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I. PREFACE 

The Ninth World Health Assembly adopted the following resolution WHA9.50 

regarding Technical Discussions at Future Health Assemblies: 

"The Ninth World Health Assembly, 

Having reviewed the question of technical discussions at future Health 

Assemblies, 

1. REAFFIRМS the value of holding discussions on selected technical subjects 

during the sessions of the Assembly9 

2. REQUESTS the Executive Board at its eighteenth session to select the 

subjects for technical discussions at the Tenth and Eleventh World Health 

Assemblies respectively from among those suggested during the debates that 

took place at the Ninth World Health Assembly,1 and to instruct the 

Director- General to take the necessary steps for their prеparationp and 

further 

З. RE�?UESTS the Ехе(уа ivе Board to review the matter of the organization 

and conduct of technical discussions in the light of the debates that took 

place at the Ninth World Health Assembly1 and to make recommendations thereon 

to the Tenth World Health Assembly." 

The Executive Board, at its eighteenth session, adopted resolution EB18.R18 

regarding technical discussions at the Tenth World Health Assembly, as follows: 

"The Executive Board, 

In accordance with the request contained in resolution WHA9.50, 

1. DECIDES that the subject to be discussed during the Tenth World Health 

Assembly shall be 'The role of the hospital in the public -health programиe19 

1 See minutes of the tе1fth and thirteenth meetings of the Committee on 
Programme and Budget 
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2, DECIDES that the subject to be discussed during the Eleventh World 

Health Assembly shall be 'Health education of the public' 

3. REQUESTS the Director -General to take appropriate action to prepare 

the technical discussions for the Tenth World Health Assembly, and 

4. REQUESттТS the Director -General to report to the nineteenth session of 

the Executive Board on the organization and conduct of technical discussions 

at future Health Assemblies in the light of the debates that took place at 

the Ninth World Health Assemb y.'' 

In order to provide the participants with the necessary information, the 

Director -General requested the author to prepare this working paper which has, to 

some extent, been based on the following WHO documents: 

(a) First report of Expert Committee on the Organization of Medical Care, 

dealing with The Role of Hospitals in Programmes of Community Health Protection. 

(b) Medical Care in relation to Public Health, by '7Tilton I. Roemer, 

T.Z.D., Z.A., Т1.P.Н., as revised by WHO and ILO Secretariats. 

(c) An Approach to the Problem of Costs and Financing of Medical Care Services, 

by loran Romero, I.D. 

II. DEFINITION AND PHILOSOPHY OF THE НOSPITALAs A CENTRE OF HEALTH 

1. Analysis of the subject for discussion 

There is an urgent need to reconsider the whole subject of definition in this 

field. In the ordinary meaning of the word a hospital is essentially an 

institution designed and operated for the treatment of persons suffering from 

diseases or accidents arising in the community. In most countries this term is 

extended to cover the medical care of certain physiological conditions, e.g., 

maternity, including ante -natal supervision, and the care of persons incapacitated 

by the degenerative changes associated with the aging process. 

t 
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In a substantial number of countries the concept of the hospital bas been 

enlarged to comprise a service rather than an institution. It has become an 

integral part of the country's medical and social organization, the function of 

which is to provide comprehensive health care for the population. Its out -patient 

services reach out to the family in its home environment. The great task of the 

hospital is to link together all aspects of the healing art and to prevent disease. 

In this analysis it would be easier to accept the definition of the hospital and 

its functions if the term "hospital service" were substituted for "hospital". A 

single institцtion could not of itself provide all the f тсtions cited above; and 

if several institutions were under consideration, some co -or dinating mechanism 

would obviously be necessary, 

The whole subject of health care bristles with difficulties created by a 

conflict of definitions. The term medical care, for example, has a wider 

connotation in the United States than. in Britain where, for practical purposes, it 

is limited to the care of the sick - in hospital, at home, or elsewhere. The 

expression health care has itself been given a number of conflicting meanings. 

If we regard health as a state of mental, social, and physical well- being, then 

health care includes every action designed to promote and maintain this state: 

education for health, the prevention of sickness, as well as curative and 

restorative medicine in all its aspects. The expression medical care, on the 

other hand, is confined to the medical services necessary for the treatment of 

the sick and their restoration, as far as possible, to health. It is essential 

to include in this term the whole range of diagnosis and treatment aimed at the 

fullest possible functional efficiency. 

A hospital service has vital functions which cover the entire field of medical 

оare but in the broader realm of health protection it is more limited in its 

operation. It could not, for example, dictate the scope and method of health 

education for boys and girls in ordinary schools; but it should employ its special 

skills to meet the reгΡquirements of handicapped children, whether they are under 

care in institutions or in their own homes. Again, a school health service is 

primarily interested in health protection, that is, the provision of conditions for 
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norma].rintal and physical functioning of the child individually and in the group.1 

But its medical staff would, as a mater of course, refer to the general practitioner 

any children found to be in need of medical а ;tent'_on. 

A number of other words and phrases tend to cause misunderstanding. There 

are several degrees of liaison beween services which work for common ends: of 

these the least is co- operation in which the parties remain entirely independent 

but agree to work together for some defined objective. For example, the health 

officer co- operates with the hospital in measures for the prevention of communicate 

disease. A further stage is represented by co- ordination in which the parties (or 

more commonly an authority superior to them) enter into arrangements to work out a 

programme together in such a way that the various items subscribed by each fit 

perfectly into the common design. A still further process is integration in which 

the service, while yet retaining its branches under separate names, operates as a 

unified whole. Integration cannot be achieved unless the various groups wish to 

form for many purposes a single service, and yet do not wish to surrender their 

individual existence. The sentiment which creates integration is the prevalence 

throughout the service of two feelings which are to a certain extent inconsistent - 

the desire for unity and the determination to maintain the independence of each 

group. The aim of integration is to give effect as far as possible to both these 

sentiments. Finally, in amalgamation the entity of the parts is merged in the 

whole and forms a new body. 

2. The hospital as a centre for health 

With these preliminary considerations and definitions in mind we may now 

consider the functions of the general hospital service. The first question is 

fundamental: why should a hospital be selected to lead the health service of a country? 

It may be answered at once by saying that the hospital stands as a symbol of service 

to the sick in all countries today and it can afford to lead the way in breaking down 

the barriers which lie between itself and the other health services. The hospital 

1 Wid 11th Or &. techn. Rep. ,3еr. 8э Se and Report of the Expert Committee 

on Public Health Administration, page 4, paragraph 1. 
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is traditionally the place which holds the confidence of the people, and that 

confidence must be maintained and strengthened by the successful and humane treatment 

of those who are sick. The modern hospital service should aim at providing for the 

community the whole range of health care and in this way it can contribute directly 

to community health. It can reach its full stature only if it makes the fullest 

possible use of the goodwill and enthusiasm which is to be found in all communities. 

Indeed, one of the main tasks of the hospital service is to stimulate the people's 

interest in its activities by a process closely akin to health education. 

What are the limits of a hospital service in the field of public health? In 

other words, when all the medical services are integrated, are we going to include 

in the budget the money devoted to school lunches or physical education in the 

school playground? At the other end of the scale we see the merely custodial 

functions of the hospital: in one or two countries, for example, more than half 

the beds are occupied by mental patients, and in this colossal figure there is an 

increasing number of elderly people. The aging process goes on inexorably, and 

so the institutions for the care of the old must grow with it. 

Further, how is integrated control to be provided to meet the needs not only 

of the numberless scattered institutions to which we give the name of hospital but 

also the smaller hostels and homes, and the great universe of general practice, 

and the many supporting authorities carrying out purely public health and sanitary 

functions? On account of the very complexity of the problem voices have been 

raised against the integration of the health and the medical services. It must be 

clearly stated, however, that preventive and curative medicine have reached the 

stage where they are no longer separable, and it is now essential to bring them 

together physically, no matter how complicated the process may be. Indeed, the 

close physical and organizational association of health departments and hospitals 

will of itself provide a stimulus towards this goal. 

During the period following the Second World War there has been a very strong 

tendency to move towards the further integration of health and medical care. It 

may be confidently predicted that this movement will grow in strength. It has been 
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pointed out, however, that effective safeguards must be introduced to prevent the 

heavy financial burden of curative programmes from crushing the less strongly 

supported plans for preventive work. The risks to be faced and overcome arise 

from two sides: on the one hand medical treatment as such, with all its modern 

elaborations, may take the lion's share of the budget because it is so impressive 

and dramatic; and on the other, the growth of specialization may fail to give the 

general practitioner his rightful place in the health service of tomorrow. These 

risks must be seen and appreciated if they are to be met intelligently; so they 

should now be considered together in more detail. 

