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INTERNATIONAL HEALTH PROGRAMS, 1972

TUESDAY, TUNE 6, 1972

U.S. SENATE,
SPECIAL SUBCOMMITTEE ON INTERNATIONAL HEALTH,

EDUCATION, AND LABOR PROGRAMS OF THE
COMMITTEE ON LABOR AND PUBLIC WELFARE,

Washington, D.C.
The subcommittee met, pursuant to notice, at 10:15 a.m. in room

4232, New Senate Office Building, Senator Harold E. Hughes (chair-
man of the special subcommittee) presiding.
Present: Senator Hughes.
Also present: Senator Javits.
Staff members present: Mary Ellen Miller, professional staff

member; Marvin B. Jones, professional staff member; and Jay
Cutler, minority counsel.
Senator HUGHES. The Special Subcommittee on International

Health, Education, and Labor Programs will come to order. I have a
statement which I will read, for the record, and I believe Senator
Javits will have one later. I would like to have it incorporated in the
record.
I want to welcome you gentlemen, Dr. Bryant and Dr. Taylor,

for appearing before the subcommittee. We appreciate your willing-
ness to come and lay out for us your consideration of what you think
we ought to be doing.
For the next 2 days, the Special Subcommittee on International

Health, Education, and Labor Programs will conduct hearings on
the health needs and resources of developing countries.
World health programs have always offered a great potential for

improving peaceful relations among nations. Unfortunately, we have
not made full use of that potential.
At a time when a shocking percentage of our resources is being used

to destroy human life, it is time to explore what can be done inter-
nationally to preserve life. We can assist developing nations in their
health programs and can gain knowledge from them that will be of
advantage to our programs. It is a two-way street and should be so
regarded.
We have before us Senator Javits' international health care bill,

S. 3023. At a time when there is a growing recognition and concern
for the inadequacies of health care, Senator Javits is to be congratu-
lated for his foresight in calling attention to this issue.
The Senator from New York has said that health care is the de-

veloping nation's most critical basic need. The health subcommittee,
under the able chairmanship of Senator Kennedy, is pointing out
that this is a problem of commanding urgency.

(1)
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What are the needs? What are the resources? What should be the
objectives? What programs and organizational structure will be most
effective in meeting these objectives?
How can the effectiveness of systems be evaluated? It is my hope

that the answers to these questions will provide guidelines for the
decisionmakers in their use of funds to serve the sick and disabled
people of the developing world.
We will now receive a statement from the senior Senator from New

York who is also the ranking minority member of the Committee on
Labor and Public Welfare of which this subcommittee is part of.

STATEMENT OF HON. JACOB K. JAVITS, A U.S. SENATOR FROM THE
STATE OF NEW YORK

Senator JAVITS. I commend the chairman for his leadership and
initiative in commencing hearings to explore what can be done inter-
nationally to preserve human life by assisting developing nations in
their health problems. The hearings will focus national attention on the
urgent need to herald a new diplomacy.
As Dr. Kevin Cahill, the author of the idea in my bill entitled the

"International Health Agency Act of 1971" (S. 3023). so aptly put it:
"Medicine is our untapped resource."
In deference to the number of distinguished medical and interna-

tional experts whom the chairman has scheduled as witnesses, I shall
confine my opening statement to a reaffirmation of my belief that if our
Nation is to be truly great, it will be measured best by acts it performs
for the benefit of mankind. It is only fitting that America make a com-
mitment to utilize its tremendous medical might to make the right of
good health for all peoples a reality. I would then ask unanimous
consent:

First, that the full text of S. 3023, an amended companion measure
to H.R. 10024, introduced by Mr. Carey and Mr. Fraser and co-
sponsored by more than 20 Members of the House of Representatives
be inserted in the record at this point;
Second, that the full text of my remarks when I introduced the bill

in the Senate on December 14, 1971, which provides a description of the
bill, the basis of support for the legislation, the problems of our Na-
tion's health shortages, the concept of medical diplomacy, the need
for self-help programs and the problems of environmental health be
inserted in the record; and

Third, that full text of my prepared statement when I testified be-
fore the Subcommittee on International Organizations and Movements
of the Committee on Foreign Affairs of the House of Representatives,
on October 6, 1971, in support of H.R. 10042, the companion bill to
S. 3023, be inserted in the record.
(The information referred to follows:)
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92D CONGRESS
ler SESSION S. 3023

IN THE SENATE OF THE -UNITED STATES

DECEMBER 14, 1971

Mr. JAvrrs introduced the following bill; which was read twice and referr61
to the Committee on Labor and Public Welfare

A BILL
To amend the Public Health Service Act so as to permit

greater involvement of American medical organizations and

personnel in the furnishing of health services and assistance

to the developing nations of the world, and for other purposes.

1 Be it enacted by the Senate and House of Represent a-

2 tives of the United States of America in Congress assembled,

3 That the Public Health Service Act is amended by adding at

4 the end thereof the following new title:

5 "TITLE XI—INTERNATIONAL HEALTH CARE

6 "SHORT TITLE

7 "Sec. 1101. This title may be cited as the 'International

8 Health Agency Act of 1971'.

II
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"FINDINGS; DECLARATION OF POLICY

"SEC. 1102. The Congress hereby finds and declares that

the improvement of health services and assistance on an

international basis is in the finest heritage of the United

States and clearly indicates our humane interest in the peoples

of the developing world. It is in the interest of the United

States, in cooperation with other governments and interna-

tional organizations, to provide assistance to those develop-

ing nations working to help themselves provide needed

health services which will be available to all their people.

It is, therefore, necessary and desirable for the United States

to aid health professionals and activities in the developing

areas in the battles against disease, malnutrition, and natural

disasters. We must clearly identify our national commitment

to this effort.

"ESTABLISHMENT OF PROGRAM

"SEC. 1103. (a) The President, acting through an

agency created by him, to be known as the 'International

Health Agency' (hereafter in this Act referred to as the

'Agency') , is authorized to carry out programs in further-

ance of the purposes of this Act on such terms and condi-

tions as he may determine.

"(b) The President shall appoint, by and with the ad-

vice and consent of the Senate, a Director of the Agency

and a Deputy Director of the Agency.
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1 "(c) The Director of the Agency may promulgate such

2 rules and regulations as he may deem necessary or appropri-

3 ate to carry out the functions vested in the Agency by the

4 President under this Act, and may delegate to any of his

5 subordinates authority to perform any of such functions.

6 "(d) The President shall prescribe appropriate proce-,

7 dures to assure coordination of Agency activities with

8 other activities of the United States Government in each

9 country, under the leadership of the chief of the United

10 States diplomatic mission. It is within the intent of this Act

11 to assist and support the activities of private voluntary agen-

12 cies in the field of health services consistent with the pur-

13 poses of the Act and nothing in this Act shall be construed

14 to limit United States assistance and support of such ac-

15 tivities.

