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ABSTRACT

This article sttempts to connect the development of modern medical
institutions in contemporary Mexico with & series of social changes, such &s
the expansion of State intervention in heslth cere end the labor market
processes thet eventually led to the appearance of underemployment among
physiciens while important segments of the populetion lacked resdy access
to services.

As & response to the contradictions of the dominant model of
specialized, hospital-based medical cere, @ new paradigm roated in primary
health cere has begun to emerge. This new paradigm forms part of @ larger
reform that hes been under wey since the end of 1982 The reform includes
the recognition of a sociel right to health care and an energetic effort to
decentralize thé operation of services from the federal to the state and loceal
levels. Part of its conceptual end organizational basis is & modern definition
of public health &5 the applicetion of the biclogical, social, and
administrative sciences to the sanalysis of heslth processes in human
populations and the orgenizetion of comprehensive health services with @
defined population base.

It is expected that the kind of integrative asnalysis presented here will
help to understand, in 6 cross-national comperative perspective, the complex

dynamics thet charecterize health cere patterns in the world.
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INTRODUCTION

Mexican medicine faces todey e pressing paredox: while close to 10
million people, representing one-eighth of the population, lack ready eccess
to medicel services,! some 13,500 physicians living in the lergest cities ere
unemployed or underemploged.2 This situation is not eccidental; instead, it
derives from the "model of medical development™ that the country hes
followed. If the imbalances inherent in this model ere to be corrected, it
becomes necessary to examine its basic festures in @ broad historicel light.
What such an enalysis reveels is the intricate interplay emong three
processes: the increasing involvement of the Stete in the orgenizetion of
health cere, the quentitative and qualitative changes of the medicel lebor
morket, ond the emergence of olternative paradigms ebout what modern
health care is.

In order to set the conceptual context for the onalysis, this erticle
begins with a discussion about the way in which the notion of ‘public health’
has evolved until 8 comprehensive definition has been reached. We then offer
a brief historical account about the Mexican health care system. while the
efforts to develop an "edvanced” system date from the eariy coloniel days,
the paper focuses on the period after 1958, when the contredictions among
the three ofdrementioned processes heve become most acute. Out of those
contradictions, we emphesize menpower problems, in particuler medical
under- and unemployment. In the lost section we exemine the efforts that
have been underteken during the eighties to reform the organization of the

health system and to introduce a new paradigm based on primary health care.

DEFINITION OF PUBLIC HEALTH

The term ‘public heelth’ is charged with embiguous meenings. Three
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connotations heve been perticularly prominent in its history. The first one
equotes the edjective ‘public’ with governmentel ection, i.e., the public
sector. The second meaning identifies public health with environmental or
nonpersons! services. The third usage is broader, in that it includes the
szcond one but also comprises personal health services of @ preventive
nature (e.g., maternal end child health progrems). There are also essocietions
emong these verious meanings. For exemple, in meny industrialized
countries, there has been a tendency for the private sector to deliver most of
the personal therapeutic services, with the public sector assuming
responsibility for the nonpersonal and preventive services. Such & tendency
hes reinforced the notion of ‘'public heslth’ es a separate subsystem of
services provided by the State and largely peraliel to the meinstreem of
high-technology curative medicine.

In recent times, a more integrative view of public health has begun to
emerge. According to this view, the adjective ‘public’ does not mean o
particuler bundle of services or & form of ownership, but a specific level of
enalysis, namely, & population level. In contrast to clinicel medicine, which
operates at an individual level, and to biomedical research, which analyzes
the subindividusl level, the essence of public health is that it adopts @
perspective based on groups of people, or populetions. This population
perspective of public heelth inspires its two epplications, es & field of
inquiry and as an erens for action.

As 8 multidisciplinery field of inquiry, public health cen be defined as
the application of the biological, social, and sdministrative sciences to the
understanding of health phenomens in humen populations. Hence, it comprises
two major objects of analysis: on the one hand, the epidemiologic study of
the health conditions of populations; on the other, the study of the

organized sociel response to those conditions, in perticuler, the way thet



_4_

such response is structured through the health cere system

As an erena for action, the modern concept of public heelth goes
beyond fragmentery dichotomies, such as personal vs. environmentsl,
preventive vs. curative, or public vs. privete services. Instead, it refers ta
the organization of comprehensive health services with a defined populstion
hase. Its essence is, therefore, the health of the public. As such, it includes
"the organization of perzonnel ond facilities to provide all health services
required for the promotion of health, prevention of disease, diagnosis and
treatment of iliness, and physicel, social and vocetional rehabilitation.” S As
can be seen, public health encompasses the narrower concept of medical
care, not with regerds to its technical and interpersonal aspects as they are
applied to individusls in clinical settings, but with respect to its
arganizationsl dimension in relation ta defined groups of providers and
clients {see Figure 1).