3. The rise of specialization 

Let us consider the practical limits >f hospital function by dealing 

constructively with the various aspects of the subject. It is not necessary to 

go far down the avenues of history in order to discuss modern hosрical functions 

and the future of the service. In the first phase, which came to гΡxn end in the 

more industrialized countries with the rise of scientific medicine in the 

mid- nineteenth century, hospitals could be simply described as institutions for 

the care of the sick. Specialization had hardly developed and in many сountriе., 

patients suffering from communicable diseases such as diphtheria or enteric fever 

were treated without any health precautions in the ordinary wards side by side with 

non -infectious cases. In fact this position was stoutly defended by physicians .- 

up to the last quarter of the nineteenth century. With the development of 

bacteriology and the consequent extension of surgical techniques specialization 

began to grow apace. This second phase was a necessary condition of progress 

because each specialty had to develop its own skills and to determine the range of 

its activities. Surgery, medicine, and midwifery became more sharply differentiated, 

and a host of specialties dependent upon them grew up in a very short time. 

Anaesthetics and radiology are characteristic examples. In the course of time each 

of these specialties became in its turn so highly organized that a further splitting 

up took place. Surgery had to find room for special..:�ts in the brain, the locomotor 

system and, more recently, the lungs and the heart. иеdисјnе on its part became 
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even more fragmented until the general physician, in some countries at any rate, was 

looked upon as obsolescent. The clinical sciences gradually took part in the same 

kind of. division as discovery advanced along new paths. In a number of countries 

the process of subdivision became so extreme that general medicine retreated into a 

twilight of obscurity. Usually the division took plaсe more or less along specialty 

lines, but in a few cases the hospital systems developed more in accordance with 

working groups of the people than on scientific lines. 

In many countries today there are now what might be called programmes for 

special types of service such as those for the seriously ill, for out -patients, as 

well as the services of dental surgeons, nurses, medical social and auxiliary workers. 

Other hospital programmes have for many years been specialized in relation to a 

number of disease groups such as tuberculosis, mental disorder, orthopaedic conditions, 

and the communicable infections. Still further divisions have been made in some 

areas to afford help for certain population groups such as the indigent, the military 

forces, the industrial workers and others. Obviously there is a considerable degree 

of overlapping in these groups, but broadly speaking, the significant features of 

organization in the past have been - first, specialization along scientific lines; 

and secondly, a division according to particular diseases, population groups, and 

perhaps political and social considerations. 

We are now beginning to enter a third period of health protection in which we 

realize more and more that, while medical. care associated with hospitals is subject 

to division and subdivision, the patient is a single unit. It is one and the same 

individual who needs a variety of services at different times - the hospital or its 

associated clinics, the physician or dental surgeon, or the physiotherapist. It 

is the same individu 7. who seeks the help of his own family physician who is, in 

fact, the hub of the entire service. The general practitioner is the one who can 

offer continuity of health care, and it is not going too far to say that the 

structure of the health service depends on his training and status. In the planning 

of any preventive and curative service we need to know the patient as a person, his 

past history, his family background, his present circumstances, and his own outlook 

on the situation. A full knowledge of the family and its history is thus the 
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foundation of the new specialism, which is based on the home and family. In this 

sense also the community is indivisible; it may contain different sooial classes, 

races, creeds, and occupational groups, but all these varieties can be welded into 

a single community which is affected by neighbourhood influences and in its turn 

reacts on its individual members in one way and another. Economic depression, war, 

hurricane and pestilence disrupt the life of entire communities; social and 

political change may affect them even more vitally; but our most stable foundations 

lie in the family and its neighbourhood, and so health care rests most securely upon 

general practice. We must therefore plan and carry out our purpose with a fresh 

understanding of the place of the individual, the family, and the little group to 

which they belong. 

When we see roan and his environment i.i this perspective, we realize the force 

of the demand for unified administration of the whole health services. Health 

care is a unity in which promotion, prevention, diagnosis, cure and rehabilitation 

are the integral parts. 

4. Promotion of health in the hospital 

It has been suggested that hospitals should be encouraged to use their awn 

preventive procedures to promote community health, and in some countries in which 

health services have been reorganized, many of the more strictly preventive 

activities such as the supervision of normal pregnancy and the promotion of infant 

health through well -baby clinics, have become a statutory duty of the hospital 

service. 

There is no doubt that preventive measures, apart from labor�.tory and diagnostic 

procedures, and still more, methods of promoting health by educational means, 

complicate the work of hospitals. On the other hand, hospitals and health 

departments have a common interest in providing the best possible facilities for 

joining together preventive and curative medicine. One of the best ways of 

achieving this end is to secure the joint housing of hospitals and health departments, 

wherever this is physically possible. Ideally this joint housing should apply to 
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hospitals of any size, but it is especially appropriate for out -patient departments, 

whether they are situated within the hospital premises or at a distance. In remote 

and scattered areas it might be desirable as a temporary measure to set up fully 

equipped mobile units, but only as a scheme pending the establishment of a permanent 

unit. 

Hospital wards and out- patient departments offer ample opportunities for health 

education designed not only to help the patients themselves but also their families - 

at a timв when they are especially receptive to the advice of doctors and nurses. 

Those who undertake medical social work carry as well unusual responsibilities for 

this service, and it is of outstanding value when it is well done. 

III. PREVENTNE ACTIVITIES WITHIN SHE HOSPITAL 

1. Services to patients 

The close link between the prevention of sickness and restoration to full health 

has now been widely recognized, especially in countries where health services have 

been developed comparatively recently. All treatment is a lesson in prevention as 

well as in rehabilitation; there is no true separation of the services. Each 

illness is a challenge which begins with the first attempt at diagnosis and 

classification, and is built up by the careful maintenance of the patient's record 

both of clinical progress and of special examinations and reports (e.g., X -ray, 

pathological specimens etc.). In the modern hospital the patient is an individual 

and not a case, and at the same time he is a member of the community. It may be 

that his illness and his response to it will elucidate a problem in medicine that 

has hitherto been obscure. It may be that some form of treatment, successful in 

his case, will become more widely applicable. All treatment has its preventive 

aspects if it is intelligently recorded. 

More specifically, preventive measures within the hospital may be divided into 

convenient groups: 
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(1) Laboratory tests, such as urine analysis, blood examination, serological 

tests for syphilis, certain tropical conditions, etc., are the oldest and most 

frequently applied preventive measures. Today the laboratory goes much further 

by providing for biopsy examinations, and the culture of blood and other body fluids. 

(2) Clinical studies of a preventive character, e.g., nutritional investigations, 

studies of dietary disorders and deficiencies, and various functional examinations. 

(З) Radiological examinations, notably miniature photography as a preventive 

measure, and many other fórms of study aimed at the diagnosis and supervision of 

diseases such as tuberculosis and cancer of the lung. 

(4) Psychiatric investigations, often of immense value, both in prevention 

and as a means of treatment. The building -'p of a patient's confidence and strength 

is a very important objective. 

(5) Social enquiries: patients have families. They also have problems which 

no doubt loom larger in hospital, where they are relatively isolated from their home 

surroundings. The fact that a sick person is lying in bed so often leads to 

brooding over difficulties which could be easily overcome in normal circumstances. 

It is here that the medical social worker can render incalculable service to the 

patient in distress, 

(6) Physiotherapy. An injured limb or a disorder affecting one part of the 

body is by no means the whole sickness. Physiotherapy represents both the care 

under medical supervision of the damaged part of the body and, from the preventive 

aspect, the maintenance of function and tone in the patient as a whole. 

In the case of many illnesses and injuries there is frequently a tendency for 

the patient to develop a chronic disability. Among the vital preventive methods 

within the hospital is its role in the alleviation of chronic disorders especially 

t hu cardiovascular group and the rheumatic diseases. The physician has to be 

constantly on the watch to maintain and enlarge the patient's activities and interests. 

Normal maternity occupies a special position: it can be regarded as the medical 

care of a physiological process in which There is a siaall but .ыfin1tы risk to health 

and even life. The preventive aspect of hospital care must be on guard to check 

the earliest deviations and so .avoid co'r-' _ications and other hazards of childbirth. 