16 "(e) Under the direction of the President, the Secre-

17 tary of State shall be responsible for the continuous super-

18 vision and general direction of the programs authorized by

19 this Act, to the end that such programs are effectively inte-

20 grated both at home and abroad and the foreign policy of the

21 United States is best served thereby.

22 "SEc. 1104. (a) The President may utilize such au-

23 thority contained in the Foreign Service Act of 1946, relat-

24 ing to Foreign Service Reserve officers, Foreign Service

25 staff officers and employees, alien clerks and employees; and
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1 other United States Government officers and employees apart

2 from Foreign Service officers as he deems necessary to carry

3 out functions under this Act.

"(b) In each country or area in which individuals em-

5 ployed under this Act serve abroad, the President may ap-

6 point a representative of the Agency to have direction of

7 other employees of the Agency abroad and to oversee the

8 activities carried on under this Act in such country or area.

9 "(c) The President shall make provision for such train-

10 ing as he deems appropriate for each individual employed

11 under this Act. In the case of individuals serving abroad,

12 such training shall include intensive language study, cultural

13 studies, and concentration on the variations in medical tech-

14 niques and philosophy from those practiced in the United

15 States.

16 "(d) Experts and consultants or organizations thereof

17 may, as authorized by section 3109 of title 5, United States

18 Code, be employed by the President for the performance of

19 functions under this Act, and individuals so employed may

20 be compensated at rates not in excess of the per diem equiv-

21 alent of the highest rate payable under section 5332 of

22 title 5, United States Code, and while away from their homes

23 or regular places of business, they may be paid actual travel

24 expenses and per diem in lieu of subsistence and other ex-
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1 penses at the applicable rate prescribed in the Standardized

2 Government Travel Regulations, while so employed.

3 "Sac. 1105. (a) The President shall assign personnel

4 of the Agency at the invitation of host countries in need of

5 mobile medical and paramedical, technical, and subtechnical,

6 'personnel. The personnel of the Agency so assigned shall

7 assist in health related environmental projects, epidemic con-

8 trol, specific disease campaigns, and mass immunization pro-

9 grams. Host country personnel shall be trained to carry out

10 priority health tasks among the people of the host country.

11 "(b) The personnel of the Agency so assigned shall

12 not be concerned solely with infective and epidemic scourges,

13 but shall also direct their attention to other health problems,

14 including alcoholism and drug addiction, which is a problem

15 calling for increased identification and treatment.

16 "(c) The President shall, acting through the Agency,

17 coordinate disaster relief in such a manner that the United

18 States, as a nation, can respond in a more rapid and compre-

19 hensive fashion than has been possible heretofore. The Pres-

20 ident shall, acting through the Agency and in cooperation

21 with the International Red Cross, encourage other nations

22 and international organizations to join with the United States

23 in committing medical and material resources as expedi-
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1 tiously as possible and in anticipation of related problems

2 likely to occur under known conditions.

3 "AUTHORIZATION OF APPROPRIATION

4 "Sc. 1106. There is authorized to be appropriated to

5 the President to carry out the provisions of this Act not to

6 exceed $25,000,000 for each of the fiscal years ending

7 June 30, 1972; June 30, 1973; June 30, 1974; June 30,

8 1975; June 30, 1976; and June 30, 1977."
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[From the Congressional Record—Senate, Dec. 14, 1971]

INTRODUCTORY REMARKS OF HON. JACOB K. JAVITS ON S. 3023

S. 3023. A bill to amend the Public Health Service Act so as to permit greater
involvement of American medical organizations and personnel in the furnishing
of health services and assistance to the developing nations of the world, and for
other purposes. Referred to the Committee on Labor and Public Welfare.

INTERNATIONAL HEALTH AGENCY ACT FOR 1971

Mr. JAVITS. Mr. President, I introduce the International Health Agency
Act of 1971, an amended companion measure to H.R. 10042 introduced by Mr.
CAREY and Mr. FRAsER and cosponsored by more than 20 Members of the House
of Representatives. This legislation is a significant step forward in America's
continuing commitment to help developing nations in the battle against disease,
malnutrition, and natural disasters and in their critical need for health care.

DESCRIPTION OF BILL
This bill provides:
First, for the establishment of an International Health Agency which would

coordinate our fragmented effort to provide health care through organizations
such as the Agency for International Development, the World Health Organiza-
tion, and other private voluntary and international agencies. This would permit
us to eliminate duplication and secure maximum effectiveness of expenditures
for disaster relief so that our Nation, in cooperation with other international
agencies, can respond in a more rapid and comprehensive fashion to this problem.

Second, training programs for the health personnel who will serve the devel-
oping nations. These programs include intensive language study, cultural studies,
and concentration on the variations in medical techniques and philosophy existing
all over the world.

Third, assignment of agency personnel to assist host nations in need of mobile
medical, paramedical, and technical personnel to assist in health-related environ-
mental projects, epidemic control, specific disease campaigns, immunization
campaigns, and other health problems, including alcoholism and drug addiction.
With the concurrence of the House bill sponsors, my bill includes health-related
environmental projects to enable us to provide broad-ranging health services.
Until now, parasitic, contagious and endemic diseases have been treated in a
vacuum without their appropriate reference to environmental health. We should
not continue to treat episodic physical illness while ignoring its causes.
Fourth, that host country personnel are to be trained to meet that country's

own health priorities. This is an essential feature of the bill. It insures that we will
assist developing nations to help themselves in accordance with their own pri-
orities. We should not force them to remain dependent upon our medical resources.
This modification of the bill also has the concurrence of the House bill's sponsors.

Fifth, authorization of appropriations of $25 million for 5 fiscal years.

SUPPORT FOR LEGISLATION

Among the outstanding international health experts who appeared in support
of this legislation at hearings before the House Foreign Affairs Subcommittee on
International Organizations and Movements are: Dr. Kevin Cahill, director,
Tropical Disease Center, St. Claire's Hospital, N.Y., Mark Perlman, professor of
economics, University of Pittsburgh, Dr. George Lythcott, associate dean and
associate professor, Columbia School of Medicine, Dr. John Bryant, director,
School of Public Health Administrative Medicine, Columbia, and Dr. Edward
O'Rourke, Dean of School of Public Health, University of Hawaii. This legislation
also has the support of the National Association for Practical Nurse Education
and Service.
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PROBLEM OF U.S. HEALTH SHORTAGE

The inadequacies of our own health system do not, I believe, make it at all
inappropriate for our Nation to make a strengthened commitment to the health
of others who have much less medical care, if any at all. Indeed, to export some
badly needed medical manpower, even in a time of domestic need, can be in our
Nation's own best interest.
It is only fitting that America make a commitment to utilize its tremendous

medical might to help others.

