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parative:stgdy that looked at the characteristics
of Ghe health systems of Chile under Allende, and
of Tanzania under Nyerere, and that he presented at
the 18£h in:éé;ational ang;ess~of Aniﬁroé&iogy

+ and Ethnological Sciences tn India in 1975.1 (That
comparative study is available in full from the
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author,)
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To understand why & de-westerntzation process
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of health services seems to be urgently needed in-

our Westérn societies, we have to begin by looking

back 1nt8.the'hlst0ty of western medicine,
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1. Understanding the .roots ofrtherp;oblel: Western

Medicine and its hierarchy:

The western approach to health maintenance and
delivery departs from the one-sided and elitist
asa#ﬁption thaf:"Do;tbrsaknow best"‘r*eitheruss
1§d1v1duals or as leaders or members of a health
teaml On; can, theréfore, cert;lnl;‘e;p;ct some of
the physicians' ideological biases go be mirrored
in tﬁé‘health related policies of a'country.2

-1t 18 to no surprise, then, that veater& health
planning is based on a top-to-bottom decision-making
process in ‘which the "egperts;" {nierpretatlon of
the surrounding reality prevaiis,'although they
themselves*are outsiders to thehproblené cbnsidered.

" All this situation has created an uhhealthy
dependgnce of the health sector on Fhe‘professlonals,.
and the health establishment has definittveiy had a
role in generating this dependence.j (Lella 1977.)

Forbone of the authors that has explored this

topic deeply; the above dependence 18 created by the -

capitalist -mode of :production and éodagnption:'
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"Medical bureaucracies are not the gener-
ators, but the administrators of these
dependencies. Social relations determine
the type of organization of medicine to be
chosen and the type of technology to be
used. Technology reinforces the already
existing division of labor.

In the health team the hierarchy observed
is the following:

-physicians (upper-middle class extraction)
-nurses (lower—miqdle class)

-attenﬂants, auxiliaries and service-
workers (working class extraction).
Responsibilities in the team are primarily
due to the class background and sex roles
of the members and only secondarily to
their tgchnglgg{cal knowledge. Education
and .training is the mere legitimation of
that clqss and sex hierarchical distribu-
tion of power and responsibilities, This

class structure and hierarchy militates

against the provision of comprehensive
medical care. A strategy for better care
requires, not the authoritarian (vertical),
but the collaborative (horizontal) distri~
bution of responsibilities, incl:;ing the
patient. Further, it should be pointed
out that since the health industry 1s
administered, but not controlled by the
medical profession, the main cénflict in
the health séctor 1s nothing but replllat—
i B

ing the cbnflici in che overall social
. t

R
system, and that conflict is not primarily

between the providers and the consumers.
Therefore, the deprofessionalization of
medicine and its democratization are not
possible within our class-structured soci-
ety." :(NaQa;ro 1975:351).. .
Frbm éhis perspective, one can accurately s;y
that in modern times tﬁe types of health servic;s
have continuously changed and been redefined accord-

ing to the needs of the capitalist mode of production.




The medical profession is thus a guardian of the def-

inition of these bourgeois values, but not its ulti-

mate definer. (Navarro 1975:351).

Now, looking at the siguation_fyom the consumers'

side, it is interesting to note that socleties most::. .
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often complacently accept the resource allocation for

health services proposed by doctors. While this.mdy . -

provide a steady-state, 1t also represents a set of

implicit priorities which, while lending stability, - -

méy well be blinding to the potential benefits of
resource allocation to other more pressing needs.

Withoqp explicit popular pressures ‘to alter comfort-

» able implicit priorities, resource reallocation in

the production of health will occur slowly,if at all.
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(Dunlop 1977;471),'_
A -ihe‘quegéioﬁ‘th{t ingvitablg comes_cg'ouf'ﬁind;
fﬁllowi;g this brief analysis is whether all what we
have said so far means that the socialist countries

solved the ptoblems.we described for western medicine.

