~, effecting 13,500 doctors.2
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PRlnARY HEALTH tARE: Al EnER61N6 PARADI6tt

The coexj stence of doctors w1thout Jobs end peop1e wj thout doctors

hes brought forth the l1mjtetions of the prevelling peredigm besed on

specie1ty end hospitel cere. The end of the ~leventies seems to heve merked e

fundementel shift in h.ee1thcere policy. C'Jncepts such es universel eccess,

right to hee1th cere, primery cere, end community perticipetion define the

new discourse of modemity in the hee1th erene.

Sterting in 1979, when the resources genereted by the 011boom could

heve susteined the continued growth of specia1ty hospital s, two large-sc81e

innovative programs were leunched to extend besic hea1th cere coverege. The

first one wes e .sociel soliderity" progrem, run by the Mexicon Institute of

Sociel Security, which in this wey wes eble to epply its orgenizetionel

expertise to the uninsured rurel populetion. As e result of this effort, over

3/000 rurel m~dicel units end 1/600 beds in rurel generel hospitels were

bui1t, with e coverege of 11 million people.25 The second progrem, which

began in 1981, deve1oped a modern net worl< of 255 health centers f or over 4

mi1lion slum dwellers of the lerge ci tieso

Both of these progrems opened new emp1oyment opportuni ti es f or

physicians who were willing to practice general or fam11y medicine in rural

end periurben ereos. At the sorne time, there wos o reduction in the growth

of medicol schools, reflecting thot they hod reoched scturction levels in the

recent post ond olso that e prosperous economyoffered e greoter diversity of

options to the young. Despite these fovoroble developments, the exponsion of

medical school enrollments that had taken place during the previous decade

wos so morked thot the supply of physicians continued to exceed the demond,

es we hove shown bef ore.

With the severe economic crisis thot begon in 1982, there wos o lerge

risl< thot the State might revert to the usual response of cutting social
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progrems. Insteed, the new edm1nistrotion thet cerne 1nto power on December

01 1982 declered thet heelth cere wes one of lts top priorities, since tt 1s

precisely in times of economic crisis thet the mejority of the populetion cen

leest efford cuts in sociel progrems.

This decision leunched the most profound heollh cere reform in the

post forty yeors. Indeed, since 1983 the Mexicon heollh system hos undergone

e series of structurol chonges thot coyer o brood spectrum, from the ethicol,

legol, end politico1 conception of heolth core, to the concrete strotegies for

the organi zat ion of serYi ces.26

The health care reform began with an emendment to the Constitution,

which recognized a socio1 right to health careoThe omendment introduced a

new princip1e for 0110cotin9 the benefits of heollh core, nome1y, the

princip1e of citizenship. This princip1e eims et superseding the reQuirements

of preyious fin~ncio1 contribution, which guides socio1 security progroms, or

of demonstroted finoncio1 need, which underlies public ossistonce. Insteod,

every Mexican is entit1ed, by virtue of citizenship, to a set of bosic he6lth

services.

In order to more specifico11y 1egistote the Constitutiono1 mondote, o

Genero1 Heo1th Low wos possed by the Congress in Februory of 1984. Five

months 10ter, the Notionol Heollh Program was opproyed os the bosic po1icy

instrument to guide the ectiyities of the entire heo1th sector. These

documents proyided the lego1 ond progrommotic b1ueprint for the

esteb 1i shment of o Not i ono1Heo1th System.

In order to orgonize the structuro1 chonge in heolth cere, five mojor

strategies hove been odopted: decentra1ization, administratiye modernizo-

tion, sector.ization, intersectorial coordination, and community participation.

The bosis for decentra1izotion is o redefinition of the role of the

Ministry of Heallh. In the post most of its energies were obsorbed by the
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di rect operot ion of heoah core f oci 1it i es ond progroms. With decentro 11zo-

tion the responsibility ond resources to run the progroms is groduolly being

tronsferred to the stote ond 10col governments, which ore' more responsive to

the needs of thei r own populot ions. The Federo1 Mini stry of Heeah con now

reorient its role os the coordinating center of the Nationol Heaah System,

with responsibilities for overoll plonning, financiol menogement,

enforcement of standerds of core thot will prevent Quality differentiols

omong stotes, sonitory regulation, reseorch, promotion of technologico]

independence., ond humon resource development. The Ministry hos ossumed

these functions with o smoller and more rotionol orgonizotion. which hos

been ochieved through the strotegy of administrative modernizetion, ond

with enhanced outhority over the rest of the public organizations providing

heoah core, which hos been exercised through the strotegy of sectorizotion

(see Figure 2) ..