MEDICAL DIPLOMACY

As Dr. Kevin Cahill, the author of the idea in this bill, so aptly put it—
"medicine is our untapped resource." It is a form of aid we can offer that is
unique. It cannot be called either political nor military aid. This aid is necessarily
offered by a new kind of diplomat, the doctor and other health professionals. In
a single global community where disease knows no geographic barriers, he is an
ideal channel for modern international communication.

Health care is the developing nation's most critical basic need, for the gift of
health is the greatest gift of all. This will require redirection of our foreign assist-
ance priorities. To avoid the existing fragmentation and best implement our
concern for health assistance, we should establish an administrative structure
best suited to accomplish that end. An international health agency, as a new
and separate executive agency, is the structure that can provide the most unified
and coordinated approach.
To attain and maintain peace, man's basic rights such as health care must be

guaranteed. One of the primary concerns of a developing nation is the health
of its people and this concern is closely tied to the support the people are willing
to give to the government. The eminent British statesman Benjamin Disraeli
said:
The health of the people is really the foundation upon which all their happiness,

and all their powers as the state, depend.
In the past it has been the practice of our Nation to respond unilaterally to

calls for help. However, at this time, strong belief in folk or local practice medicine
runs through the developing countries of the world. Therefore, to continue our
assistance without full consideration of the prevailing culture and psychology in
the host country is not the most effective way and often repels the very country
we are trying to help.

SELF-HELP PROGRAMS

Training of the host country's health personnel must be an integral part of
every aid program we embark on. In the past it has often happened that a team
of our medical specialists have gone into a country, given vaccinations, and then
left, only to be called in again when the need occurs. This is not only inefficient
health policy, but ineffective foreign policy as well. Programs of medical and
technical training must be initiated concurrently with health aid programs. The
host countries must be willing to make a contribution in kind and to lend personnel.
We must train that personnel to continue to program after we have gone.
It is our responsibility as a technologically advanced nation to aid developing

nations to help themselves. I do not believe it is good policy or practice to make
these countries continually dependent upon us. Rather, it is significant that we
give the initial aid when we can and encourage the host countries' continuance
of the program after we have gone.
A self-help program supported and fostered by American assistance as envi-

sioned by this bill will permit the establishment of cadres of host country health
personnel which will provide the nucleus of necessary public health and medical
leadership.

ENVIRONMENTAL HEALTH

I am also concerned that in the past we have not recognized the significance of
coordinated health programs. Rather, parasitic, contagious, and endemic diseases
were treated in a vacuum without reference to environmental health problems.
A broad-ranging program to reduce the rate of infant mortality is almost in-
effectual in some countries without a coordinated effort to increase the nutritional
standard. A program designed to thwart an intestinal disease that is caused by
poisoned water is ineffective unless there is a coordinated program to try to
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purify that water, or at least find a new source of it. We cannot continue to do
what we have done in the past, treat the episodic physical ills while ignoring their
causes.

Health is an integral part of human development as Dr. Cahill shows us by the
example of irrigation projects which, when completed, altered the ecology of a
region and lead to the spread of certain diseases in that region.

CONCLUSION

I would emphasize that, if aid is to be effective and responsive—it cannot be a
transfer merely of our goals, priorities, and technological prowess—but also
must be an effort to aid the developing countries attain a standard of living and
health that will allow them to develop in their own way. My bill seeks to do this
by the creation of a new international mechanism to improve health care through-
out the developing world.

PREPARED STATEMENT OF HON. JACOB K. JAVITS BEFORE THE SUBCOMMITTEE
ON INTERNATIONAL ORGANIZATIONS AND MOVEMENTS OF THE COMMITTEE ON
FOREIGN AFFAIRS, HOUSE OF REPRESENTATIVES, OCTOBER 6, 1971

Mr. Chairman and members of the Subcommittee: I appear to testify in sup-
port of H.R. 10042, introduced by the Chairman, Mr. Fraser, and my colleague
from New York, Mr. Carey, to establish an International Health Agency. I am
pleased to announce that I will introduce a companion bill in the Senate, for I
believe this legislation can be another major step forward in America's con-
tinuing commitment to help close the gap between the developing and the de-
veloped nations in this crucial field of improved health care. For, health is man-
kind's most basic, but regrettably often least recognized, right.
I have long been concerned with the health-care crisis confronting America.

I have authored legislation to cure this deficiency, ranging from aid to medical
and other health-professions schools, programs to develop physicians' assistance,
innovative new systems of health-delivery national health insurance and new
financing mechanisms for hospitals. This crisis is evidenced by marked short-
ages for health personnel and exacerbated by obsolete health facilities. However,
the inadequacies of our own health system do not, I believe, make it at all in-
appropriate for our nation to make a strengthened commitment to the health of
others who have much less medical care—if any at all—than we. Indeed, to
export some badly needed medical manpower even in a time of domestic need
can be in our nation's own best interest.

If our nation is to be truly great it will be measured best by acts it performs
for the benefit of mankind. Time and distance no longer enslave us and if we are
able to live and survive in a free world, then all nations, large and small, have a
right to good health. It is only fitting that America make a commitment to utilize
its tremendous medical might to make that right a reality.
As Dr. Kevin Cahill, the author of the idea in this bill, so aptly put it—medicine

is our untapped resource. It is a form of aid we can offer that is unique. It can
neither be called political, or military. It has the inherent capacity to rise above
ideological, political and economic differences. This aid is necessarily offered by
a new kind of diplomat, the doctor and other health professionals, and the
physician is much more readily accepted by developing nations than the diplomat.
In a single global community where disease knows no geographic barriers, he is
an ideal channel for modern international communication.
The priority of health is the developing nation's most critical basic need, for

the gift of health is the greatest gift of all: and this will require and deserve
redirection in our foreign assistance priorities. To avoid the existing fragmenta-
tion and best implement our concern for health assistance, we should have the
administrative structure best suited to accomplish that end. An International
Health Agency, as a new and separate executive agency, is the structure that
can provide the most unified and coordinated approach.
In a world ravaged by hunger and disease, peace is impossible. To attain and

maintain peace, man's basic rights must be guaranteed. Past experience has
shown that few programs so closely tie the people to the central government as do
those which deal with public health. One of the primary concerns of a develop-
ing nation is the health of its people and for the political intrastructure to develop
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into a viable and responsible body politic, it welcomes humanitarian external
medical assistance. The eminent British Statesman Benjamin Disraeli said:
"The Health of the people is really the foundation upon which all their happiness,
and all their powers as the state, depend."
In the past it has been the practice of our nation to respond unilaterally to

calls for help. By unilaterally I mean without acting in consultation with and
receiving practical assistance from the countries we are serving. A strong belief
in "folk' or local practice medicine runs through the developing countries of the
world. Therefore, to cOntinue our assistance without full consideration of the
prevailing culture and psychology in the host country is ineffectual for there is
no follow-through or preventive health techniques utilized but often repels the
very country we are trying to help.