I 
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It seems perhaps strange to regard the maintenance of good hospital records as 

a preventive function, yet this is undoubtedly so. Records are the basis for 

investigating groups of cases which may well lead to the discovery of a new disease 

entity or a new method of treatment. Accurate records also are instruments of 

modern hospital epidemiology - the study of etiology in the non -communicable diseases, 

the scientific assessment of results, e.g., in surgical procedures, as well as the 

long -term follow -up of illness with a view to adopting better methods of both 

prevention and rehabilitation. 

2. Research 

In all preventive work carried out in a hospital research is "the figure in 

the carpet". Its pattern must permeate the whole organization, because it is by 

this means that actual advances are made in medical care. In the hospital service 

research may be conveniently divided into five main categories: 

(a) "Pure" scientific research not directly related to the care of the sick. 

This includes physiological studies of function to elucidate such problems as blood 

flow, the effects of the ingestion of certain fats on the ardiо7аесulаr system, etc. 

(b) Specific pathological, bacteriological, or other research making use of clinical 

material, e.g., biopsy, or pathological specimens from autopsy, growth of cultures, etc. 

(с) Statistical and epidemiological research through the medium of hospital records. 

These might be the general recorris or specially designed for intensive enquiries, 

(e.g., the epidemiology of coronary disease, or the long -term results of gastro- 

duodenal surgery). 

(d) Field research through the medium of general practice. The general practitioner 

has the important advantage of continuity of observation, аnд.df knо�ing intimately the 

family and neighbourhood background of his patients. He is in a unique position to 

follow up patients over long periods, and has most valuable knowledge of everyday 

ailments, especially in children and the aged. 



All/Technical Discussions/l 
page 1,4 

(е) Social research 

Iedicine today is a social as well as a physical science. The way to research 

is to be found by taking the skills of social science and linking them with medicine. 

The aim of this research is preventive, and one of its principles is to return to 

the close relationship between doctor and patient. 

In this research the centre of interest is the patient and we are first 

concerned with his own reactions to the stress of illness and the sharp change in 

his mode of life an admission to hospital. The study of family relationships and 

of his social environment generally is of great assistance in investigating the 

factors which will relieve tension and promote restoration to health. 

In relation to the hospital itself socio -medical enquiries are of great value 

in the study of psychosomatic illness, and in the investigation of social and 

economic factors in sickness. At the present time socio- medical activities are 

part of the administrative organization, but the creation of an independent 

department should be considered. 

(f) Administrative research 

In the field of pure administration there is great scope for investigation. 

The hospital service of today has to keep its house in order, and for this purpose 

to make scientific studies of its own financial and economic procedures. 

Comparative studies of hospitals in other regions are of considerable value and 

the administrative staff has to be constantly receptive to new methods and special 

studies in hospital economy - the effects of prepayment schemes and insurance 

against sickness. 

In general, it is of great importance that research projects in the hospital 

service should be co- ordinated in order to avoid overlapping and waste of effort. 

On the medical side this is best achieved by regular meetings of workers at the 

regional level; and in administrative research similar arrangements can be made 

for co- ordination on a national scale. 
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З. Training of staff 

For the purpose of this discussion training is not a major issue, but one of 

the most important duties of the general hospital is to train medical students, 

nurses, medical social, and auxiliary workers in working together as a team in the 

whole field of health. The function of the great "teaching" hospital has been 

fully recognized in all countries, but in recent years the smaller hospitals have 

been used increasingly for teaching pury)ses. It is in the small hospital and the 

health centre that students come close to the life of the people whom they are going 

to servo, and by this means they learn at first hand .bout what they are soon to sea 

in practice - the everyday conditions rather than the rare diseases that find their 

way into hospital. Contact with families in their own homes is a vital part of 

teaching, especially in the great sphere of prevention. 

IV. HEALTH CARE OUTSIDE TIA HOSPITAL 

1. A new approach to prevention 

One of the most striking advances in hospital services during the past few 

years has been a change in attitude towards the external functions of the hospital. 

Not so long ago the general hospital was an institution to which sick people were 

sent by their family physician. The patient received treatment at the hands of a 

corps of specialists who were responsible for a large and growing number of costly 

diagnostic and therapeutic aids, mostly in the form of apparatus provided by the 

hospital itself. This was a mysterious process in which the general practitioner 

had no part. In the end, if the patient recovered, or if nothing more could be 

done for him, he was discharged. It was customary in most hospitals for a resident 

medical officer to send a formal note to the practitioner telling him the diagnosis 

of the patient and the treatment given, and in certain cases indicating briefly 

further line of action. At that point the duty of the hospital, as it conceived 

it, abruptly came to an end, unless the patient was invited to сontinue attendance 

at the out- patient department. The main point is that the hospital regarded itself, 
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and was regarded, as a reception centre with only the most limited functions outside 

its own walls. It is true that in industrial towns with congested populations the 

out -patient departments of hospitals often served as clinics to which working 

families wont for medical care without reference to a general practitioner9 but 

this arran"emеnt was not related to any recognized hospital policy. It merely 

reflected the lack of medical attention which prevailed in those crowded areas. In 

recent years there has been a complete reorientation of out -patient services, 

providing a much closer link with the parent hospital on the one hand and with the 

family doctor on the other. 

2. The health functions of the out patient department 

A good out -patient department is universally recognized as one of the essential 

features of the general hospital. It has a long tradition of service to the sick 

and poor, whether they had been in- patients or not. In earlier years out -patient 

treatment had a persistent association with charity, and medical care was somewhat 

impersonal, often involving long hours of waiting on the part of the patients. The 

introduction of an appointment system and recent improvements in accommodation have 

done much to bring out- patient departments into line with modern ideas of good 

medical care. 

During the past decade a new understanding has arisen about the functions of 

the out -patient department in relation to the prevention of sickness and the promotion 

of health. It is now becoming the focal point for all health care activities which 

radiate from the hospital to the community at large. This amounts to a revolution' 

in attitude, for the department should thus become the regular meeting place for 

hospital consultant, health officer, and general practitioner. One ought to go a 

step further and urge that the out -patient department should become the headquarters 

for many of the preventive activities in the home which are the responsibility of 

the health officer. From the clinical point of view its work should be under the 

direct charge of a senior consultant. The in- patient services must be well 

represented in the clinic, with strong emphasis on diagnosis and preventive care - 

e.g., the various surgical, medical, paediatric, gynaecological sections together 
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with the departments specially concerned with ambulant patients, such as dermatology, 

ophthalmology, ear, nose and throat, etc. Additional stress would of course be laid 

on services for casualties and other emergencies, including the effective treatment 

of shock. 

The modern out- patient department should be organized with a two-way flow; as 

far as possible all admissions to the wards should be directed through its office, 

and discharges should also be conducted through this channel with the object of 

securing a much more effectiгΡve follow -up. With the out -patient department as a 

real headquarters it at once becomes feasible to bring the general practitioner into 

much closer association with the hospital, 

The need for early diagnosis of nervous and mental disorders would amply 

justify the creation of a special section in a hospital out -patient department. 

The section would servo as a very effective "filter" for the psychiatrist in dealing 

with early cases, and in working out the inter -relations between the physical and 

the psychological factors in sickness. Indeed, there are few areas in medicine in 

which early diagnosis and care are more rewarding. 

When it is well organized and attractively decorated, and in every sense a 

friendly place, the out- patient department of a hospital can be a most effective 

centre for the deliberate promotion of health by educational methods. This idea 

is more fully recognized at the present time in clinics dealing with ante -natal and 

post -natal care, and in training mothers in the supervision of young children. In 

its wider functions the department is an ideal centre for education of the mothers 

who bring their children for medical care, and effective use could be made of visual 

and auditory methods of presentation. 

The out -patient department may also be designed to provide home care services. 

Much of this work is still in the experimental stage, but it is already clear that 

the care of the elderly and of those suffering from chronic diseases can be 

efficiently carried cut by means of home care radiating from the hospital. Owing 

to a number of factors that have not yet been fully assessed home care may be more 

costly than is often realized; but this should be offset by the knowledge that 
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treatment in the home may be actually more suitable than admission to hospital, in 

the best interests of the patient. Hospital costs have immensely increased in 

recent times, and admission to the wards is becoming more and more a privilege 

reserved for those who are in urgent need of the highly developed services which 

only a hospital can provide. Yet home care can offer to many patients, especially 

those of the elderly and chronic group, standards as high - in relation to real 

needs - as those offered in the hospital itself and there is the additional 

advantage of that continuous supervision which only the general practitioner can 

give. Through co- operation with the general practitioner the hospital has found a 

new sphere of usefulness, and the family doctor on his part gains in oonfiddпсе by 

knowing that all the specialized services are behind him, ready to share his burden 

at a moment's notice. 