These strotegies ore porticulorly relevont to our previous discussion

obout the concept of 'public heoah'. Before the current reform, the Ministry

of Heaah wos colled the t1inistry of Senitotion and Putr1ic Assistance .. o

nome tt"lat reflected old conceptions. Indeed..since its establishment fn (~43

the Ministry hod been spl1t into two mojor divisions: o Viceministry for

Sanitotion, in chorge of the nonpersonal ond preventive services (Le., the

troditional usege of the term 'publ1c heelth'), end o Viceministry for Public

Assistonce, responsible for opereting curotive medicel1 services which were

distributed on the bfJsis of the principle of indigence (Ir finoncial need. In

1984 this obsolete structure wos changed. Insteod of the old divisions, the

modern conception of public heolth ""les odopted., so tt1fJt fJ single

Viceministry of Health ~;ervices ,"vas formed, integrating nonper~;ona] and

personal, preventive. and curative services into a single normotlve

fromework. In accordonce 'h'ith the nevy mi ~;si(In (lf the t'1inistry. ::;pecifi c
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oreos were differentloted for functions thot previously were either obsent

or dtspersed omong mony deportments. These cructol functtons ore plonntng.,

reseorch ond development, ond sonitory regulotlon (Le., the control functlons

whereby heolH, outhorittes regulote commerctol ond industriol octivites thot

moy pose hozords to the public, including the monufocture of drugs ond other

technologicol inputs for heollh cere). After the orgenizetionol innovotion hod

been consolideted, it wos formelly recognized in Jonuery of 1985, when the

former, restrictive nome of the Ministry wos chonged to the more

comprehensive designetlon of "Ministry of Heo1th,,27(see Figure 3).

The heelth core reform connot seek only to trensform the relotionships

within the heo1th sector. Insteod .. it must olso look to the brooder societol

conte~<t.To Ulis effect, the strotegy of intersectoriol coordinotion includes

ection::; eimed ot influenctng the m6ny foctors t1eyond heEllth core thot

influence the heo1th stotus of individuols ond communittes. Of porticuler

relevonce to the brood conceptlon of 'publtc heolth' ore two sets of

interocttons: first .. with the Mintstry of Urbon Development Elnd Ecology,

whtch is tn chorge of environmentol protectton in Mextco, ond, second, with

the Ministry of Lobor, which, together v'lith the sociel security institutions,

cerrtes out mejor progr~ms in the ereo of occupetionel sofety end heollh (see

Figure 2).

Another coordtnetton effort .. which hos direct implicotions for our

previous discusston of medicol underemployment .. hes been the creotion of

the Intert nst it uti onel Commi ssi on f or Human Re::;ource Deve1opment in

Heellh. Jointly chaired by the Ministers of Health and of Educatlon, this

Commission 01so inc1udes representotives from the universities. In Uds

way, it has been possib1e, for the first time, to have 6 forum where e11

partles involved con decide together the numbers ond types of heallh core

personnel thet shouJd be treined .. in eccordonce with the requirements ond
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employment copocity of the heo1th sector.

Finolly ..the strotegy of community-,~erticiQetion underlies the drive to

extend coverege to e1'1 the populetion through primery hee1th cereo As pert of

this effort, the gov8rnment hes developed on embitious progrom, which will

help to close the gop between the potentiol of medicfll progress ond the

reol1zed eccess to its benefits by everyone. The first stoge of the progrom

includes the strengthening of existing primory heo1th centers ond the

construction of 380 new ones. More then trie mere expension of infro-

structure .. this prograrn has included the development of e precise prirnery

heelth model, whict-I specifies the staffing .. responsibilities, end substantive

content of the centers.

It is stil1 too eerly to tel1 whether the stretegy of echieving universal

occess through primery health cere and comrnunHy participation will indeed
,-

turn out to be. a new parodigm. The strategy certainly seerns to offer a

historical opportunHy to reform monpower policy so thet the quontitotive

end quelitetive interoctions of the medicel lebor morket will better respond

to the health needs of the populetion.

CONCLUSION

The foregoing enelysis hes revealed a deep flnd rich connection linking

medical modernizotion with transformations in the conditions of the labor

rnarket and also, ult imf:ltely, w1th broader proce:::se::; of social ond economic

development. It would be interesting to inve~;tigate whether the

relotionships discussed here elso hold in other countries. Indeed, it seerns

necessat-y to pursue integrative studies that connect the rnac:rosocial

phenornena of State intervention in hea1th care, medical labor markets, and

profe~;sion81ízation to specific forms of organízetic:n of medical practice emd
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medical education. Analyses of thls kind would greatly advance the

elaboration of a comparative perspective that would ollow a better

understonding of the intricote potterns of heolth care in the world todoy.