The answer is a partial no. Spcialist“soqiétiesaalso

have full fledged burea

ucracies as the controllers of
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.social activity, These bureaucracies - including

the medical bureaﬁZraciég - 8re not the priﬁary con;
trollers and planners of this social activity, but
are subservient to a larger authority, the political
party.- . " : : ' a
""When the ac;umulatioh of capital b;came a
» ~primary.goal in those socialist'countries they
used their politigal control-np; to decentralize
and democrati?e services but to optimize.control
by increasing“céntralization and hierarchisa-
tion. The party and its bureaucracies determined
the replicétign;of similar,- although not ‘
1dentic€1, ci;ss>relations'to'ﬁhdse in western
" societies. Althdugh‘there'is a considerable '
pvetlapping of membership ahodg party and e
.Pureducracj,fstflrvthe bureaucrat ‘and .techno-
crat ;re both dependent on tﬁe political party.
The democratization of the former would require
+ the democratization of the latter. ~One might
then say that the socialization of the méans '

of production
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is a necessary, but not sufficient



condition for its democratization. The polit-
ical centralization of power can bring about

a reappearance of class relations."a(uavarro
1975:351).

2. The participation fssue:

Participation is not immediately and automat-

ically exercised by people when the opportunity is

offered to them, especially in rural areas. Peoples'

expectations to fulfill their felct needs have to
rise objectively‘in order for.them to participate
and offer their collaboration. i

The question of how to create.viable alterna-
tives for peoples" expectations, that suit both
national leaders and villagers, remains probably
the ﬁost important ;ssuewfor fucture development in
chis area.(Gish 1975). .

The flrst pr}gg}pchqf community organization
and parcicipation is to start with people as they
are and where they are. If one wishes to help a
community improve its healcth, one must learn to

think like che people of that community and under-

stand their habics. Questions like: How does s
human community accomplish its business? What keeps
it in its course? How does it see and solve its
problems? How does it perceive and receive efforts
from the outside or the inside to improve 1its healch?
must be addressed. Vast stores of information about
measures useful in solving health problems are actually found
within the community. It is in the public part of
public health that we are the Heakest.s (Paul 1955).

The question, then, arises: can goverﬂment
schrmes alone do anything to help villagers to ful-
f111 cheir own health care requirements? fhe,plan—
ners' skills and wisdom are most often not very
relevant to local village-level problems:

"What is required are people in each Qillase

who know something about the environmental

health caré needs of their fellow villaﬁzrgz'

such people would come from the village and.

remain part of its day to day functioning.

There 1s no way to put the large number of

people needed for such work on ministerial
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payrolls; therefore, they must continue to-

make their livelihood from within the village
itself. Most ministries are not only incap-

able of giving the kind of support needed at

the village level, but are themselves actually -

destructive of the possibilltiea of self- reli-

4. . L

ant vlllage development. (Glsh 1975).
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3. "Decentralization

Better coverage of the population with basic health

services need to be achieved through a set of deliberate

policies that place value on the health of all citizens.

In countries vith limited resources, thia vill neceasar—

ily mean a redistribution of emphasiu tovards the trad-

I [

itionaily mpre deprived areas, often those that do no}
N s B ..
get any health coverage at all. The latter, definitive-

ly means wmore emphasis on the provision of decensralized

primary health catre services. - It also means getting

away from medical specialization, closed urban hospital-

care, and i{ntensive and curative, highly personal, healch

services.\ X . . .
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This. 1s .bound to hurt the feellngs of a number- of-

the lnvolved professtonals, and -therefore, calls for the

- services, this incongruency And the contradict-

ernization efforts have to create 1nstnncea that

“a . , R
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. training ofrhew 1ﬂtermediate health per-onnel

strongly attached to the areas where they are

going to be Horking:

Of :course, one important added r;qulre-.