A msjor factor in the erergence of this integrative view of public
health hes heen the growing perticipation of the State in the financing and
delivery of all types of health services. Indeed, any original limitation of the
public sector to environmental or preventive services hes now been
:—;uperseded in most of the waorld, as the State has assumed the leading rale in
the health system, including persanal medical care. In fact, the largest share
of the resources currently expended by the public sector in almost every
country go to the delivery of personsl curstive services, whether they ore
provided by privete contractors or by sslaried personnel of the government.

In the caze of Mexico, the State has been the most important force for
the developrnent of a modern health system. In this process, medical care hes
hed & disproportionaste weight. For this resson, sfter & brief historical
introduction maost of the following discussion will concentrate an medical

care. In the last section, however. we will examine the wau i which the
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more comprehensive view of public health has come to be implemented.

HISTORICAL CONTEXT
The Place of Traditionsl Medicine

At the time of the Spanish conquest in 1521, the Aztec civilization
had & well-developed system of health care. It is doubtful that European
medicine had at that time eny therapeutic advantage over native practices.
Nevertheless, the fact thet these practices were an integrel pert of Indien
religion and cul{ure made their destruction by the Spanierds & necessary pert
of the cultural struggle thet consolideted economic, politicel, and militery
domineton &7

Obviously, the medical conquest of ancient Mexico was never 8
complete process. Traditional beliefs end practices continued to play o
crucial role during most of the Colonial period. Even todsy, they shape the
health care of the remaining eight to ten millon Indiens end of other rural
inhabitants. Yet, the eariy end explicit attempts to neutralize traditional
.medicine have made it a less pervasive element in the contemporery heslth
care erens of Mexico then of other countries. Furthermore, it must be
remembered that Mexico was the cradle of European medicine in the Western
hemisphere. indeed, it wes there thet the first medicel course wos teught,
the first hospital built, and the first medical textbook ptinted.

For these reasons, the central issue of medical modernization in
Mexico has not been the defeat or cooptetion of traditional practice--though
this is still an important problem and & point of controversy. For the bulk of
health care, however, madernization has meant & succession of competing
paradigms within European medicine. The rest of this paper will focus on the

adoption of one of those paradigms--nemely, “scientific medicine“--, on the
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imbalances that such & process has produced, and on the emergence of &n
alternative.

Eerly Institution-Building

The seeds of modern, scientific medicine were planted in Mexico
around 1920. After more than one century of civil strife through the wers of
Independence (1810-1821), Reform (1858-1867), end Revolution (1910-
1920), conditions were ripe for en energetic effort at economic, cultural,
ond scientific reconstruction led by the postrevolutionary State. In 1924 the
first specialized wards (for cardiology, gastroenterology, and urology) were
created at the General Hospital of Mexico. During the 1940s, national
specialty institutes were established in the fields of pediatrics, cardiology,
ond nutrition end internal medicine. In 1943 the federal government created
the Ministry of Senitetion and Public Assistance end the Mexicen Institute of
Sociel Security. The former wes given the responsibility of orgenizing
environmental and preventive services for ell the populetion end also of
extending minimum curative services to the countryside. The letter was to
provide medicel cere to the blue-coller workers of the rapidly growing
industriol plent.

The institution-building efforts of the first helf of the twentieth
century set the stoge for a redicelly new form of conceiving, organizing,
practicing, end teaching medicine. In this process, the State assumed the
leeding modernizing role, opereting through fundmentsl changes in the
medicel labor merket and in the institutionalization, by the medical
education system, of the new paradigm of health core. We will next try to
enslyze the connections smong these changes, which became most clear
eround 1958.
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‘THE MODERN HEALTH CARE SYSTEM"

Ihe Role of the Stote

The period from 1956 to 1967 witaessed on unperelleled
trensformation of the health care system in Mexico through & very marked
expansion of the perticipetion of the public sector in the production of
medical services. As Donnongelo8 points out, the growth of Stote
intervention in medicel care has both @ quentitetive end o qualitative
expression. The former involves en increase in the volume of services
brought sbout by devoting more public resources to health cere end by
extending the coverage of the popu)ation.9