In addititn to these more or less definable functions of the out -patient 

department of a hospital we have to recognize some that can be only faintly 

delineated but are none the less of importance. The social functions should not 

be underestimated, for it is here that the medical social worker can be most helpful. 

In these surroundings also the public health nurse can make her first contact with 

an expectant mother, or with a child who ought to be regularly visited in the home. 

The department is the appropriate centre for organizing home visits undertaken by 

students with the supervision of medical and nursing staff, and it is here that the 

undergraduate might receive his first practical training from the health officer. 

By such means the student would perceive the value of an intimate association between 

preventive and curative medicine, in far more appropriate surroundings than the 

hospital ward. 

З. Home care and the general practitioner 

The hospital out- patient department, as we have seen, is the true focal point 

for the establishment of home care in close association with the general practitioner 

who would no longer be looked upon as an "outside" agent. It is not suggested for 

a moment that the hospital should assume total responsibility for the care of the 

sick in their homes. This would detract from the intimate relationship between the 
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doctor and his own patient. Nevertheless, the organization and supervision of home 

care in relation to the hospital service (e.g., follow -up, home treatment of the aged 

and chronic sick, and arrangements for readmission) would be primarily a hospital 

function, preferably in the hands of a specially appointed medical officer on the 

out -patient staff. The fаm ly doctor would be finally responsible for the welfare 

of his patient and for the continuity of caro in the family setting. In this 

respect the criteria for good medic- 1 care are by no means entirely clinical: as 

every medical practitioner knows, home treatment may be undesirable when housing 

conditions are very poor, or when home help is not available. It may be necessary 

on social and family grounds for the doctor to secure the admission of his patient 

to hospital or some type of hostel in order to avoid loneliness or actual neglect. 

Even in such cases the out- patient department should be the channel through which 

the family doctor can obtain help for his patient, whether in social care or in 

laboratory diagnosis. In this way he becomes a real associate of the hospital 

service and is encouraged to participate in its work. In this way also he learns 

the functions of the health officer, and discovers for himself the many fore in 

which the public health service can co- operate with him for the biеfit t d tъz. 
patient and in general health protection. 

V. Ti3E REGIONАL SYST�+.Г'a�ï 0F Н03I'ITЛ:LЭ 

1. The meaning of regional organization 

Regionalization is an administrative device by which the government of a country, 

or a large organization, decentralizes into convenient geographical units part of 

the execution of its programme. By this means certain powers and duties are retained 

at headquarters, while others are delegated to the regional authorities. The main 

objects of regional dе�-elорment are (a) to adapt central policy to local circumstances 

and traditions, and (b) to secure areas of вΡ. size suitable for effective co- ordination 

of functions without undue diffusion of effort and personnel. 
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In the health services of a country the integration of preventive and curative 

medicine can best be achieved by the division of the country into regions of 

convenient size, each capable of providing within its area the whole range of 

services required for comprehensive health care of the community within the region. 

It is not possible to suggest an ideal size for а region, but there are some useful 

criteria of general application. In the first place, a hospital region should 

contain at least one large town in which all modern facilities for health care can 

be concentrated. Ideally the regional centre should be a teaching hospital, 

closely associated with a major health department. Secondly, the regional centre 

should be geographically convenient for the inhabitants of the area. In other 

words, it should be a focal centre for transport, trade, education, cultural 

facilities, etc. Thirdly, the regional centre should have a population sufficient 

to support a complete health care erviee - not wholly in a financial sense, for 

government subsidy might be necessary - but in the wider terms of a just balance 

between a service and the people whom it serves. Subject to the overriding powers 

of the central government of a country, one of the chief aims of regionalization is 

to secure that local initiative shall be strengthened and that the community feel 

that the health care service is their service, and not something imposed from above. 

2. Internal organization of the regional system 

When we come to examine the organization of health care within the region, 

the guiding principles are quite different. It has sometimes been assumed that 

the regional system is simply an administrative device like the division of the 

country into regions. On the contrary, the regional system lies at the heart of 

the whole philosophy of health care. The prime object of organization within the 

region is not delegation but co- ordination. It is to secure that every person, 

whether rich or poor, old or young, urban or rural, receives the same high quality 

of medical care as he would obtain in the largest general hospital in the country. 

In the interests of efficiency and of making the best possible use of the regional 

resources the system does two things: it concentrates the more highly specialized 

grades of staff and equipment in one great centre, and from this it spreads a 
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network of smaller hospitals, each classified according to the services it is able 

to render. The smaller units in their turn serve as focal points for local health 

centres through which general practice will be conducted on the basis of group 

co- operation. 

One of the most characteristic features of the regional system is the two -way 

flow of service. At the centre there are the highly specialized departments 

dealing, for example, with the surgery of the brain or the heart, diagnosis or 

treatment involving the use of radioactive materials, or the more elaborate 

laboratory procedures. The intermediate hospitals provide a good general consultant 

service, reaching out to the smaller units, where consultant and general practitioner 

meet. The flow from the periphery to the centre begins in the home. From there 

the family physician may send his patient, according to need and urgency, to the 

local or intermediate hospital, or direct to the reional centre. He may arrange 

for a consultation in the home or at the local health centre. There is no barrier 

to the movement of the sick. In the opposite direction the same freedom of movement 

is encouraged: the central hospital has carried out its specialized diagnosis or 

treatment, and the patient - while still in need of hospital care - no longer 

requires the specialized services. The transfer to an intermediate or local 

hospital is an essential par; of the system, and the eventual return to the care of 

the general practitioner is further evidence of co- ordination all along the line. 

An unrestricted flow of traffic is readily arranged through the transfer of 

equipment to any part of the region where it is needed for the care of the sick. 

The smaller hospital can rely on obtaining, or making full use of, apparatus provided 

by the central hospital; and in its turn the health centre is given facilities to 

supply simple equipment for the use of the general practitioner in the home. In 

the other direction records, pathological and X -ray findings, will accompany the 

patient from the periphery to the centre, and vice versa. 

In the regional system the movement of personnel in both directions is of great 

value. The specialists and consultants constantly go outwards to assist with their 

expert advice, holding their consultations both in the smaller hospitals and in 
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health centres or, if need be, in the homes of the people•. In the reverse direction 

general practitioners and other members of local units are given opportunities to 

attend refresher courses and conferences held at the larger hospitals, laboratories, 

and teaching schools. 

The regional system of hospitals not only provides for the widest range of 

facilities for the sick it also forges links between the curative services on the 

one hand and tha prevent .ve and prometivc _ _ t 'iо ether, There are two methods of 

approach. The more direct is to introduce throughout the hospital system a 

concerted programme for the prevention of sickness and promotion of health. A loss 

direct, but equally important method is to bring the health officr. с as staff members 

into the hospital service. This can be done both at the regional level and, side 

by side with the general practitioners, in the local units, It is of the utmost 

importance that health officer and family physician should work together, and that - 

nurses, social workers, and other members of the health department should be associated 

with them in health care. Health education, field epidemiology, and mass immunization 

can be most effectively carried out at this level, 

3, Re�ional administration 

The administration of a regional system creates a problem to which there is no 

universal solution. A great deal depends on the economic development of the area, 

the concentration or scattering of its population, the existence of natural barriers 

such as mountains and waterways, and the transport facilities. Centralized 

administration is not an end in itself, and indeed in widely dispersed communities 

with serious transport difficulties it may be desirable to give a large amount of 

local autonomy, e.g., to small hcsr_tuls wld exrcu health cntres< On the other 

hand there may be poor transport facilities between neighbouring areas in a region, 

and more ready access radially from the centre.- This occurs especially in areas 

where the chief means of travel is by aeroplane. In the more populous areas of a 

region it is often convenient to have three administrative levels: the regional 

centre, the intermediate hospitals, and the local units, both hospitals and health 

centres. It must be emphasized, however, that this arrangement does not involve 

any formal delegation of powоrs 
i 

it is merely a convenient distribution of a single 

system. 
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In one important respect regional administration ought to be centralized i.n the 

interests of economy without loss of efficiency: this relates to accountancy, audit, 

the provision of medical and general hospital supplies, and in many cases central' 

purchasing, especially of non -consumable articles. It also applies, but in a more 

limited degree, to food purchasing. So far as central services for a region are 

involved probably the most important item is laundry. There are many advantages 

in the centralization of this service, not only for hospitals but for the whole range 

of health care, e.g., health centres, midwives' equipment. 