EIFURNRL AR S . EEE
ment fot this nev decentralfzed approach to
work more efficiently, 1s the delegation of

aqthority to more local décialon-nakiﬁg bodies:

4, Steps towards de~vestern1:atioq:
Solving the existing health problems is N

not primarily a technological task or'chnllénget

1t is imporzantly an ldeolog!cal prgglen in v
which" :he challense 1: to offer the -ervice; “—_IF: b
obqut{ve%y needed. But the ;atter depend; ;; B
a ndmh;p.of dlffer;nt percepti;ﬁs of'reality
sbout the most ;fesalng health problems in.;lf L

given cbmmunity. To provide the needed health

a

fons it creates have to be resolved. Since the

. £
process of de-westernization of health planning.

. . N . P I
ot N ot 0w PR R . B9
and dellvery is necessarily political, -de-west-
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allow the beneficiaries of health services to
give their inputs and views of reality, from
their perspective, before decisions are made.
In this context, de-westernization is nothing
but the more logic reaction to {eisrging alien-
ation in the health sector. .

In order to attain health, the people must
change their way of living, not just "buy more
medicine”. But lifestyles are deeply rooted in
the way in which society op;rates economicglly,

. -, 0 A - =
politically and culturally, ;;erefore, a change
. - R
in lifestyle means pFofound chfnges 1? all three
of these parame;ets. (Lella ;977).‘
P

The greatest potential, then, for improving

the health of the méjorigigs,(is Egg_primarfly

A
through changes in the behavior of individuals,

but primarily through changes in the patterns of .

v
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control, structures and behavior of the economic
cat te : <

and political system of a country. The latter

could lead to the former, but the reverse is not

oossible. (Navarro 1975:351).
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Popular participation, it seems, can become
real only in nations that have organized them-
selves in keeping with the needs of the whole of
the population. (Gish 1975). Thie is probably
demonstrated by the fact that the countries that
started the process of national change (in health)
by a polictical process have so far shown a clear
advantage in speed and coherence. (Newell 1975).

De-westernization efforts, to be successful,
have to simultaneously attack two fronts. One,
has to do with enhancing all ﬁoﬁitive trends and
currents that lead to a more pb}ticip;toff health
planning and deliver} sttém, and the‘bther calls
for decisively acting on the factors that oppose
or put brakes on such an effort.

In the end, the positive trends will, most
probably, only be acti;elf.ﬁéfsﬁéd-by governments
pdli:ically commited to overcome the inequalities
of‘capitalism.

Several of the areas that need to be simul-
taneously attacked in this "positive trends" front

are:

A




A. "Comminity Organizatiodi and Participation in

overall local improvements:

This participation, in the case of health;
has to be.at several levels: * _

ba) Graas roots (the communit}’itaelf): H:teﬂ
1s where the major emphaaia is needed.i'Hotk should
be channelled through the local natural leaders,
creating awareness’ and raising conciouaneas to
stimulate real in;olvement of the“peonle; Also,v

at this level.‘the training of local health promot-

ers can be a positive step. The Lame is true for

-populatizing health education in order to elicit

'participation and responaibility in health related

. matters, conventional and non-conventional educat—

fonal means should be used to this end. The chall-

“

enge’is to bring people from a state of self-interest

to the crystallization of aelf—help initiatives,

h) Other local levels: Local organized labor

and local units of political parties and, in general

any other living organizationa of the community should

also have a mechan{sm to express themaelvea fn terms

of their reactions and ptiotitie- towards health
programs. ,
c) Regional and provincial health councils:
Thia‘level_definitelx_requltes-grenter political;_
avareness .nd education of ita active members,
glven the.executive power these councils ehould
have. Their main task is to bring to the central
levels the feelings and demands of the benefici:t-
ies of the health lervicea and on the other hand;

they discuss, pass down to the implementation

1evela and supervise new policies. .
RS B

B, Overall Democratization and Decentralization

of the Health Bureaucracy ia a must. so that the

organized coununity and the health service vorkers
can really participate in the planning of new
policies and have sowe kind of control over the
process. An advisory role alone is not enough.
Since for most of the‘underdeveloped countr=-
les it will be inpoasible to train enough physicians

in the decades to come. to cope with the present

and future health delivery needa, one of the higheat



priorities in the democratization process is a
decisive move towards the training of intermedi-
ate health personnel in order to be able to staff
new health care facilities in deprived areas.