TYPOlOGV OF ijEAl TH ACTIONS

{

Biomedicel reseerch
GenereUon of

new knowledge Clinicel reseerch

FIGURE 1

")

Individuel
level

Direct delivery of
personel services

Soci el essi stence servi ces

Diegnostic services r .
Therepeutic services .
Rehebilitetion services Medlcel Cere
Preventive services

Plenning end orgeni 20t ion of
e11types 01 hee1th services

Monitoring of hee1th
conditions

Populetl on
level

Direct delivery 01
nonpersonel services

Community servi ces

Environmentel ser",ices

Treditionel definition
of pubHc heelth

Modern definition
of
Public heelth

Generetion of new IEpidemiologic reseerch
knowledge

Hee1th systems reseerch



/

~~9CIES DI.Ll.G
"ID DERIlIIa •• rS
H IlULrB STAJUS

STRUCTURE OF T"E MEXICAN "EALT" SYSTEM

.GE.CIIS DE.LI.G WITB
BE.L1B CARE.CTlO.S FIGURE 2

~'

SubseClor of Ihe National
lnstilules of Health

Subseclor of Social
ASSlstance Or¡amzations

Coordinatino &{Headofthe HeaUh Sector
reQulator ~ Planni nQ, reQulltion, aOOpromotion of lhe National Health Siptem
functlons Intersectorial coordlnation

!'~

1:
j

!'
'j

Y1nislry oC Url>an
De'f81opmenl " EcolOlY
-Environmen lal proteetion
-Basic sanilation

Yinislry of Labor
-Imploymenl policy
-Vorbn¡ conchtions
-Occupauonal safety"
hea11h.

Nal10nal Population Co\mcil
-Population poliCT

Yinl~try of PuI>lic Education
-!duclllion 10 ¡eneral
population
-Trainm¡ of beallh 'Wrkers

Q

•Cl;:..••~
~ QNaliOnal8 Health<
..a SYSlem I Heallh seclor
:! (Federal
pe Government)
Cl•..
U

•••Inpe
••••..
!!!!

Adminislnuive Componenl
(A¡encies "'th a primary

mandale for heallh)

lIinis1rT of Beal1b.
DIrect provision
ofservices

{

Personal health services
~tate & local ~ompetencecertai n aspects of sanitarlJ

~~e~~~~~:a~ion) reQulalion

{

Health control of border, and port,
Federal competence EpidemioloQic ,urveillance

Cerlai n aspecls of saOltar~ reoulation
Research aOOdevelopmenl

t
¡
li'
~l.

I¡
\,,
~
.~

(,.
~J .

~

J
)'
!

f', .

. '

f
f

YilUSlry or Commerce 1:
Industrial Promotion
- R~'o.Ilation ot ~s

:il olber bea1 lb <:are
inpuu

,

{

Social Securily {MeXlc.n lostitute of Soclll SecunllJ (mostl~ for pnvate emplo~es)

pro¡ummatic. Componenl (includin¡ o.ccupational lostltute ofSoc:.ial 5etllnt~. alld se.rvicu for Civil Servants
(Dsrecl hea1lh care o.ctions heallh) Iostltute of SOCialSeeunt~ for tlle Armad forces
of e¡encies "'Ih a broa.der HeIUh servu:es of tlle MoXlean011 compan~

mandale) Health SerVlces lnstilule
of the Federal Districl
Governmenl

Slale Be Municipal
Heallb Services

Privale seclor

..-- . __ Á_



FIGURE 3
EVOLUTION OF THE ORGANIZATION

OF THE MEXICAN MINISTRY OF HEALTH

"J

t:.

1943-1976 1976-1984 1984

---. Public Assistance ~Health ServicesPublic Assistance
(MedicalCare)

Sanitation
(Traditional Conception

of
Public Health)

• Sanitation ------. Sanitary Regulation

Planning • Planning

Research & Development



,.. -.20-

REFERENtES
1. De le Mednd M.: Cuerto 1nfonne de gob1erno. Poder EJecut1vo Federel,

Mex1co, 1986.

2. Frenk J., RObledo-Vero C., Nigendo-L6pez G.H., Arredondo-L6pez A.A.,
V6zquez-Segovio L.A. end Romírez-Cuodro C.: Subempleo y desempleo
entre los médicos de les éreos urbonos de México. Centro de
Investigociones en Solud Público, Sene 'Síntesis Ejecutivos', No.
5E-01/87, Mexico, 1987.