Training of the host country's health personnel must be an integral part of
every aid program we embark on. In the past it has often happened that a team
of our medical specialists have gone into a country, given vaccinations, and then
left, only to be called in again when the need recurs. This is not only inefficient
health policy, but ineffective foreign policy as well. Programs of medical and
technical training must be initiated concurrently with health aid programs. The
host countries must be willing to make a contribution in kind, lend personnel,
and we must train that personnel to continue the program after we have gone.

It is our responsibility as a technologically advanced nation to aid developing
nations to help develop themselves. Perhaps this is the most significant point.
They need to develop in the way that best suits their own people. I do not believe
it is good policy or practice to make these countries continually dependent upon
us. Rather, it is significant that we give the initial aid when we can and encourage
the host countries self-supportive continuance of the program when the need for
us has gone. To help a new nation ultimately to stand on its own feet, by giving
it the assistance it needs rather than that which we need to give, should and must
be the primary goal of medical or any assistance we lend.
A "self-help' program supported and fostered by American assistance as en-

visioned by this bill will permit the establishment of cadres of host country health
personnel which when each host country recognizes the importance of its own
investment in health programs, will provide the nucleus of necessary public health
and medical leadership.
I am also concerned that there has been a grave fault in our past policy, one of

blindness to the significance of coordinated health programs; or parasitic, con-
tagious, and endemic diseases treated in a vacuum without reference to environ-
mental health problems. A broad-ranging program to reduce the rate of infant
mortality is almost ineffectual in some countries without a coordinated effort to
increase the nutritional standard. A program designed to thwart an intestinal
disease that is caused by poisoned water is ineffective unless there is a coordinated
program to try to purify that water, or at least find a new source of it. We cannot
continue to do what we have done in the past, treat the episodic physical ills
while ignoring their causes.

It is for these reasons that I intend—with the permission of the authors of
H.R. 10042—to offer amendments to their bill when I introduce a companion
bill in the /Senate. First, in addition to those areas now defined by the bill, I
would authorize the International Health Agency personnel to assist in "health-
related environmental projects" and thus broaden their scope of activities to
be all-encompassing. Second, I would not rely on "whatever possible," that
emphasis be placed on training host country personnel to perform priority health
tasks. Rather, I would • in all instances mandate that host country personnel
shall be trained to meet the host country's determination of its health need
priorities.

Finally, although I do not deem it essential for the purposes of the legisla-
tion per se. I agree with many of the witnesses that have previously appeared
before the Subcommittee that health cannot be considered separately from the
fabric of a country's social and economic structure. Therefore, I urge that the
Committee, if it favorably reports on the bill, make abundantly clear that al-
though it is the legislative intent to view health as part of an overall program
of assistance to assure the host country's improved quality of life, health is not
a component of any politically motivated assistance program.

Health is an integral facet of human development as Dr. Cahill shows us
by the example of irrigation projects which, when completed, altered the ecology
and various vectors of disease to multiply and to spread, causing disease and
death to the host nation.
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As the Subcommittee knows, the two most significant organizations that deal
with international health are WHO and AID. The function of WHO is basic-
ally as an advisory and coordinating service. Its health budget in 1971 of $95
million is one-third of the New York City's Department of Health budget, and
one-third of this is expended for communicable diseases. Thus, it is prevented
from initiation and continued participation in any other meaningful widespread
programs.
At the same time, AID has unfortunately suffered annual reductions in its

health budget since 1968, from $164 million to $66 million in 1971.
Of the total health segment of the AID budget for 1971 of $163 million; 60%

is for population control. Further, as the Subcommittee knows, the international
health segment of AID, health and population programs combined, is but a.
fraction of its total operations, less than 10% of the 1971 total aid appropria-
tions, excluding military aid appropriations. Perhaps the continued reduction
of AID funds stems from the need to see health as a separate entity from AID's
other functions, which are political, military, and economic. An International
Health Agency should be separated from such programs, if not health aid could
be considered to be a component of a politically and economically motivated
foreign assistance program that is intimately associated with our military aid
programs.
The International Health Agency that I support should not be confused with

programs of some of the other health agencies in existence, such as the Fogarty
Center for International Health, of the National Institutes of Health. These
agencies are primarily experimental in nature, and are concerned with research
studies. The developing nations are weary of studies being done on them, and
their particular health problems. Their needs are much more practical.
A misguided effort discussed by Dr. Cahill in The Untapped Resource is a

prime example. Why a major clinical research study on zinc matabolism in

Egyptian dwarfs which offended the host country and caused international
bad will? How much more useful for Egypt and U.S. foreign policy if we con-
cerned ourselves with their major endemic illness—infant diarrhea—which

causes 50% of Egyptian child mortality.
Epidemic disease does not respect national boundaries. With increased travel

and communication, we cannot afford to believe that a widespread epidemic in

Pakistan will have no effect on our own nation's health and well-being. There-

fore, I would encourage the Subcommittee to consider that funding priority be

given programs within our own hemisphere, in consideration of their extreme

significance to our nation. I would suggest we consider perhaps the nearest 6

Central American republics between southern Mexico and Columbia and astride

and adjacent to our own Panama Canal; or to the Carribbean countries which

are in epidemic distress with diseases and diseased vectors so significantly

relevant to the spread and migration of epidemic diseases into the United States.

Finally, I would emphasize that if aid is to be effective and responsive—it

cannot be a transfer merely of our goals, priorities and technological prowess—

but also must be an effort to aid the developing countries attain a standard of

living and health that will allow them to develop in their own way. The day is

gone—and it is good that it is gone—when we can or should even attempt to

define other nation's priorities and goals. How much better, and more likely

to succeed, would be the application of our vast resources to the solution of their

priorities and problems, especially when there would appear to be absolutely no

conflict between health priorities and problems and our own international goals.

83-607 0-72-2
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92n CONGREss 
1ST SESSIO H. . R. 10042

IN THE HOUSE OF REPRESENTATIVES

JULY 22, 1971

Mr. CAREY of New York (for himself and Mr. FRASER) introduced the follow-
ing bill; which was referred to the Committee on Foreign Affairs

A BILL
To permit greater involvement of American medical organiza-

tions and personnel in the furnishing of health services and
assistance to the developing nations of the world, and for
other purposes.

1 Be it enacted by the Senate and House of Represent a-

2 tives of the United States of America in Congress assembled,

3 That this Act may be cited as the "International Health

4 Agency Act of 1971".

5 SEC. 2. The Congress hereby finds and declares that the

6 improvement of health services and assistance on an inter-

7 national basis is in the finest heritage of the United States,

8 and clearly indicates our humane interest in the peoples of

9 the developing world. It is in the interest of the United
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1 States, in cooperation with other governments and inter-

2 national organizations, to provide assistance to those devel-

oping nations working to help themselves provide needed

4 health services which will be available to all their people.

