Mexico faces the challenge
by Julio Frenk
ne of the worst signs of the
failure of a health system is
the coexistence of people
without medical services and physicians without jobs. Indeed , one can
assess the overall performance of a
health system by the degree to
which the deployment of its resources matches the needs , the geographical distribution , and the
economic capabilities of the population. In this delicate equation
between resources and population,
there are many risks of mismatches; the most extreme is the
simultaneous presence of underused resources and unmet needs.
This is precisely the situation that
prevails today in many countries.
One aspect of this is an increase in
the supply of physicians beyond the
capacity of health systems to fully
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absorb them. While by no means its
sole expression , such a discrepancy
has come to epitomise health manpower imbalances.
This is not to say that an excess of
doctors or medical students is a
recent phenomenon. The "Colloquy of Cipion and Berganza ," written in 1613 by Miguel de Cervantes , the creator of Don Quixote ,
refers to the very large number of
medical students in Spain. This
leads one of the characters to conclude that either there must be
many sick people (which would
represent a disgraceful situation of
plague and bad luck), or else those
students will face starvation when
they graduate . Since those times ,
the benefits of medical care have
greatly increased, and so have public expectations that such benefits

should be universally accessible.
Hence, the contemporary and
worldwide imbalances in medical
manpower acquire a significance
that they did not have in the past.
Mexico has been no exception to
the recent problems of physician
supply. Beginning in 1967, the
number of medical students experienced an explosive expansion,
which was due to a dual process:
the growth of enrolments in existing
schools and the increase in the
number of medical schools. The
latter can be visualised by noting
that the first medical course in
Mexico was started in 1578 and the
first medical school in 1790. During the next 180 years , until 1970,
26 more medical schools were
founded in the country. But it took
only 10 years to double that
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The 1985 earthquakes destroyed 4,000
of Mexico City's hospital beds-the
worst medical catastrophe in the country's history .

Below: Mexico 's national university is
famous for its murals.
Photos MSF/Belgium and WHO/Mexican Ministry of
Hea lth

number, so that by 1980 there were
54 medical schools, to which four
more have since been added. Consequently, the total student population more than doubled from
20,127 in 1967 to 41 ,675 in 197172 , and again to 93,365 in 1980.
Since that year the number has
finally begun to decline, so that by
1983 it stood at 79,122.
These figures have little meaning
unless they are contrasted with the
capacity of the health system to
absorb the graduating physicians in
a manner that is consistent with the
needs of the population. In the
early and mid-1970s there was a
slowdown in the marked growth
that health care had experienced
during the previous decades, mostly
through public programmes. The
slowdown occurred just as the
number of medical graduates was
increasing rapidly .
This was more than just an unfortunate coincidence. Both processes
seem to be related to the economic
slump that affected the country in
the 1970s. On the one hand, the
rate of growth of federal spending
for social programmes, including
medical care , was reduced; on the
other , the Mexican government followed a policy of expanding the
middle and higher educational systems. While this was never explicitly acknowledged by government officials , it is not unreasonable to
assume that such a policy was carried out in order to absorb some of
the young people who could not
find a job . An additional factor
might have been political demands
by the middle classes for easier
access to what they perceive as one
of the most legitimate channels of
upward mobility.
But now unemployment and
under-employment began to appear
among university graduates. A recent study carried out by the Ministry of Health reveals that, whereas
there have been 120,000 medical
graduates from 1970 to 1985 , the
number of new posts in health care
organizations of both the public and
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the private sectors has been only
70,000. In 1971 there were 1.2
posts for every graduate; in 1984
more than four graduates had to
compete for each vacancy.
This aggregate information is
complemented by a recent survey of
physicians living in the 16 largest
metropolitan areas of Mexico,
which was carried out at the Centre
for Public Health Research in collaboration with the National Institute of Geography , Statistics and
Informatics. By looking at a representative sample of households
where a person holding an M.D.
degree lived , it covered all the possible forms of employment currently being experienced by medical
graduates in large cities.
A first conclusion is that underemployment is more frequent than
unemployment. Indeed , the rate of
active unemployment is 4. 7 per
cent , which means that the sole
activity of these many physicians is
to look for a job. In addition, there
is a 2.8 per cent rate of inactive
unemployment, that is to say, physicians without a job who are not
looking for one either because they
are waiting for a reply on a job
application or because they have
grown tired of searching for work.
On the other hand , the rate of
under-employment is 9.4 per cent.