On the quelitetive side, the ekpansion of Stete intervention usually
enteils o redefinition of the preveiling peredigms about medicel practice.
Compared to Kuhn's classicel formulation,10 our usage of the term paredigm
is broeder, denoting, for the specific erena of medicel cere, en ideological
model sbout the form, content, and organization of medicel work, thet is to
say, 8 set of rules that prescribe, in 8 normative fashion, the ways in which
humen and material resources should be combined to produce ideal types of
medicel services. The State is one of the basic sources of these rules, as it
represents a major egent for rationalizetion and modernizetion.'!

in the late fifties and eorly sixties the new peredigm about medical
care that started emerging in Mexico and that eccompenied the expension of
State intervention wes the paradigm of the what has been called “scientific

medicine,"2 s expressed in @ highly rationalized mode of medicel practice,

’This section is based, with modifications, on parts of my sarticle “La
atencién médica, 1a ensefianze de le medicina y el mercedo de trabajo para
los médicos: el internado en México,” which appesred in Educacion Médica y
Salud, vol. 16, No.4, 1964, pp. 329-343.
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one thet is based on the division of medicel work according to specific
specialties, that finds its preferred spece of ection in the centralized
structure of the hospitel, end thet fits the institutional fremework of
Stete-owned or Stete-finenced organizations offering high levels of
technological and edministretive resources. Indeed, from 1958 to 1967 the
Mexicen State reoriented the basic definitions regerding the types of sites
where medical cere would be predominantly produced, the types of
activities that would determine the character of medicel work, end the
types of institutional settings which would dominate the production of
medical services.

First, with regerd to the sites of health cere, there wos 8 definite

shift from embulatory to hospitel prectice. For instence, the number of

medical care units with beds that belonged to the Mexican Institute of Sociel
Security grew by 63 per cent in just the five years from 1959 to 1964, and
the total number of beds actuslly doubled during the seme period. In o
paraliel fashion, the Ministry of Senitetion end Public Assistance increased
the number of its hospitals from 238 in 1959 to 731 in 1964. The emerging
predominance of the hospitel was epitomized by the construction of large
medical centers thet grouped seversl specialty hospitels.'®

As far as the change in the dominant types of octivities is concerned,

there wos & movement awey from general ond into specialty prectice. As

indiceted eerlier, this trend had started since the decade of the forties,
when several semiautonomous specielty hospitals end institutes were
founded. During the period of fest expansion of State intervention, the role of
4specialization as the organizing principle of the producton of medical
services became consolidated. This process was reflected, for instance, in
the creation of tertisry medicel centers and in the growth of residency

progrems, which by the 1950¢ were present in elmost all the hospitals of
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Mexico City'* As e consequence, the retio of generalists to specielists
working for the Mexicen Institute of Social Security went from 1.75 in 1961
10 0.93 in 1975.1%

Finolly, the relative dominence of the verious types of institutions
thet provide medicel core also chenged. To begin with, the Stote beceme the
mojor source of requlstion ond production in the market for medical

services, overshadowing the private sgctor in terms of population covered
and volume of services. And within the public sector itself the socisl
security system began to acquire & central position et the expense of the
public assistence institutions.

This process deepened the class diversity of the Mexicen heslth care
system. First, the coverege of privete services wes restricted to the
privileged few who could efford them. By 1986 the proportion of the
population who used only private services wes estimated ot & mere S5%. It
should be noteﬁ, however, that the private sector pleys other roles in the
system. For example, it provides & “safety velve” for the socisl security
institutions, since some of their beneficiaries--even if only 8 minority--
obtein ot least part of their cere in the private sector. Another important
role of the private sector is represented by the large smount of first-contact
services that is provided through the vast network of drug stores. In
eddition, most ot the pharmaceuticel end medicel equipment companies are
privately owned.

Notwithstending these other influences of the private sector, the fact
is that, with the fundemental chenges that the structure of the health care
system begen to experience in the late fifties, the public sector emerged as
the dominant force. However, the public sector itself became divided into 8
two-class system: social security institutions with large resources to take

care of blue- and white-coller workers mostly in urben areas, versus public
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assistance orgernizations responsible, with considerably less resources, for
the health of the rural populstion and the urben poor.'> To give but one
example, in 19686 heelth core expeditures per copite were 3.5 times larger in
the social security subsystem, which covered about helf of the netionel
population, than in the public essistance sector, which tock cere of one third
of the Mexicans. Similerly, there were 40% less hospitel beds for every
1,000 noninsured people than for the insured ponult'.\tion.'6