5 It is, therefore, necessary and desirable for the -United States

6 to aid health professionals and activities in the developing

7 areas in the battle against disease, malnutrition, and natural

8 disasters. We must clearly identify our national commitment

9 to this effort.

10 SEC. 3. (a) The President, acting through an agency

11 created by him, to be known as the "International Health

12 Agency" (hereafter in this Act referred to as the

13 "Agency") , is authorized to carry out programs in further-

14 ance of the purposes of this Act on such terms and condi-

15 tions as he may determine.

16 (b) •The President shall appoint, by and with the ad-

17 vice and consent of the Senate, a Director of the Agency

18 and a Deputy Director of the Agency.

19 (c) The Director of the Agency may promulgate such

20 rules and regulations as he may deem necessary or appropri-

21 ate to carry out the functions vested in the Agency by the

22 President under this Act, and may delegate to any of his

23 subordinates authority to perform any of such functions.

24 (d) The President shall prescribe appropriate proce-

25 dures to assure coordination of Agency activities with other
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1 activities of the United States Government in each country,

2 under the leadership of the chief of the United States diplo-

3 matic mission. It is within the intent of this Act to assist

4 and support the activities of private voluntary agencies in

5 the field of health services consistent with the purposes of

6 this Act and nothing in this Act shall be construed to limit

7 United States assistance and support of such activities.

8 (e) Under the direction of the President, the Secretary

9 of State shall be responsible for the continuous supervision

10 and general direction of the programs authorized by this

11 Act, to the end that such programs are effectively integrated

12 both at home and abroad and the foreign policy of the United

13 States is best served thereby.

14 SEC. 4. (a) The President may utilize such authority

15 contained in the Foreign Service Act of 1946, relating to

16 Foreign Service Reserve officers, Foreign Service staff

17 officers and employees, alien clerks and employees, and

18 other United States Government officers and employees apart

19 from Foreign Service officers as he deems necessary to carry

20 out functions under this Act.

21 (b) In each country or area in which individuals em-

22 ployed under this Act serve abroad, the President may

23 appoint a representative of the Agency to have direction

24 of other employees of the Agency abroad and to oversee the

25 activities carried on under this Act in such country or area.
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1 (c) The President shall make provision for such training

2 as he deems appropriate for each individual employed under

3 this Act. In the case of individuals serving abroad, such

4 training shall include intensive language study, cultural

5 studies, and concentration on the variations in medical tech-

6 niques and philosophy from those practiced in the United

7 States.

8 (d) Experts and consultants or organizations thereof

9 may, as authorized by section 3109 of title 5, United States

10 Code, be employed by the President for the performance of

11 functions under this Act, and individuals so employed may

12 be compensated at rates not in excess of the per diem equiva-

13 lent of the highest rate payable under section 5332 of title

14 5, United States Code, and while away from their homes

15 or regular places of business, they may be paid actual travel

16 expenses and per diem in lieu of subsistence and other

17 expenses at the applicable rate prescribed in the Standardized

18 Government Travel Regulations, while so employed.

19 SEC. 5. (a) The President shall assign personnel of the

20 Agency at the invitation of host countries in need of mobile

21 medical and paramedical, technical, and subtechnical, per-

22 sonnel. The personnel of the Agency so assigned shall assist

23 in epidemic control, specific disease campaigns, •and mass

24 immunization programs. Wherever possible, emphasis shall
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1 be placed on training host country personnel to carry out

2 priority health tasks among the people of the host country.

3 (b) The personnel of the Agency so assigned shall not

4 be concerned solely with infective and epidemic scourges,

5 but shall also direct their attention to other health problems,

6 including drug 'addiction, which is a problem calling for

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

increased identification and treatment.

(c) The President shall, acting through the Agency,

coordinate disaster relief in such a manner that the United

States, as a nation, can respond in a more rapid and compre-

hensive fashion than has been possible heretofore. The Presi-

dent shall, acting through the Agency and in cooperation

with the International Red Cross, encourage other nations

and international organizations to join with the United States

in committing medical and material resources as expedi-

tiously as possible and in anticipation of related problems

likely to occur under known conditions.

SEC. 6. There is authorized to be appropriated to the

President to carry out the provisions of this Act not to ex-

ceed $25,000,000 for each of the fiscal years ending June 30,

1972; June 30, 1973; June 30, 1974; June 30, 1975; and

June 30, 1976.
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Senator HUGHES. We are pleased to have as our witnesses today
Dr. John Bryant, and Dr. Carl Taylor.
Dr. Bryant is the director of the School of Public Health at Colum-

bia University. He has recently completed a study of health pro-
grams, health care systems and education of health personnel in
Africa, Asia, and Latin America.
Dr. Taylor is the chairman of the Department of International

Health at the School of Hygiene, Johns Hopkins University. Dr.
Taylor has recently served as director of health programs in India
and will draw from this experience in his testimony.
Dr. Bryant and Dr. Taylor, you may proceed with your statements

as you desire.

STATEMENTS OF DR. JOHN BRYANT, DIRECTOR OF THE SCHOOL OF
PUBLIC HEALTH, COLUMBIA UNIVERSITY, AND DR. CARL
TAYLOR, CHAIRMAN OF THE DEPARTMENT OF INTERNATIONAL
HEALTH AT THE SCHOOL OF HYGIENE, JOHNS HOPKINS
UNIVERSITY

Dr. BRYANT. I begin with the understanding that these hearings
are being held as steps leading to the possibility of formulating legis-
lation to support programs aimed at assisting less developed countries
to evolve more effective means for providing health care for their
populations, while at the same time benefiting the United States,
which is faced with the same set of questions, namely how to meet
the health needs of all the people of a nation with the resources that
are available.

Building on that understanding, I will attempt a rough analysis
of the issues involved in meeting health needs in less developed coun-
tries.
These issues fall into several categories. First, diseases and hazards

to health. Second, the constraints under which nations must attempt
to deal with those problems, third, the nature of the health care sys-
tems required to respond to those problems, and, fourth, issues that
should be taken into account by those trying to assist such nations
in meeting their problems.
I will focus more on the problems and the state of the knowledge

for dealing with those problems than with the work of existing agen-
cies. My purpose is to provide a feeling for the nature of the prob-
lems—their complexity, the human costs involved, and the limited
resources available for dealing with them—aimed as at ameliorating
these problems.