C. Changes Towards a more Equitable Distribution

of Income and Health Services in the Country:

These changes are also a must. Participation
alone will not solve the health problems of the
poor.

In generadl terms, income redistfiﬁution‘could
be achievéd'th}ough one or several of the following'
deliberate mechanisms: (Schuftan 1979:28)."

a) Differential salafy adjdstm}néﬁﬁfﬁllowing
infiatlion (proportionately higher raises
for lower income groups).

b) Pr;greggive taxation systém.JJ;income and

‘pfoﬁeréy}'q - “
¢) Land ;efofm
d) " Transfer of :echnology and credit discrim-
ination towards small enterprises.

e) Other (vocational and technical education,
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nationalization of natural resources and
financial tnstitutions, etc).

In terms of more equitable distribution of health
services, four interconnected interventions should be
considered: (Newell 1975).

a) More equitable reallocation of health resources

between all segments of population.

b) Introduction of programs of self-reliance and
self-help (urban and rural).

c) A}locafion of a laFgeF percentage of the health
bu;get tﬁ.che 9eve10pment 9f p;tipheral primary
he;lth care services.(

d) Redesigning of the overall health services to
support primary health care as a priority in
rural and periurban areas.

These’components represent poasible different levels
or approache; to de-westernization 1n.thg health
sector. EacAIcouﬂ;ry shou{d choose its pr%pricies
starting, whenever possible, from the people's felt

needs, trying to compatibilize them with the tech-

nical measures that make best sense in each case.
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D. A _new Doctor-Patient RelAtiothip;? lehﬂﬁlbz?
this is difficult to impose by decree, some efforts
towards this end have to be made. A change of
attitudes towards patients should occur, both.\atnéq
individual and a coiieé{Ive level.' At"thé ind%vid-
ual level, reducing the "distance" betveen doctot

e PR

(or healch provider) and patient tn the final goal

"also, the patients “should be encouraged to ga!n more

control" over their own bodies aa part of this -

process. At the collective level, the whole health
team needs to become more 1nvolved‘1n community .
af fairs and problems to, hopefully, spa:; health
priorities and felt n;eds with the community that
can be translated into specific effectlye demands.

‘Only if this process is successful, and it will take

quite revolutionary changes to get theie,‘uill "the

. local doctor or clinic become "our" doctor or clinic

As for the factors that oppose a more participa-

tory health planning and delivery syp'tem, important
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sources of conflict can be axpected in the de-:. ..
westernization process in any country, Often it
is professional organizations that respond resisc~

ing the changes; in our case, ucinly the medical

v eotabliahment.; Wik 71 e

But there are also other forces oppooed to the
de-uesternlzation process of nedicine. if sometimes
acting }ndireq;ly. Without going into any detail?
at }eqst one such force can be nenti#ned here brief-
ly. That force is behind the expanding trend {in the
use”of ;estern-typg medications and nediéal technology
around, the world. This trend is lainly the result of
the agresslve marketing acticudes of transnational
pharmaceutical houses and other medical technology
corporations in the third vorld.. Perhapl the wost ¢
dramatic example of this 1s the vesterntzing trend F
in infant feeding that is being observed in Africa,

Asia, and Latin America as a result of agressive

promotion of infant fotmulnn and bottle Ieedlng done

TR 4 Lt

by these companiea. ‘The ‘whole lystem ia often build

on heavily 1nf1uencing phyaiclana and othet health : -

ST



personnel through the use of general advertising,
the handing out of free samples and generous gifts

and through the use of other "incentives'.