4. Patterns of regional development 

No single pattern could be devised for a regional system of hospitals, but 

there are certain factors for guidance which admit of wide application. The size 

of an area depends primarily upon accessibilityя so, unless the inhabitants of a 

region can by some means reach the central hospital, the system breaks down. The 

evolution of air transport for the sick has created a fundamental change, because 

it is no longer necessary for the local doctor to carry out emergency treatment, 

such as a surgical operation in which he has had little experience. He is able to 

transport his patient without delay to a fully equipped hospital. It is no longer 

necessary for the surgeon specialist to undertake arduous journeys inF lving serious 

loss of time, to carry out his work under relatively primitive conditions, leaving 

his patient in the hands of inexperienced nurses. The patient, at much less risk, 

can come to the surgeon in an ideal environment) and return home without difficulty 

when the emergency is over. 

The accessibility of every part of the region to staff is another important 

item. Unless the medical, nursing, and administrative personnel can move freely 

in the region, the vital personal communications are lost and in the end supervision 

becomes ineffective. 

The distribution of the population rather than the actual number of people, is 

of importance to regional planning. Some areas may have a high proportion of 

elderly people, and others a concentration of industry. Others again may be exposed 

to some unusual hazard requiring special hospital provision. bore beds are required 
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in congested and poverty stricken areas than in the country. Useful figures for 

general guidance are, for the acute sick; six beds per thousand population in urban 

areas and four in rural. An additional tи ;о beds per thousand population is 

desirable for the aged and the chronic sick, and a further four for mental cases. 

The figure generally accepted for tuberculosis is two beds per annual death, but 

this number should be reduced by modern methods of treatment. It is difficult to 

present a generally useful figure for maternity, because so much depends on the 

proportion of home confinements, but under present methods of admission and discharge 

each maternity bed should be capable of ac ommodating about 25 patients per year. 

The need for isolation for infectious disease has been greatly reduced in recent 

years, and extra accommódation in the grounds of general hospitals can be fou d 

without difficulty, exccpt in epidemic situations, when special arrangements have 

to be made. 

5. Hospital construction 

A subject of much greater moment than the number of beds in a hospital is the 

design and construction of the hospital itself. So long as we persist in putting 

up elaborate buildings at great cost, we shall be faced with two almost insuperable 

difficulties: firstly, in adapting hospital provision to sudden changes in demand, 

and secondly, in meeting rapidly and cheaply the constant changes and advances in 

the physical requirements for medical care. Time and again hospitals have been 

built at enormous cost, only to become out of date in a few months or yearsi time 

and again elaborate and expensive forms of equiprient have been introduced and in a 

short time superseded by other forms - with extensive alterations to structure. 

In the great cities land is generally very expensive to buy, and many hospitals 

have in consequence been constructed on the multi- storeyed plan. But, except in 

rare instances, only casualty and emergency sections should be put up in high -cost 

areas. The overwhelming number of patients respond far better to quiet surroundings 

on the outskirts of towns, Further, there is little justification from the patient's 

point of view for elaborate, many storeyed buildings. A hospital of one -storeyed 

huts permits patients to be taken out into the open air, and to be moved in comfort 
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from one part to another without the nuisance and delay of lifts. The electrically 

propelled bed is as simple to construct and use as the modern milk trolley. The 

whole environment is more cиeerful and healthy. And further, the hutted construction 

is always capable of alteration or reconstruction at short notice and at little cost. 

New developments in medical care can be undertaken readily, so far as construction is 

concerned, and buildings no longer serving their original purpose can be altered or 

removed. The hospital in those circumstances is no longer static, but (as it should 

be) in motion as regular as the great science of medicine itself. 

An additional адvan зge of the open, simple type of hospital construction. is the 

readiness by which joint houstxig with health departments can be introduced. These, 

like the hospitals, are far more useful when they are of simple design. 

There are objections to the building of hospitals of the single storey type. 

The f'_rst, and the most important, is that it involves the excessive use of ground 

space, and consequently adds to the difficulty of staff and patients in moving from 

room to room, and especially from kitchen to wards with food. In congested city 

areas it is obvious that cost is prohibitive, but, as we have seen, hospitals are 

better constructed on the outlying parts where land is less expensive. In practice, 

even in cold climates it is found that movement of patients and staff at ground level 

offers few difficulties and in fact produces loss congestion and obstruction than 

staircases and lifts, ïodern designs for transport of patients, food, and supplies 

are entirely satisfactory, and the creation of departments (e.g. radiological, 

operating, physiotherapy, kitchen, etc.) usually reduces travelling time for both 

patients and staff. The second objection rests on the cost of heating, which is 

alleged to be much greater in one or two storey buildings. Pipe -line construction 

and drainage are admittedly costly to install, but maintenance is easy, and present - 

day methods of lagging have overcome most of the earlier challenges. Heating can be 

more readily adjusted on the open plan to the needs of individual departments, and 

sections can be closed off when not required. Incidentally the closing of wards for 

decoration or repairs is a very simple matter, and causes little interference with 

routine. In more general terms epidemic situations can be met, and disasters can be 

dealt with much more expeditiously than in hospitals of elaborate design and heavy 

construction. 
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What is good for the larger hospitals applies even more to the smaller units. 

Simplicity is the keynote of the joint housing of hospitals and health departments, 

and in the construction of health centres. 

6. Loca.i; ion ofhc�itals in a region 

It is a mistake to assume that only large hospitals should be built in populous 

areas. The need for s.eafl units exists wherever general practice is undertaken, 

and the "home hospital" in the city is just as important as it is in the small town 

or village. It would be most undesirable to bave one type of general practice in 

rural and small -town districts and another, relying directly on the out- patient 

departments of large, specialized hospitals, in the big towns. Family practice is 

the same throughout the region, and the need for a small hospital unit is keenly 

felt by practitioners who live in the city, perhaps almost at the doors of a teachiцg 

hospital, These great institutions cannot usurp the р�_,_ ee of the local unit and 

its health centre, nor can their out- patient departments render this service. The 

family practitioner in the city lives in a neighbour }deed., and its need for a little 

hospital where patients can go for observation and simple medical care is as urgent 

as that of any village. There is no downward grading of hosюitul.s from city to 

town and town to villagе9 the system is not a hierarchy but cc- operativo enterprise. 

There is a further point: that useful coll.aboratio:i between those who practice 

curative and preventive medicine respectively is much closer in the sm.al.l units, 

whether in city or rural district. In the neighbourhood unit, in fact, the two 

aspects of health care should be practised by the same person - the general 

practitioner. In the regional system the techn_ïca.l staffs _n such services as 

radiology and раtоiеј с�.n be used at all levels for preventive purposes; mass 

immunizations are best organized through a network of. outlying health centres, and 

many field studies in epidemiology can be carried out most appropriately in general 

practice. 

In the economically less developed countries t•',& main obstacle te the creation 

of effective hospital regions is the absence of convс.oent health centres in sparsely 

populated areas outside the one or two great towns. :Tuer remains to be done in 
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order to ensure the extension of general hospital services to some, at any rate, of 

the rural hospitals and so create sub -centres in convenient places for combined 

hospital, public health, and general medical purposes. 

It is notoriously difficult to give an estimate of the ideal number of people 

in a region or beds in a hospital. Experience with services which have been running 

for a number of years suggests that for a populous region about half a million people 

would be a fair estimate; s; at nuz,beтs would grаdually diminish with the disnersио 

or tье inhabitants and the imreasing difficulties of access. In a central hospital 

with highly specialized sеrmicas and in an intermediate hospital serving a populous 

district the ideal figure seems to be around six hundred beds. Duch below this 

figure it is difficult to run the hospital economically an account of heavy overhead 

charges, and above six hundred beds it becomes increasingly difficult to maintain the 

personal and humane relationships between staff and patients which are such a vital 

feature of good medical care. 

VT. ЛЛПNISТRA.ТIVE AND rINANСIAL ASРEСТS 03? HСSРIТAL SERVICE 

1. ratt�.•ns i...inistra'cion 

There is no pattern of the administration of health care so sarply defined as 

to be applicable in detail to any individual country. Nor can we expect to discover 

any existing scheme of health care -combin:g curative and preventive medicine - 

which could be adapted without many adjustments to the governmem al system of a 
country and the local traditions of its people. 