DISEASES AND HAZARDS TO HEALTH

Let me begin with the first cluster of problems: diseases and haz-
ards to health.
Problems of developing countries fall under the areas of infectious

and parasitic diseases, malnutrition and environmental deficiencies.
There are others, but these lead the list. Woven through these, and
complicated them at family and national levels, are the pressures of
rapidly growing populations.
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Children carry the great burden of ill health in developing countries;
35 to 60 percent of all deaths occur in children under 5, and they
represent 17 percent of the population. In Southeast Asia, 40 percept
of the children die by the fourth year, a number of deaths that is not
reached in North America until the age of 60. In West Africa that
number of deaths is even higher. The infant mortality in Latin
America is 2 to 4 times that in North America, while the number
of deaths in children 1 to 4 years of age is 25 times that in North
America. The infant mortality in western Nigeria was 12 times that
of North America, whereas the death threats in children from 1 to 4
years of age reached 70 times that of North America. The differences
between infant mortality (deaths under 1 year of age) and deaths
to 4 years of age, can be explained in part by the fact that during the
first year of age the child is within the close protection of the mother,
receiving maximum attention and nutrition, whereas during the first
year of age children are often separated from their mothers and live
in competition for both food and affection with the other children in
the home.
The principal causes of sickness and death of small children in the

developing world are diarrhea, respiratory infections, and malnutrition.
There are also tuberculosis, measles, whooping cough, malaria, and
tetanus.
Each of these should not be considered as an isolated disease,

wreaking its individual damage on children. Rather, there are com-
plex interrelationships among these diseases. Malnutrition can be
used as an example of one disease with intricate relationships with
other diseases and with the society in which it occurs. Malnutitrion
contributes substantially to the mortality of diseases that would not
otherwise be fatal—measles, for example. The death rate due to measles
in latin America is roughly 25 times that in North America, the main
reason being the high prevalence of malnutrition in children who con-
tract measles. We are developing an increasing understanding of the
magnitude of retardation in both mental and physical development of
children that results from malnutrition.
The malnutrition is due not only to a lack of food in the homes,

but also to customs against using certain kinds of foods. There may
be taboos against feeding children rich foods, such as protein-contain-
ing meat and eggs. Competition for available food and attention also
plays a role. Family size and intervals between births controlling to
malnutrition. Malnutrition is more prevalent in large families and
among those children whose following siblings come closely. Infection
contributes to malnutrition by increasing nutritional requirements,
as in a sick and feverish child, and also by contributing to the body's
inability to absorb nutrients.

Two-thirds of the children of Asia are malnourished. Consider the
consequences of that amount of malnutrition in human as well as
economic terms in the development of a nation.
The answer to the problems of malnutrition are not simple. They

are not to be found in logistical approaches of trucking in large amounts
of protein containing food. The answers are imbedded in a tangled
network of social, economic, political and health problems. Ultimately,
behavioral changes are involved, changes that follow from decisions
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made by families in the privacy of their homes, on how they feed their
children and how they determine the size and spacing of their families.
Let me use an example. A mother living in a rural village of Africa

or Asia awakens in the middle of the night. Her small child is crying
with an earache. She sits with the child through the night. In the
morning, she carries him, traveling by foot, ox cart, or bus to a health
center.
There she waits for hours, along with many others. The physician

who finally sees the child, learns of the earache, looks into the pus
encrusted ear and prescribes ear drops and penicillin. This is what our
modern biomedical technology has to offer the child. The suffering of
the moment is relieved, and the child returns home with the mother.
What has happened? A sick child from an underprivileged, over-

crowded home is brought to an overcrowded, understaffed clinic. The
mother tells of the child's pain and the doctor focuses on that. In fact,
the child also has malnutrition and diarrhea, as have perhaps half
or two-thirds of the village children.
The doctor might ask the questions and make the observations

that would lead to those diagnoses, but he has already seen nearly a
hundred patients in that day and he may have many more to see
before the day is done. The mother and child return home. The
desperate suffering of the moment is relieved and that must not be
minimized, but the factors that gave rise to the diarrhea and
malnutrition—deprivation, ignorance, customs, a large number of
children in a small, crowded home—these remain unchanged. The
ear infection will subside, but the slow erosion of the child's physical
and mental capability by malnutrition and repeated infections will
continue.
We can say this. Large numbers of the world's people have no access

to modern health care. Many more who can reach medical care, as
this boy did, are not benefited by it. The care they get is not the
answer to the problems that they have.

OUR LIMITED CAPABILITY FOR HANDLING THESE DISEASE PROBLEMS

Now, what is our capability for handling these diseases and hazards
to health on a world scale? First, let me speak of a group of diseases
for which our biomedical knowledge is inadequate in a technical sense.
Schistosomiasis is a parasitic disease that afflicts 200 million of the
world's people. It is exceedingly difficult to control. One approach
that is frequently used is to try to get rid of the snails that are in-
termediate hosts for the disease. This approach in one seriously
afflicted country would require eradicating snails from 200,000 kilo-
meters of canals.

Onchocerciasis is a parasitic disease causing blindness. It afflicts
30 million people, and currently we have no answer to the problem.

Trypanosomiasis, or sleeping sickness, afflicts 7 million people.
In Central Africa, the cattle population could be doubled if that
disease could be eradicated.

Filariasis, of which elephantiasis is a complication, afflicts 200
million people, and there is no adequate answer for this problem.
Iron deficiency anemia, a relatively simple problem that we handle

in this country quite readily, afflicts 700 million people, and even
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though we know a great deal about this problem, the 700 million
remain afflicted.

Progress in taking care of these problems is unlikely until significant
discoveries provide new means of attacking them. Here is a call for
substantial investment in biomedical research on these health problems.
Let me proceed to a second group of diseases. Our biomedical

understanding of these diseases is substantial. We can effectively
take care of patients with these problems under ideal circumstances—
when they are in the hospital and we can bring the full force of our
technical capability to bear. But, we have not been able to reach the
problems where they exist. Nutritional deficiencies, tuberculosis,
diarrheal diseases, acute respiratory infections, rheumatic heart
disease, are examples of problems about which we know a great deal
and for which we have done relatively little.
As a clear example, there are a number of contagious diseases for

which we currently have immunizations procedures—smallpox,
measles, whooping cough, diphtheria, and polio. With the exception
of smallpox, we have been unable to initiate and to maintain effective
immunizations programs for children in most of the countries of the
developing world. This stands as one of the most distressing failures
in the health area and involves one of the most cost-effective solutions
available to us.
A underlying reason for this failure is the inadequacy of basic

health services reaching into the communities on which these specific
solutions could be built.
Let me emphasize then that there are serious technological defi-

ciencies in dealing with some diseases for which biomedical research
is the required approach. There are others for which the technological
gap is not so much in our lack of understanding of how to care for
patients with these diseases as in how to reach those in need with
that care.
Now I will proceed to a second cluster of problems. These involve

the constraints under which solutions to the health problems must be
developed. The first I would like to mention is the demand of people
who seek care. In Africa, for example, there is an average of two to
three visits to a health facility per person per year—that is to be con-
trasted with five visits per person per year in our own country. In Latin
America, the figure is about half that. To use a specific national setting,
Sudan is a nation of 15 million people with about 35 million outpatient
visits per year and 250,000 hospital admissions. Set that demand for
cure against the fact that they have roughly 300 government physi-
cians. If every physician worked 7 days a week taking care of those
patients, he would have to see 300 patients a day and simultaneously
be responsible for 40 hospitalized patients.
These paralyzing numbers of people who seek health care must be

taken into account as we plan health services. The medical problems
that lead them to seek care are a mixture of trivial and tragic.
Many in need do not come, and for many of those who seek care for
serious problems, such as malnutrition, diarrhea, and large families,
the answers are not to be found in hospital outpatient clinics. So
services must reach into communities, but at the same time the de-
mand must be dealt with as it reaches the health facilities.
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LIMITED RESOURCES FOR HEALTH CARE

Now let me speak of limitations of resources. I will deal with per-
sonnel and then money.
We hear a great deal about the ratios of physicians to populations.