why did sociel security become the dominent form of State
intervention in medical cere? An important factor seems to have been the
series of 70 strikes that effected the country in 1958. As o response to such
o level of labor unrest, the State extended social benefits, including medicel
care. indeed, "sociel secuﬁtg concessions were instruments used to restore
social peace...“" Just as public essistence represented & means for
legitimizing, in its first yeers, the regime thet emerged from the Mexicen
Revolution, so social security constituted the organized response of the
State to the changing realities of urbzanization and industrielization,
including the requirement of e healthy and productive labor force.
Furthermore, the fact thet the sociel security system covered specific,
closed propulations made it particulerly compatible with the corporetist
structure of interest representation thet prevails in Mexico.'®20

~Because of these factors and of its seperate and protected line of
financing, the sociel security system in Mexico has been eble to provide the
highest levels of edministretive end technical resources, those that have
been best suited to the institutionalization of the paradigm of scientific

medicine in Mexico.

Menpower Implications
The repid expansion of State intervention in medicel care that tock
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plece from 1956 to 1967 introduced & doubie chenge in the medical lebor
morket: 8) @ quentitative incresse in the menpower requirements of the
medicel cere system end b) e quelitetive reorientation in the dominant
forms of medicel work end therefore in the types of skills that physicians
were expected to master. The medicoal education system wes able to respond
adequately to the lotter but not to the former. 7

On the quelitative front, @ major reform of medical educetion revised
the curriculer structure so as to better adapt it to the shift towerds
specialty and hospital proc_tice. Prior to this reform, most medical schools in
Mexico maintained 8 curriculum whose clinicel portion (following two years
of besic sciences) wes still very much influenced by the French tredition,
with three yeers of general clinicel instruction that wes mostly besed on the
rather unspecialized distinction between internal (i.e., medical) and externel
(i.e., surgicel) phenomene. The needs for prectical treining of medicel
students were satisfied, during the sixth yesr, by a “practicum.” This wes
only & part-time activity to be discharged by working & few hours in some
hospitals after ettending formel lectures ond by being on duty some
occesional nights every week. In o parsllel fashion, students might leern
directly from the proctice of médicine by becoming informal assistents to
esteblished physiciens. All this was changed in 1960, when the Nationel
University of Mexico formally epproved o new curriculum for the School of
Medicine, which introduced en organization of clinical courses based on the
specielized study of each organ or system. The sixth yeer of this new
curriculum was occupied entirely by an internship, whereby students were
required, for the first time, to devote one year to full-time activities in a
hospital before obtaining their medical degrees.'®

The internship provided future physiciens with the practical skills

that would allow them to work in hospitel settings. Quantitatively, it elso
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represented 8 means to satisfy part of the the new manpower requiremants
brought sbout by the expansion in Stete production of medicel services. This
role of the internship wes particulerly importent, as it served to
compensate, in the short run, the lack of & commensurete growth of the
supply of greduste physiciens. For instence, enrollment et the School of
Medicine of the Netionel University of Mexico remeined practicelly constent
between 1958 and 1967. Further, from 1961 to 1965 no new schools of
medicine were opened, and from 1966 to 1970 only four such schools started
functioning ?'

Beginning in 1967, end even more so since the esrly 1970s, the
quantitative relstionship between the medical education and the medical
care systems essumed almost the mirror imoage of the previous decede. While
the growth of the heelth cere sector slowed down ond even diminished in
certain espects, the medical education system experienced en explosive
expansion. Thus;, o stagnent public investment in medicel cere led to o
reduction in the rate of growth of services produced and of number of beds,
both ot the Mexican Institute of Social Security end et the Ministry of
Sanitation and Public Assistance. For example, the number of beds belonging
to the Institute grew from 1959 to 1967 at an ennual rate of 12 per cent,
compared to only 4 per cent between 1967 and 1976. Likewise, from 1959 to
1967 the production of embulatory visits increesed ot en ennuol rate of 9 per
cent and the number of hospital edmissions at o rate of 15 per cent. From
1967 to 1976 the corresponding figures were 5 end 7 per cent,
respectively.!®

At the same time, the system of medical education started growing
through two processes: first the expansion of enroliment in the existing
schools and then the crestion of a large number of new schools. The total

number of medical students in the country went from 268,731 in 1970 to
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93,365 in 1980. Since then, it began to decline, eithough in 1983 it still
reached 79,1222 In o paralell fashion, medicel schools doubled from 26 in
1970 to 54 in 198023 and reach S8 ot present.