Any analysis of adгiinistrat:ivo schе yes ;;жust be partial, and subject to exceptions 

in each country. Nevertheless, the study should indicate the following pointu in 

some detail: 

(i) The availability of the health care service. Is it applicable throughout 

the population or only to a limited group, e.g. a specified income limit? Is it a 

comprehensive service, or limited to certain specified benefits, e.g. hospital 

treatment, or home care? Is the service available throughout the country or - fсr 
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geographical or other reasons - to rural areas, or to certain centres of population? 

Are all the people - men, women, and children - entitled to benefit, or is the 

scheme limited, e.g. to industrial workers? i 

(ii) What is the souroe of funds devoted to the health care service? This 

might be general taxation; local taxes raised for special purposes, such as 

hospitals and health centres; a special tax, e.g. an imposition on certain luxury 

goods, for some health purpose such as the care of the tuberculous. On the other 

hand, the funds for health care might be raised, in part or in whole, from compulsory 

hea],th insurance. 

In seine countries payment for medical care is a matter for private arrangement 

between patient and doctor, or patient and hospital. In these circumstances, 

however, there is an increasing trend towards spreading the cost by prepayment 

schemes to the hospital, or by voluntary insurance against sickness. In nearly 

all countries the government aocepts ultimate responsibility for the medical care 

of the indigent, subject to a test of means. In addition to strictly medical care, 

a great majority of countries have undertaken responsibility for health service, 

both personal and environmental. The funds for these purposes are generally derived 

from1 national or local taxes, or a combination of the two methods. In some countries, 

funds for health care are derived from social insurance schemes and there is a close 

link between the two. In some cases the government spends considerable funds in 

subvention of voluntary associations undertaking health care, e.g. hospitals, 

tuberculosis, maternal and child health. 

In these varying systems the source of funds often depends on social custom 

rather tlx n any scientifically planned scheme. In one area, for example, the 

influence of a philanthropic individual or group might determine the maintenance of 

one service on voluntary lines (e.g. the care of crippled children) leaving another, 

such as a tuberculosis scheme, to be taken over by government. Flexibility has 

merits through focussing local interest and supporting social custoт but these 

advantages are sometimes outweighed by lack of planning and consequent overlapping. 
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(iii) The expenditure of funds. An important feature of health administration 

in a country is the method of expending funds which have been raised by taxation or 

otherwise. At one end of the scale a government spends its funds only in providing 

medical care for the indigent, and this service would normally include the provision 

and maintenance of institutions, and the payment of fees or salaries to practitioners 

undertaking this service. These practitioners are generally appointed on a part - 

time basis, with facilities for private practice. 

At the next level the government offer salaried or contractual terms to cover 

certain groupa of the population (e.g. rural workers); and they take a much greater 

part in the provision of hospitals. In an increasing number of countries today the 

medical services have become predominantly a governmental responsibility. Private 

practice is limited to a small high -income group, and for the medical care of the 

greater part of the population medical personnel have salaried or contractual terms 

of service with the government, 

Finally, we come to the types of organization through which the government 

assumes financial responsibility for the entire health care service. Funds are 

expended on capitation fees, fee- for -service, or salaried basis according to the 

nature of the service rendered by practitioners, and the government gives complete 

financial support to all hospitals. In some countries the expenditure on health 

care is devoted entirely to a whole -time salaried medical service, in which the 

entire control of hospitals and comprehensive health care is a function of government. 

There are many combinations of these broad patterns in individual countries, 

and changes from one type to another are frequently taking place. The long -term 

trend is undoubtedly towards expanding the social services and linking them, 

administratively at least, with health care. A further tendency, well marked in 

recent years, is towards the integration of curative, preventive, and social medicine. 

By one means or another the government of a country has to be the guardian of 

health care, just as in most areas it has already accepted the greater part of the 

burden of public education. The outstanding question is to whom the actual control 

shall be delegated. Should there be a single service for the whole sphere of health 
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care, or should central control be divided among two or more departments of state? 

Ought the central departments to exercise a close directive and financial control 

over each and all of the services, or should they delegate responsibility to regional 

authorities, subject to an overall budget? If regional authorities are set up, 

should there be further delegation to smaller units, and ought there to be a single 

authority at regional headquarters in charge of medical care, health, and social 

welfare? These are difficult questions and the right answers must depend to some 

extent on the nature and traditions of the country concerned. In closely knit areas 

there is a natural tendency to centralization, but at the other extreme strong central 

control may be dictated by the scattering of population and the lack of organized 

centres capable of undertaking executive functions. 

The health service of a country consi-�ts broadly of three parts; the hospitals, 

the public health service (including both environmental and community health), and 

general medical practice in the hones of the people. Probably the widest variations 

occur in the concept of general practice, and in the assessment of its relative 

importance. From the financial and administrative point of view these services are 

interlocked with the social organization, through various insurance and compensation 

schemes. Further subdivision of responsibility would include the growing schemes 

for occupational health, and the care of special groups such as the tuberculous, the 

physically handicapped, or the mentally deranged. In many countries the public 

health agencies are given functions outside their traditional sphere of prevention, 

such as hospital administration, or medical examinations for special purposes. 

This often helps to lower the barrier between prevention and treatment. 

In the field of curative medicine an increasing interest in preventive measures 

has become apparent in recent years. The process applies notably to occupational 

medicine in which the preventive aspect and positive education in health are 

assuming growing importance. Preventive outlook is also evident in the care of 

diseases broadly classed as "social" such as tuberculosis, venereal disease, and 

mañy- ёf-t}i e widespread tropical conditions that are responding to social and 

nutritional соn аа.. 
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Health insurance and prepayment schemes have assisted in the broadening of the 

medical services by directing more attention to the prevention of disease. 1.any 

of the larger insurance authorities have set up research organizations in their own 

interest as well as that of their clients in order to promote good health and reduce 

the toll of preventable sickness. Periodic medical examinations serve a similar 

purpose and offer scope for positive health education. 

Social security programmes have shown a similar trend during the past two 

decades. They were devised in the first instance to provide cash compensation for 

injury, and gradually extended to cover a wide variety of social risks. As time 

went on, they came to provide services such as rehabilitation, as well aв money. 

These expanding services especially in the sphere of restoration of function, have 

brought social security a long way on the road towards comprehensive health care. 

In terms of national policy hospitals are steadily moving into the realm of 

government provision and control. It is true that within this general trend there 

are enormous differences in the practice of different countries, especially in the 

conscious speed of change, but at every stage the pattern is unmistakable. The 

administration of the hospitals by government does not automatically achieve 

integration with the public health services? but it does provide for easy 

communication "at the ground floor level ", and this is the first step in full 

integration. 

The out -patient department of hospitals is the key to further integration with 

the health services. Indeed, it is the essential link between the hospital 

consultant, the health officer, the general practitioner, and the community. It 

has been well said that one of the aims of the out -patient department is to keep 

people out of hospital. •,This is not merely because the hospital is the most 

expensive form of medical care; it is the clear perception that patients should, 

as far as possible, maintain their contacts with home and family, and with the 

everyday life of the community of which they are a part. If the public health 

department of an area were brought into a unified plan of health care, it would 

surely be in the out -patient organization and its associated health centres that 

effective liaison between hospital and health officer would take place. 
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What kind of training is required for the administration (а) of a regional 

system, and (b) of a hospital within that system? The former carries no "hotel - 

keeping" functions, but the latter is a combination of these with administrative 

medicine. It is suggested that the regional system should be in charge of a medically 

qualified full -time officer who has had special training and experience in the 

administration of a large health service. For the hospital the possession of a 

medical qualification is of great value, for two main reasons: that the administrative 

officer usually has a duty to interpret medical matters to a committee or board of 

management which consists primarily of lay people, and through them to the public 

at lаrge and secondly, that he must be able to gain end hold the essential 

confidence in his jидgеmеnt which gains the professional respect of the medical 

staff and the goodwill of patients, and their relatives, The hotel -keeping duties 

should, of course, be carried out by a non -medical officer who has had special 

training for this important and exacting post. There is some conflict of view as 

to whether the medical administrator of a hospital should be on a full -time basis. 

There are arguments on both sides, but in a number of countries which have experience 

of both systems the tendency today is to have as administrator a medical man or 

woman who retains some clinical duties although not necessarily on as much as a 

half -time basis. The important point is that the officer should have a living 

interest in some branch of clinical medicine, that is, a function in which there is 

active communication with the sick. 