This refers specifically to a situation
where the doctor carries out a job
that requires less skill than what he
or she was trained for, whether in a
health care organization (for example , a physician working in a paramedical occupation) or completely
outside medical services. All in all,
13,500 of the nearly 92,000 doctors
living in the 16 cities of our survey
experience some form of unemployment or under-employment , a
figure that must approach the
national total , since these two
phenomena are surely concentrated
in the largest cities.
Indeed , the thousands of physicians in the cities who are unable to
fully develop their potential are
paradoxically matched by the millions of Mexicans in the countryside
who lack ready access to health
services. And even though most
advanced medical students are
aware of the difficulties in the
labour market for physicians , the
overwhelming majority would still
prefer to work as specialists in urban hospitals. These contradictions
made it necessary to start a profound reform of the health care
system.
In December 1982, as a new
administration came into office , it
was decided that the time was ripe
to begin what the Minister of
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A general physician
work in his
consulting room) and patients waiting
for dental treatment at a health centre in
the capital. A recent survey showed that
13,500 of the 92,000 doctors living in
16 Mexican cities experience some form
of unemployment or under-employment. Matching these-paradoxicallyare the millions of Mexicans in the
countryside who lack ready access to
health services.
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of Health

Health , Dr Guillermo Soberon
Acevedo, has called the "structural
change in health." The aim was to
create a more equitable, effective ,
and efficient health care system.
Interestingly, this reform was
stimulated in part by the severe
economic crisis that had begun in
early 1982. In the past, as we saw
earlier , the standard policy prescription to an economic slump had
been to cut social programmes , including health care. By contrast, the
present administration granted the
highest priority to health care , since
energetic actions were required to
compensate for the worst effects of
the crisis and also to develop the
human infrastructure that would allow the country to resume progress.
As a first step in implementing
the new perspective on health care ,
the Mexican Constitution was
amended so that it recognised a
social right to the protection of
health. In addition, a new General
Health Law was passed and a
National Health Programme was
approved.
This legal framework required
innovative organizational strat22

egies. One of the most important
has been decentralisation. The
power and resources to run health
services are gradually being transferred from the central government
to each of the 31 states and the
Federal District (Mexico City).
From being one organization
among many operating health
facilities , the Ministry of Health has
been redefined as the integrative
nucleus for the National Health
System. It has therefore assumed
new functions that strengthen its
unique role: strategic planning,
which provides overall guidance to
the system ; enforcement of norms
and standards of care, in order to
prevent differences in the quality of
care between one state and
another; financial management, so
that economic resources can be
channeled through the system to
meet the broader objectives of
equity, social justice , and quality;
research and development, which
make it possible to know the needs
vf the population , test different responses to those needs , and assess
their relative effectiveness.
This last function includes the

development of human resources.
In Mexico the training of physicians
and other types of health personnel
is carried out by universities , which
are granted autonomy to define
their academic programmes. Therefore, it has been necessary to build
cooperative bridges between the
health sector , as the main employer
of such personnel , and the universities and other educational institutions, as the main producers.
One of the most effective bridges
has been the Inter-institutional
Commission for the Development
of Human Resources in Health ,
which is jointly chaired by the
Ministers of Education and Health ,
with the participation of representatives from the universities . This
Commission has made it possible to
programme the quantity and quality
of manpower that is required by the
country. Its work illustrates another
basic strategy of structural change
in health: intersectoral cooperation. The wide variety of factors
that impinge on health phenomena
makes this an indispensable element if there is to be a real impact
upon the health of the population.
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The social right to the protection
of health that has been recognised
by the Mexican Government carries
with it a responsibility to ensure
universal access to basic services.
When the reform was started, there
were 14 million people , about onefifth of the population, who lacked
such access. Since then this figure
has been reduced to a little over ten
million , even though the national
population has increased by seven
million.
Without having fully conquered
infections and malnutrition , we are
now faced with chronic ailments ,
mental problems , and accidents as
leading causes of disability . At the
same time the heavy migration to
the cities is accompanied by a
growth in the number and population of small rural communities.
Thus , while Mexico City has become the largest metropolitan area
in the world , there are 110,000
settlements in the country with
fewer than 500 inhabitants each.
The extension of health coverage
must therefore operate on two fron tiers: the outer city slums and the
dispersed rural areas.
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In addition to these challenges ,
the Mexican health care reform has
also faced a natural disaster , namely
the severe earthquakes that struck
Mexico City on 19 and 20 September, 1985 . These produced the
worst medical catastrophe in the
history of the country , as more than
4,000 hospital beds were lost. This
disaster shed light on some of the
fundamental imbalances in the
health system, such as the concentration of technologically advanced
resources in a small area , while a
large part of the country was deprived even of the most basic services. Because of their dramatic
impact , the 1985 earthquakes have
given even greater urgency to efforts aimed at decentralising the
health system on a firm foundation
of primary health care.
In terms of manpower, the priority that has been given to primary
health care adds a qualitative dimension to the need for quantitative adequacy. The training of physicians and other health personnel
will have to move away from a
paradigm of medical care that encourages episodic and fragmented

care through the practice of a specialty in a hospital. Instead, it will
be necessary to develop a paradigm
of medical work that is based on
active responsibility for defined
population groups by providing
comprehensive , continuous , and
community-based services. And
this will have to be complemented
by economic incentives to locate
manpower in the underserved areas
of the country. The final goal of the
health care reform is to supply high
quality services to all the population
through primary health care.
As Mexico has been confronted ,
in the past few years , with economic
and natural crises , it has become
aware of the dangers that they entail for the health of the population .
But the response of the health care
system has not been a simple reaction to that danger. Instead, it has
seized the opportunity that the
crises offer to introduce a deep
structural change
in
health.
Through this change , a new conception of the relationship between
health and development has
emerged , one that is suited to the
challenges of our times.
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