The common determinent of both the slowdown in the heolth cere
sector and the growth of the medicel educetion system appeors to have been
the economic crisis that affected the country in the 1970s. As @ response to
this crisis, social progrems such 8s medical care were cut, while at the
same time the middle and higher educationel systems were expanded in order
1o accommodate 8 larger number of youngsters who were unable to find a job
in the general 1abor market.

The net result, as we have seen, was that unemployment end
underemployment beceme prevelent emong medical grodustes. Indeed, the
number of new physiciens entering the medicel labor merket increased more
then five times, from 2,493 in 1976 to 14,099 in 198322 Yet the number of
residency positions has remained reletively constent, st eround 2,000 per
yeer. Furtherrhore, o recent study estimates that, whereas in 1971 every
physician had an assured job, by1984 up to four doctors had to compete for
every vecancy in the formel, seleried positions of the private and public
sectors 24

Those that are unsuccessful in this competition must become
self-employed, enter a growing informal health cere sector cheracterized by
job instability ond very low productivity, or else abandon the practice of
medicine. A representative household survey of people holding MD. degrees
in the 16 most importent cities of Mexico revealed that in 1986 the rote of

un- and underemployment stood at close to 17%, affecting 13,500 doctors.?
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PRIMARY HEALTH CARE: AN EMERGING PARADIGM

The coexistence of doctors without jobs and people without doctors
has brought forth the limitstions of the preveiling peradigm based on
specialty and hospital cere. The end of the seventies seems to have mearked e
fundamental shift in h_ealth cere policy. Concepts such as universal access,
right to heolth care, primery cere, and community perticipation define the
ney discourse of modernity in the health aréno.

Sterting in 1979, when the resources generated by the oil boom could
have sustained the continued growth of specialty hospitals, two laerge-scele
innovetive progrems were leunched to extend basic health cere coverage. The
first one was @ “sociel soliderity” progrem, run by the Mexicen Institute of
Sociel Security, which in this wey wos able to apply its orgenizationel
expertise to the uninsured rurel populetion. As e result of this effort, over
3,000 rura!l mgdicol units end 1,600 beds in rural generel hospitels were
built, with e coversge of 11 million people?® The second progrem, which
began in 1981, developed & modern network of 255 heaith centers for over 4
million slum dwellers of the lerge cities.

Both of these progrems opened new employment opportunities for
physicians who were willing to practice general or femily medicine in rural
and periurben erees. At the same time, there wes & reduction in the growth
of medicel schools, reflecting thot they hed reached seturetion levels in the
recent past and olso that & prosperous economy offered a greater diversity of
options to the young. Despite these favorable developments, the expansion of
medical school enroliments that had taken place during the previous decade
was so marked that the supply of physicians continued to exceed the demand,
8s we have shown before.

With the severe economic crisis that began in 1982, there was a lerge

risk that the State might revert to the usual response of cutting sociel
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progrems. Insteed, the new administration that come into power on December
of 1982 declered thet heelth care was one of its top priorities, since it is
precisely in times of economic crisis thet the majority of the population can
least afford cuts in sociel programs.

This decision launched the most profound health care reform in the
post forty years. Indeed, since 1983 the Mexicen health system has undergone
o series of structure! chenges thet cover & broad spectrum, from the ethicel,
legel, and politicel conception of heslth care, to the concrete strategies for
the orgenization of services

The health care reform began with an amendment to the Constitution,
which recognized 8 sociel right to health cere. The amendment introduced 8
new principle for olloceting the benefits of health cere, nemely, the
principle of citizenship. This principle aims at superseding the requirements
of previous finqnciol contribution, which guides social security programs, or
of demonstrated financial need, which underlies public assistance. Instead,
every Mexicaen is entitled, by virtue of citizenship, to a set of basic hesalth
services. |

In order to more specifically legistate the Constitutional mandste, o
General Health Law was pessed by the Congress in Februery of 1984. Five
months later, the National Health Progra'm was approved as the basic policy
instrument to guide the activities of the entire health sector. These
documents provided the legal and progremmatic blueprint for the
establishment of a National Health System.

in order to organize the structural change in health cere, five major
stretegies have been adopted: decentralization, administrative moderniza-
tion, sectorization, interéectorial coordination, and community participation.