Therefore, if de-westernization is to succeed,
active and decisive measures have to be taken to
counter the internal opposing forces as they rise.
Political steps will almost always be needed to do
this successfully. Moredver, the whole de-western-
ization process has to be implemented quickly, lett-
ing the community representatives take early control
of the democratization process and of the newly * *
createdrstructures: The pressures -from without, that
stand in the way of de-westernization will also need
to be neutralized early and decisively, i.e. letting
the government:take into its hands’the purchase and
distribution of 'drugs and baby foods (Waitikid’l976:

7). 0 s T e -

Finally, it has to be emphasized that it is diffi-

cult to generalize about measures or steps towards de-
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westernization from the political point of view.
Each country is different and each country can

only go so fast as its political conjuncture will
allow at the time the decisions are made to demo-
cratize and decentralize their health services.

No imported “prescriptions” will be vaiid or appli-
cable to the local reality. Overall health cannot
improve as an"island" without an overall improvement

in the socioceconomic conditions of the poor majority.

s
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NOTES

When talking about de-Westernization from the

oolltical point of view, as we intend to do here, i-
we will be actually talking about Democratization-

and Decentralization movements :in theihealth sector,

"Industrialization of neolclne>hau actually

lead to the creation:of -afcorps of: engeneers,
the.medical profession. Because of their
technical expertise, physicians have come to
believe that professional dominance over health
policies is justified. The medical profession
has..therefore. a,monopollstic power of definit- !

ion of what is health ano'what method of "care '

.may be publicly funded. -This fact is bound

to create conflict between the medical profess-
ion, the medical care system and the consumers."
(Illich; I. "Medical Nemesis: The exproprlhtlon
of Health", Caller and Boyars, London, 1975).
I11lich's whole thesis of de—weaternizingbmediclne
seems to "leak' because he does not spell out his
thoughts causally and he refuses to. dlucuas real

remedles. (Lella 1977). Therefore, 00 more

J ernizatlon 1n this pnper.

attention 1s given to his appronch to de-west-

e

The experience of Cuba, at present, is interest-

ing to note at this point. After their 1nitxal

-.phnse of de-ueaternizing medlcine,infectlou.

PRI wd

deaeasel became a secondnry problem ln Cuba, in

terms of.patgept cohaultations. -Now, more grass-

root desires have arisen for higher technology

" medicine, Therefore. a shlft 1n pollcy tovards

the more traditional practice of doctor-centered

‘responsibility for individual patlents has occured.

¥

(For more detalls see Guttmacher, S and Danielson,

R. "Changea in Cuban health care: An argument
“t o=
sgulnnt technological pessimism N Intl Journal of

Health Services, Vol 7 #3, 1977).

“"The relationship between rural hopelessness and

health is a complex one, . Il} health adde to hope—
leaaneio, but its removal doea not mean there is
hope ... The problem and the priority have to be

the total rural hopelessness complex and not Just

_1llshealth. We are only slowly beginning to
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scription.

understand that people themselves are aware that
health may have a low ranking among the starting
points for change.” (Newell 1975).
People basically "do for themselvea" with regard
to their own health requirements, this mean;ng a
departure from the accepted technological approach
to health. Villagers have at leaat the potential,
if not the capacity, for organizing their own lives
to produce sﬁfficient gkills to do most of Hhat is
required to create a healty environﬂent. (Gish 1975).
. . . s P

For an excellent review of this topic, see Fanon, F.

1 e 3

"Medicine and Colonialism", Chapter 4 {in "Studies
in a dying Colonialism", Monthly Review Press, N.Y.
1965.

Algeria, Guinea and New Guinea, for instance, have

drasticaliy reduced their imports of infant formulas
. H

and have made these products available only by pre-
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