2. Financial considerations 

Detailed financial studies would be out of place in a short general essay, but 

there are certain principles to be observed in the approach to the problem of financing 

medical care services. It has been said that "the slum" is the most expensive form 

of housing, and in a similar sense, it could be said that neglected illness is in the 

long run more costly than efficient and humane medical care. The cost of sickness 

has to be paid by the nation in one way or another. In modern times food, housing, 

fuel, and clothing represent the fundamental needs of an ordered society. Lost 

countries have long ago accepted responsibility for that form of insurance against 
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ignorance which we call public education, and they are now moving steadily towards 

undertaking а moral and financial obligation to provide health care, which includes 

both curative and preventive medicine. It is interesting to observe that 

communities accepted as a duty the provision of medical treatment long before they 

began to do an�yything for the public health. The same pattern is being woven by 

developing communities today: the first call is for hospitals and the more elaborate 

methods of treatment. The achievement of a comprehensive health service is one of 

the marks of an advanced civilization. 

It should be realized that better health care does not necessarily make health 

cheaper, but it does mean that the money is better spent, with more emphasis on 

prevention and the promotion of health. Where medical costs in countries increase 

year by year, the principal cause is hospital care. '.ganst this we have to set 

the fact that practically everywhere the hospitals have done more work - and for 

growing national populations. As a rule more confinements have taken place in 

hospital, and more other medical services bave been rendered to general practitioners 

(e.g., road accidents and the treatment of industrial injuries). Bore medical, 

nursing, and other staff have been trained, more research undertaken often at 

increasing cost in personnel and apparatus. The hospital is doing more as an agent 

of humanity. 

In estimating hospital costs it is important to distinguish between capital 

and current expenditure. In principle the distinction ]јеs between costs incurred 

for benefits immediately obtained and those which go on ac3ruing after the end of 

the accounting period. In the hospital field capital has been defined as "expenditure 

on works of construction, reconstruction or alteration, and associated purchase of 

furniture and equipment ".1 Capital charges should also include rent for the land 

used and interest and depreciation on buildings and equipment. It is customary to 

include in current costs both consumable goods and such items as crockery, linen, and 

other supplies that have to be renewed at fairly frequent intervals. 

1 Abel- Smith, B. & Titmuss, R. 3.1• The Cost of the National Health Service in 

England and Wales. Cambridge University Press 1956. (The National Institute of 

Economic and Social Research. Occasional papers, lg) 
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In expanding areas the capital co'.ts of hospitals amount to about 20 per cent. 

of current expenditure. The actual cost of building today represents an average, 

taking large and small units into account, of $10 000 a bed. 

Current costs are always extremely difficult to estimate, on account of the 

variations between one country and another. In a fully equipped private hospital 

a daily cost to the patient of $20 (excluding professional services) is not far from 

the mark. The total charge on the family budget for a stay of eight days would be 

in the region of $250. This would clearly be a catastrophe to the ordinary family 

unless some previous arrangements, through insurance or prepayment schemes, had been 

undertaken. The actual cost per bed to a public authority has been estimated at 

about Ё'12 a day, including professional services. 

From the point of view of the hospital authority the two principal methods of 

lightening the burden of cost are economy in construction and the organization of a 

regional system. For the patient and his family the simplest answer is to spread 

the burden beforehand by some system of insurance. If the insurance system breaks 

down, owing to lack of voluntary support, then the alternatives are compulsory 

insurance or a state medical service the funds of which are derived directly from 

taxation. For both patient and hospital one further means of saving is to make 

sure that each hospital bed is used to its best purpose. With the convenience of 

modern transport there are many occasions on which a seriously ill patient can be 

transferred to a central hospital for specialized treatment or diagnosis, and by 

this means the reduplication of costly equipment can be avoided. On the other 

hand it has been clearly shown that considerable numbers, especially the aged, sick 

and patients suffering from chronic complaints, are more suitably treated and cared 

for in hostels or, it may be, in their own homes under the care of their family 

doctor. It is the duty of the hospital to look beyond its walls to the homes of 

the people and to give their services there. The hospital of tomorrow is no longer 

a building, but a service. 

3. Spreading the cost 

Within the past hundred years the virtual abolition of sepsis has not only made 

the hospital a safe рlасе9 it has also made possible an enormous increase in its 
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range of medical care. It is impossible to estimate the increasing value of the 

hospital in the skill of its procedures and in the reduction of human suffering. 

Yet in this beneficent process the hospital has become an expensive service, and 

there are many people in all parts of the world who could not afford the cost of 

hospital care without some external assistance. This difficulty is not new, although 

its seriousness has become increasingly appreciated. 

A century ago, and indeed until quite recent times, the means of meeting the 

cost of hospital treatment was relatively simple; the well-to-do went into one kind 

of hospital and paid privately for their care, and the poor were admitted either to 

governmental institutions or to voluntary hospitals as poor patients. In the former 

case they were charged according to their means, and in the latter the support of 

voluntary funds was sufficient - often enough barely adequate - to give them the 

treatment they required on medical grounds. In the course of the present century, 

and particularly since the end of the First World War, the rising costs of hospital 

care have made the solvency of voluntary hospitals precarious. Various means had 

to be adopted to raise funds. For example, charges were made to local authorities 

for services to children such as tonsil operations, and, through the medical social 

service, simple assessments of means were made in order to avoid exploitation of 

the hospital by those who could afford to pay for treatment. 

Neither of these schemes was wholly successf'ul, and in the end the ingenious 

system of prepayment for hospital care was organized as part of the administration 

of each hospital. In earlier days the families joined what were called "hospital 

clubs" often related to the industry to which they were attached as workers. But 

later, insurance schemes began to be developed by the hospitals themselves. Each 

person who wished to enter the scheme agreed to pay a small regular sum of money in 

return for certain prospective services, if he should require hospital care. After 

a certain number of subscriptions had been made, he became entitled to full benefits. 

In other cases insurance companies undertook to provide for hospital care in return 

for regular payments. The amount paid could be increased to cover a wider range of 

service or a longer period of care than the minimum subscription. 
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The prepayment and insurance systems were of great benefit in spreading the 

charge, but they were open to obvious objections, if applied on a national scale. 

In the first place the amount of care depended upon the amount of the subscription 

and on the length of time it had been paid. Secondly, the insurance system 

gradually began to discriminate between the "good" lives and the "bad ". People in 

relatively hazardous occupations such as mining were either refused admission to 

schemes or had reduced benefits. The prodigal and the improvident suffered, when 

a medical crisis appeared, Of course it could be argued that this was their own 

fault, but in sickness and family disaster this kind of morality wears thin. Until 

early in the present century the improvident could go to the institution for the poor, 

but in practice these institutions were poorly equipped for the higher grades of 

medical care, and the social conscience was disturbed by the differentiation. 

In many countries a feeling has been expressed that insurance, if it was to 

work efficiently ought to be universal. In these countries it was comparatively 

easy to devise schemes for workers, because the small payments could be deducted 

from their wages, but it was more difficult and expensive to enlarge the system to 

include the families of insured workers and also to cover the needs of the self - 

employed, the unemployed, and others in "uninsurable" occupations. In some countries, 

however, this system has been achieved on a compulsory basis, and the results stand 

fair comparison with other plans. 

The other method of dealing with the hospital situation is by introducing a 

full -time salaried state health service, all costs being paid by taxation. This 

method has the undoubted advantage of complete coverage, and it no doubt spreads the 

load remarkably evenly over the population at risk. The objections raised to a 

state medical service are not made primarily on financial grounds, although in this 

respect it is said that costs would rise continually. They rest upon the belief 

held by many people that such a service would become "mechanized" and take away the 

human touch which is traditionally associated with voluntary work. It is also 

urged that a service of this kind would encourage mediocrity in medical service and 

discourage initiative and research. Finally, it is felt by some that a state 

health service would not carry the confidence of the people: that they would not 

feel themselves participants in the plans for health care, but rather as persons 

under direction. 
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The present period is one of transition in most countries, from an old "voluntary" 

system where the patient finds his own medical care to some form of group payment. 

The two main problems that underlie hospital finance today are (a) the difficulty of 

readjusting financial methods to community responsibility, and (b) the psychological 

difficulty that people have in adjusting themselves to the idea of group payment. 

To do this successfully will require the eager co- operation of the overwhelming 

majority of the people. 