3. Fouceult M.: Lo crisis de lo medicine o le crisis de le entimedicinc. Educ.
Méd. Solud, 1976; 10: 152-170.

4. Frenk J., Bobodillo J.L., Sepúlvedo J., Rosentho1 J. ond Rue10s, E.: Un
modelo conceptuo1 pore lo investigoción en salud público. Bol. Of. Sonit.
Ponom., 1986; 101: 477-492.

5. Editoriol: The distinction between public heo1th ond community/sociol/
preventive medicine. J. Pub. Heo1th Policy, 1985; 6: 435-439.

6. Mercer H.: Hospitoles y próctica médico en 10 ciudad de México. Estudios
Sociológicos, 1984; 2: 335-349.

7. Coheto-Mortínez Y.: Problemático de solud en los oreos de pobloción
indígeno y medicino trodicionol. Poper presented at the 11 Interomericon
Conference on Heolth Educotion. Mexico City, November, 1984.

e. Donnonge10 M.CJ.: Medicino e sociedode: o médico e seu mercado de
trobolho. Livrorio Pionero Editoro, Soo Poulo, 1975, 48-59.

9. Frenk J. ond Donobedion A.: Stote intervention in medico1 core: types,
trends ond voriobles. Heo1th Policy & Plonning, 1987; 2: forthcoming.

10. Kuhn S.: The structure of scientific revolutions. (Second edition).
University of Chicogo Press, Chicogo, 1970.

11. Meyer J.W.: The world' polity end the outhority of the no11on-st6te. In
Bergesen A. (ed.): 5tudies of the modern world-system. AC6demic Press,
New York, 1980, 109-137.



..• '!o:' '

-"
':''''''!

- 21 •.

"?'
.•..,.•...

, "~.
~ ~.

12. BerUner H.S.: A larger perspecUve on the Flexner Report. Int. J. Hee1th
Serv., 1975; 5: 573-591.

13. Frente J., Hem6ndez-L1emes H. end Alvorez-Klein L.: El mercedo de tre-
bejo médico. 11.Evolución histórico en México. Goc. Méd. Méx.,1960; 116:
265-284.

14. Kumote J., Coñedo L. ond PedroHo O. Lo salud de los mexiconos y 10
medicino en México. Editoriol de El Colegio Nocional, México, 1977, 392-
411.

15. Hom J.J.: The Mexicen Revolution ond heelth cere, or the heelth of the
Mexicen Revolution. Letin Am. Perspect., 1983; 10: 24-39.

16. Soberón G., Veldés-01medo C. end Frenl<J.: Economíe y selud en México: un
enfoque particular. El Díe, November 26 ond 27, 1986, p. 22.

17. Mesa-Lego C.:Social security in Let in America: pressure groups, stratifi-
cetion, tmd ineQue1ity. University of Pittsburgh Press, Pittsburgh, 1978,
218.

16. Pereyre C.: Estedo y socieded. In Gonzólez-Cesenova P. ond Florescono E.
(eds.): México, hoy, Siglo Veintiuno Editores, México, 1979, 289-305.

19. Schmitter P.C.: Still the century of corporatism? In Schmitter P.C. and
Lehmbruch G. (eds.): Trends towerd corporetist intermedietion. Sege,
Beverly Hills, 1979, 7-52.

20. Poitras G.E.: Welfare bureaucracy and clientele politics in Mexico. Adm,
Sci. O., 1973; 18: 18-26.

21. Subsecretaría de P1aneación: Educación de pregrado en medicine y enfer-
mería. Secretaría de Salubridad y Asistencia, Mexico, 1977, 102.

22. Martuscelli J.: Recursos humemos en salud de México. Educ. Méd. Salud,
1986; 20: 382-387. \

23. Hernóndez-Chovez A.: Estado actuel de 10 educeción médice en México.
Asociación Mexicana de Facultades y Escuelas de Mediclna, MéxlCO, 1982,
161-164.



24. Soberón G.:£1cambio estructurel en le selud. 111. Le inyestigeclón y los
recursos humanos como tnstrumentos del cambio. Salud Público Méx,
1981; 29: 155-165.

25. Poder EJecutiyo Federal: Programo Nocional de Salud 1984-1966. Secre-
taría de Salubridad y Asistencia, México, 1964,65-14.

26. Soberón G., Frenk J. ond Sepúlyedo J.: The heolth core reform in Mexico:
before and ofter the 1965 eorthquokes. Am. J. Pub. Heo1th, 1966; 76:
673-660.

21. Soberón G.:El cambio estructurol en lo sol ud. 1. Estructuro y funciones de
la Secretaría de Salud, del Sector Salud y del Sistema Nocional de Salud.
Salud Pública Méx, 1987; 29: 127-140.

----
:\

•.•;.;¡ .