In the less developed countries this varies from one physician to every
2,000 people to one physician to 100,000 people.
But maldistribution of physicians within a country exaggerates

these numbers. In the rural areas of the less developed world, where
most of the population lives, the ratio of physicians to population is
seldom better than 1 to 50,000, it is usually in excess of 1 to 100,000,
and occasionally approaches 1 to 1 million. Similar numbers apply to
nursing personnel. Auxiliary or paramedical health personnel are
present in substantially greater numbers.
But ratios of health personnel to population is not the only story.

In some of the great cities of the world, we see physicians underworked
and people underserved. In one of the great cities of Latin America,
for example, the ratio of physicians to population is better than 1 to
1,000. Some doctors are unemployed, yet 40 percent of the people
die without being seen by a physician. Here, the problem is not resource
limitations alone, but a failure to use those resources well.
Now let us consider the matter of the money available for health

care. On a world scale, the money spent by the less developed countries
for health care ranges from about 25 cents per person per year in
Indonesia to over $350 per person per year as spent in the United
States. In most of Central Africa and Asia, the amount varies from
less than $1 per person per year to $4. In Latin America and the
Middle East, the figure is somewhat higher.

Generally speaking, the expenditure for health care will grow as
the economy of those countries grows. The per capita gross national
product of most developing countries is growing at the rate of 1 to 3
percent per year, with some falling on either side of those numbers—a
doubling rate of around 25 to 70 years. What will be the result of
doubling a per capita health expenditure of 50 cents or $5 over the
next 25 or 70 years? Here we are faced with a reality of small numbers
growing at slow rates.
The amount of money and the number of personnel available for

health care varies substantially among developing countries. In
Nigeria, for example, roughly 50 cents per person per year is spent on
health care and the ratio of physicians to population in the rural areas
from 1 to 50,000 or 1 to 200,000. In Jamaica, in contrast, the amount
spent on health care exceeds $10 per person per year and the ratio of
physicians to population is closer to 1 to 2,000. Thus, even within the
less developed countries there are substantial variations, and these
variations must be taken into account in thinking about approaches
to the problems.
The discussion of needs and resources has been reduced to a simple

and yet powerful equation: a physician with his staff will have to
care for tens of thousands of rural and urban people on a few cents or
a few dollars per person per year. And this is the team and these are -
the resources that stand at the interface between the technology of
health care and the needs of most of the world's people.
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THE FORM AND FUN CTION OF HEALTH CARE SYSTEMS

Let me now talk about health care systems themselves. Health
care systems as they exist in most developing countries reach a rela-
tively small percent of the population, in some countries as low as
10 percent. And while only 10 percent of the population may be
reached by health care even that 10 percent may be receiving a kind
of health care that is not relevant to their problems.
As we look at those health care systems, we will see flaws of various

kinds. The physician. for example, has often received an education
that follows a western pattern of medical education. He has been
trained to provide very good care for individual patients in a hospital
setting, but that is not what is required to provide leadership in
making health care available to large numbers of people on the
kinds of resources that are available.
For example, in many countries there is a reluctance to delegate

responsibility to nonprofessional personnel, delegation of responsi-
bility to lower level personnel is an element in health care.
The health care systems are often not well planned, or they may

be well planned, but they may not be accepted because of traditions
of medical care that follow western patterns, or for political reasons
or the medical profession itself, in the name of protecting the quality
of care, may oppose changes that are needed to reach larger numbers
of people.
Within this spectrum of nations there are often innovative ap-

proaches that can provide examples for the rest of the developing
world, and for this country as well.
The main elements of a health service include the network of

facilities—health centers, hospitals, mobile units and the health
personnel. Facilities must be within the reach of people who need
them, and the health personnel must reach out to those who are in
need but do not seek care. It is worth remembering the case of the boy
suffering from an ear infection and also from malnutrition and diarrhea.
Although he went through the clinic and was seen by a nurse and the
doctor, nothing happened to improve his chances in life. For something
meaningful to happen would require that the purpose and action of
the system be geared to his actual need. The need in this instance
called for treatment of his malnutrition and diarrhea as well as his ear,
and that some action be directed toward the causes of these problems
in the communities.

Admittedly, this can be complex and difficult, but if this kind of
problem is not faced squarely, if it is not made an actual part of the
health care technology, then the technology will not connect with the
need.
In describing a health care system of, let's say, a model that could

be implemented in less developed countries, particularly in Asia and
Africa let me build it around some of the resources already described.
A rural district of 50,000 people; less than a dollar a year to spend

on each person; one physician, one nurse, and a cluster of auxiliary
personnel, persons with 6 to 10 years of elementary schooling plus 3 to
36 months of technical training.
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A MODEL RURAL HEALTH CARE SYSTEM

Add to this a substantial number of village level persons with a few
weeks or months of training. The population of 50,000 suffers from
the kind of problems already mentioned, and is scattered over 500
square miles of territory with inadequate communication and roads.
The demand for health services, that is, people coming to health

facilities, will number 100 to 300 visits per day. Many of the visits
are for trivial reasons, but others are for serious reasons, and many in
need of care do not come at all.
The resources are inadequate to care for all, and the most important

decisions to be made are those which determine which problems are
to be tackled, since all problems cannot be dealt with, whom to serve
when all cannot be served, how to allocate the limited resources,
including health manpower, and how to supervise those health
personnel.
Most of the gains to be made in health care will be made by these

lower level auxiliary and village level personnel. These are the per-
sonnel who are adequate in number to reach into the communities
and they come from a socioeconomic level where they can gain the
confidence of the communities where they live. They provide the
possibility of meeting the immediate needs and demands and of
edging the population toward behavioral change in crucial areas such
as nutrition, family planning, and sanitation. These lower level per-
sonnel can refer to professional personnel the more complex problems
that they cannot handle themselves.
We see, then, the need for developing a network of health facilities

extending from the communities themselves to health posts, larger
health centers, small rural hospitals to regional hospitals, and appro-
priate levels of health personnel scattered through that network,
each level of personnel getting consultation from the next level on
the more complicated problems.

Several districts form a province; several provinces form a region.
Collectively, then, we can visualize a regional or a national health
care system with decisions, resources, information, and patients
flowing to appropriate levels.
Dr. Taylor will give you examples of research programs aimed at

grappling with these problems in specific places.