VII. SIIGGESTED QпESTTONú 

The following questions are suggested to stimulate thinking on the problem, but 

it is not intended that they should be answered individually, nor that they should 

constitute an obligatory agenda to be followed during the discussions: 

1. The hospital as a centre for health 

The hospital as an institution is traditionally associated with the caro of the 

sick. Since the beginning of the present century, and particularly during its 

second quarter striking advances have taken place: 

(a) in the techniques of treatment 

(b) in rehabilitation; and 

(c) in the prevention of disease and the promotion of health 

(i) Is the concept of the hospital as an institution for the treatment of the 

sick too narrow? If so, in what ways could this concept be broadened? 

(ii) If so, what functions should it add, while still retaining its essential 

pattern? Should priority of development be given to: 

(a) rehabilitation and other means of restoration of function; 

(b) the early diagnosis of mental and nervous disorders, and the promotion 

of mental health, 

(c) health education and health protection. 
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(iii) It is frequently said that curative and preventive medicine cannot be 

separated. Host people would agrie with the statement, but what are the 

practical issues? Surely it is also evident that medicine and surgery cannot 

be separated, but it does not follow that they should be undertaken by the same 

person. Hay it not be argued that preventive ;Medicine as a career requires 

the same quality of specialized training and practice as surgery? 

(iv) To what extent is the promotion of health a hospital function? 

(v) If a hospital is earnestly devoting its attention to research and advances 

in treatment, is it right for it to carry out health education functions which 

could be equally well done by persons and organizations with a much simpler and 

less costly background of training? 

(vi) Is there a risk of the hospital environment leading to an undue "disease - 

consciousness" in the community which it serves? 

(vii) What are the advantages and disadvantages of (a) public health nurses, 

(b) midwives being based on a hospital or a public health department? 

(viii) It is now widely recognized that the general practitioner should be 

concerned with comprehensive health care of the families under his charge. 

Should this function be centred upon a hospital? 

(ix) How, and at what points, does the health officer fit into the proposed 

pattern of health care as a unity "in which promotion, prevention, diagnosis, 

cure and rehabilitation are the integral parts "? 

2. Preventive activities within the hospital 

It is generally admitted that many hospitals have not reached their full 

potentialities in developing preventive activities within their walls. 

(i) In order to secure early diagnosis and so give skilled medical care before 

the patient's condition is advanced, is it desirable to have a senior physician 

of consultant status in the out -patient' department? 
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(ii) Should the hospital be used for the promotion of health (a) by skilled 

advice to patients under treatment and their visiting relatives (b) through 

instruction of mothers and expectant mothers in its clinics, and (с) through 

specific teaching (e.g. by film, poster, leaflet and other educational means) 

of persons attending the out -patient department? 

(iii) Should the hospital, through its laboratories and its records, be a focus 

for research into the prevention of disease? 

(iv) Should the hospital specifically engage in health education in the training 

of its staff - medical students, nurses, and auxiliaries? 

(v) Is it appropriate to place the responsibility for detecting communicable 

diseases under the hospitals9 or would this tend to increase the risk of 

introducing infection into the institution? 

(vi) Among the preventive activities within the hospitals would it be proper 

to include (a) the rehabilitation of the зΡ.nju еd. worker, and if so, up to what 

point in his care? (e.g, training (b) the 

restoration by special measures of the chronic sick and the aged. 

(vii) Would the promotion of mental health be regarded as a function of all 

general hospitals? If so, what would be tho appropriate organization? 

(viii) Should arrangements be made within the hospital, not only for the study 

and provision of proper diet, but also for teaching dietary and nutritional 

measures? 

З. Health care outside the hospital 

Ву the expression "outside the hospital" we exclude for t� hispurpose the 

hospital itself, and any hostels or clinics or health centres for which it is 

administratively and clinically responsible. This section therefore refers to the 

work of the hospital in the community and in the homes of the people. 

(i) Should a general hospital have on its staff a sufficient number of trained 

and auxiliary nurses to undertake the care of the aged sick in their homes? 
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(ii) Should the hospital provide "home helps" to assist families during illness 

in the home, or in the post -natal period, after the mother has been discharged 

from a maternity unit? 

(iii) Should the hospital provide beds and bedding, dressings, necessary apparatus 

and utensils, etc. required for the effective nursing of the sick at home, when 

home care has been approved on clinical grounds? 

(iv) Should the hospital be able to provide and send into the homes a medical 

social worker to advise on the social needs of a family, when one of its members 

is ill? 

(v) It has been said that the co- operation of the health officer is an essential 

part of the hospital's function of health care outside its walls. How should 

this co- operation be secured, and in what activities (e.g. in providing home 

helps, ambulance services, equipment for the sick at home, epidemiological 

services, disinfection, etc.)? 

(vi) Should the laboratory, radiological, and physiotherapeutic services of 

the hospital be available to the general practitioner when the patient is 

treated exclusively in his own home? 

4. Regional systei,i of hospitals 

(i) In a large or populous country complete central control of a health service 

is a practical impossibility. Is it advisable to centralize control even in 

a small country or one with a very scattered population? 

(ii) If health care has to be delegated by the division of a country into 

regions is it desirable to institute at the centre a single authority responsible 

for all health and social care or to divide it into several government departments, 

e.g. public health, hospitals, social welfare? 

(iii) Assuming that a regional organization has been created is it desirable to 

have a single authority for all health care purposes at the regional as well as 

the governmental level (e.g, public health, hospitals, and social welfare)? Or 

to divide into three or more separate groups with appropriate arrangements for 

co- ordination? 
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(iv) Assuming the organization of a regional system, should any highly 

specialized services (e.g. brain surgery or plastic surgery) be undertaken at 

a national level? 

(v) In a regional system of hospitals what type of officer should be in charge 

of the service? (i.e. should the chief officer be medically qualified ?) 

(vi) What kind of supervision should be exercised by regional staff over 

individual hospitals? 

(a) administrative control, 

(b) clinical supervision, 

(с) hospital audit, 

(d) central purchasing. 

(vii) What part should a regional administration take in the training of medical 

students, nurses, medical social workers, and auxiliary personnel? 

5. Financial aspects of the hо уital service 

(i) Health expenditure cannot be avoided. A country has to pay the cost, 

by one means or another, of preventive and curative medicine. If it fails to 

do so then it will have to bear the greater burden of death during childhood 

and early adult life and of caring for avoidably sick and disabled people. 

Is this statement correct? Can it be proved? 

(ii) Systems of medical finance are devices to distribute the burden of 

payments for medical core, How is this best achieved in an tinder -developed 

country engaging in a medical care programme for the first time? To what 

extent can an economically weak country embark on such a programme? 

(iii) In a country with very limited finances what is the best first step to 

take - the construction of hospitals and provision for curative medicine or 

the promotion of health? Or would it be better to launch both kinds of 

services, on parallel lines and progressively? 
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(iv) If it is agreed that health care shall be universal, would it be desirable 

to advise that systems of voluntary health insurance should gradually be 

extended to cover the whole population and become compulsory and nation -wide 

schemes? Is health insurance the best way to finance these services? 

(v) To what extent is it possible to preserve the doctor -patient relationship, 

which is so much valued in traditional systems of providing medical care as a 

commodity, under a health centre system in a nation -wide service of medical care? 

(vi) Is it imperative to place the hospital at the very centre of the medical 

structure or is there a risk on the financial ground that the hospital is the 

most expensive form of medical care and is likely to increase rather than to 

diminish the costs of a health service as a whole? 

(vii) What are the main directions in which savings could be made in the existing 

hospitals and their services? 

(viii) How many hours or days of average salary of a worker would pay for one day 

hospitalization? 

(ix) To what extent could economies be secured by a better organization of the 

pharmaceutical profession, e.g. by standardization, the control of over - 

prescription, and the limitation under hospital supervision of highly expensive 

drugs and equipment? Are we authorized further to increase hospital 

expenditures by the addition of preventive and teaching functions to the 

hospital? To what extent are these expenditures rewarding? 

(x) Information about the cost of medical care in general is vague and 

unorganized. Would it be possible and advisable for WHO to establish some 

means of costing which would enable valid comparisons to be made year by year 

between one country and another? 

(xi) What are the financial limits of a programme for the public health service? 

What ought to be included as expenditure on health and what services should be 

excluded? It may be asked what environmental service, e.g. sanitation, water 

supply, housing, etc., should be included in the health budget? 