The basis for decentralizetion is & redefinition of the role of the

Ministry of Heslth. In the past most of its energies were ebsorbed by the
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direct operation of health care facilities end programs. With decentraliza-
tion the responsibility and resources to run the programs is gradually being
trensferred to the state and local governments, which are more responsive to
the needs of their own populations. The Federal Ministry of Health can now
reorient its role as the coordinaling center of the National Health System,
with responsibilities for overall plenning, financial menagement,
enforcement of standards of care that will prevent quality differentials
among states, sanitery regulation, research, promotion of technologicel
independence, and human resource development. The Ministry has assumed
these functions with & smaller and more rationel orgsnization, which hes

been achieved through the strategy of sdministrative modernizetion, and

with enhenced authority over the rest of the public organizetiens providing
health care, which has been exercised through the strategy of sectorization
(see Figure 2). .

These strategies are particularly relevant to our previous discussion
sbout the concept of ‘public health’. Before the current reform, the Ministry
of Health was celled the Ministry of Senitation snd Public Assistance, a
name that reflected old conceptions. Indeed, since its estahlishment in 1943
the Ministry had been split into two major divisions: & Yiceministry for
Senitation, in charge of the noﬁpersnnal and preventive services (ie., the
treditional usege of the term ‘public heslth’), end a Viceministry for Public
Asgsistance, responsible for operating curative medical services which were
distributed on the basis of the principle of indigence or finsncial need. In
1684 this obsulbete structure was changed. Instead of the old divisions, the
modern conception of public health was adopted, so that & single
Yiceministry of Heslth éervices was formed, integrating nonpersonal and
perconal, preventive and curative cervices into a single normstive

framework. In accordance with the new mission of the Ministry, specific
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sreas were differentiated for functions that previously were either sbsent
or dispersed among many departments. These crucial functions are planning,
research and development, and senitary regulation (i.e., the control functions
whereby heelth suthorities regulate commercial and industriel activites that
mey pose hazerds to the public, including the menufaecture of drugs end other
technological inputs for health care). After the organizational innovation had
been cansolidated, it was formally recognized in January of 1985, when the
farmer, restrictive name of the Mim’strg was changed to the more
comprehensive designation of "Ministry of Health'?? (see Figure 3).

The health cere refarm cannot seek only to trensform the relationships
within the heslth sector. Insteed, it must elso lcok to the broader societel

context. To this effect, the strategy of intersectorisl coordination includes

actions eimed at influencing the many factors beyond health care thet
influence the health status of individusls and communities. Of perticular
relevance to the broad conception of ‘public heslth’ are two sets of
interections: first, with the Ministry of Urban Development end Ecology,
which is in charge of environmental protecticn in Mexice, ond, second, with
the Ministry of Lebor, which, together with the sociel security institutions,
carries out major programs in the ares of occupations! safety and health (see
Figure 2).

Another coordination effort, which has direct implicetions for our
previous discussion of medical underemployment, has been the creation of
the Interinstitutionasl Commission for Humen Resource Development in
Health. Jointly chaired by the Ministers of Health and of Educetion, this
Commission aleo includes representatives fram the universities. In this
way, it has been possible, for the first time, to have § forum where &il
parties involved cen decide together the numbers and types of health care

persannel that should be trained, in accordence with the requirements and
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employment capacity of the heslth sector.

Finally, the strategy of community perticipation underlies the drive to

extend coverage to sl the population through primery health care. As part of
this effart, the government has developed an ambitious program, which will
help to close the gap between the potentiel of medicel progress end the
reslized access to its benefits by everyone. The first stage of the progrem
includes the strengthening of existing primary health centers ond the
construction of 380 new ones. More then the mere expansion of infra-
structure, this program has included the development of & precise primary
health model, which specifies the staffing, responsibilities, and substantive
content of the centers.

It is etill too early to tell whether the strategy of achieving universal
access through primary health care and community participation will indeed
turn out to be.a new paradigm. The strategy certain’lg seems to offer a
histarical opportunity to reform manpower palicy so that the gquantitative
and quslitative interactions of the medical 1sbar market will better respond

to the heslth needs of the population.

CONCLUSION

The foregoing analysis has revealed a deep and rich connection linking
medical madernization with transformaticns in the conditions of the labor
market and alsa, ultimately, with broader processes of social and economic
development. It would be interesting to investigate whether the
relationships discussed here also hold in cther countries. Indeed, it seems
necessary to pursue integrative studies that connect the macrosocisl
phenomena of State intervention in health care, medical labor markets, and

professionalization to specific forms of arganizeticn of medical practice and
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medical education. Anslyses of this kind would grestly advence the
elaboration of & comparstive perspective that would ellow 8 better

understanding of the intricete patterns of health care in the world today.
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