RESOURCES AND CAPABILITIES NEEDED TO IMPROVE HEALTH CARE

SYSTEMS

Every country has a health care delivery system. It is often directed
and implemented by knowledgeable and devoted people who know
what the problems are and what needs to be done. What they are
usually lacking is technical expertise in certain areas, such as in
health planning. They do not have access to the kinds of people who
would form a team to look at these complicated problems. They often
lack management capability. In addition, they have the obstacles of
political, professional, and traditional resistances.
Now, what I would like to do in the next few minutes is to consider

more specifically some of the capabilities and resources that are
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needed to develop or substantially improve on health care delivery
systems.

First is a central health planning capability, staffed with skilled
persons, a capability that is appropriately related to the decision-
making process of the Nation.
Senator HUGHES. Dr. Bryant, excuse my interruption, but I am

trying to follow this. You are talking about localizing in the nations.
Senator JAVITS. You are not talking about this country?
Dr. BRYANT. No.
Senator JAVITS. You will come to that.
Dr. BRYANT. Some of the things I have been saying would apply to

this country.
Senator JAVITS. Yes, but you are saying we should give the aid, and

you will tell us how to do it.
Dr. BRYANT. Yes; there should be in these countries a central

planning capability that is appropriately related to the decisionmaking
process of that country, in which it is possible to define the problems
of that country, design alternative programs aimed at meeting those
problems with a keen sense of the cost effectiveness of those alterna-
tive programs, to implement those programs, and evaluating the
effectiveness of those programs after they have been implemented.
An example of one of the choices to be made is between more

traditional and more expensive hospital based care and out of hospital
care, including preventive programs.
Complementing the central planning capability must be a planning

capability at regional and local levels. Central planning must leave to
regional and local levels an array of decisions dependent on local
problems, resources, and political situation. Then integration between
local and central planning becomes of essential importance.

Another element that is important in each country, is a research
capability in health care delivery, including work at field sites, where
basic data can be used to define health problems, design aternative
ways of dealing with them, and so forth.
Good examples of such field training sites are in Narangwal, India,

in Ghana, a program supported by the Agency for International De-
velopment, and in Bangkok, in a program supported in part by the
Rockefeller Foundation.
Another issue that becomes important is how to disperse the knowl-

edge that is developed in these health care research programs to other
parts of that country and the developing world.
A splendid example is a simple approach to taking care of children

under 5 years of age developed in West Africa under the leadership
of Dr. David Morely. The clinics he designed are based largely on the
services provided by a nurse or an auxiliary nurse under the sup er-
vision of a visiting physician.
These clinics are now spread through Africa by the hundreds and

there are a number of them in New York City in addition.
Another important issue is the need for innovative approaches to

the education of health personnel, and here we need a research
orientation.
We need this research orientation, on the one hand, to help us break

away from more traditional western patterns of education of health
personnel and, on the other hand, to link the educational programs to
the health care delivery system of those countries.
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We would like to see the integration of educational programs for a,
variety of health personnel—medical students, nursing students, stu-
dents in schools of public health, and a variety of allied health per-
sonnel—related to one another and to the research field sites.
In this connection it is important to be realistic about the numbers

of health personnel who will choose to work in the rural areas and
the urban slums where they are needed. It is probably not realistic to
expect that large numbers of professional level health personnel will
choose to spend their careers in those settings.
At best, using high incentives or compulsions, a substantial number

may spend a relatively short period of time in those settings and a few
will choose to spend their lives there.
Senator HUGHES. What do you mean by compulsion? Do you mean

as a result of their education, they will serve awhile in the country?
Dr. BRYANT. In some of the developing countries the education is

provided by the Government and the Government requires a period
of 2 to 5 years of Government service before they can go on to other
careers.
Sudan is an example of a country with a high incentive to serve.

The Government will not employ physicians for careers in the health
services until they have spent time serving the rural areas. It is not
required, but if you want to work for the Government, which is the
principal employer, it is wise to serve in these areas.
The point I am making is that as we strive to design effective

health services, we must appreciate that the professional health per-
sonnel that will be available to lead those health services will be limited
in number.
Now in the preceding moments, I have spoken first of health

problems and the hazards to health, and attempted to define what is
required to attack those problems.
I have spoken of the constraints under which health programs will

have to be developed in order to meet those diseases and hazards to
health, realizing that those constraints, will change slowly over the
years ahead. The challenge is to use them well.
Third, I have spoken about health care delivery systems in which

the central issue is to make best use of resources in an attempt to
serve as many people as possible. Then I spoke of the capabilities and
resources needed to develop those health care delivery systems.
Now the last few minutes, let me turn to what we might call the

style of technical assistance. external technical assistance, of necessity,
will be marginal in quantity and short term in time. It is important
that it be used effectively. First. I think it should not be aimed purely
at the delivery of health services.
Senator HUGHES. Again excuse the interruption, but being a layman,

sometimes it is difficult for me to follow precisely what you mean.
What are you describing by the term "external technical service"?
Dr. BRYANT. I would say resources coming from this country to

assist a less-developed country in improving its health care system.

THE FORM AND STYLE OF TECHNICAL ASSISTANCE

Senator HUGHES. That is what I thought, but I wanted to make
sure.

Senator JAVITS. They should be given money, or services?
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Dr. BRYANT. Well, that is more complicated.
Senator JAVITS. What are you saying?
What are we to give them? I don't get it either.
Dr. BRYANT. Let me come to that in a moment, if I may, Senator.

The one point that I want to make in that instance was that we
should be cautious, I believe, in terms of using our limited resources
for actually providing medical care. We should use these resources
more for educating health personnel, in the United States and abroad
and for carrying out research and development programs aimed at
improving our capability and their capability for delivering health
care.
There should be caution with respect to trying to develop answers

to specific problems. Occasionally, answers are highly useful, as in
developing a new vaccine. But generally speaking, the problems are
too complex to yield to single answers or to short terms solutions.
The larger need is to develop a capability for working on those

problems, for pursuing those problems over the long term. This means
the capability for research and for education both here and abroad
on these problems.

It is clearly not a matter of using our current knowledge to show
individuals from those countries how to do it. We do not know how
to do much of what needs to be done. We have some expertise and
considerable potential for dealing with these problems. The response
of our own medical profession to the current health crisis in the
country is an example of the way in which this country can bring its
medical resources to bear on a highly complicated set of problems.
The complexity of this task cannot be underestimated. It will

require substantial resources applied over long periods of time in the-
hands of people who have career possibilities of developing experience,
insights and wisdom in these worldwide problems. I am suggesting
then, that there be a career structure within which people in this
country can devote themselves to problems of health care, health
problems, and health care of less-developed countries. Part of the
importance of a core of career health personnel is that these individuals
can gain confidence with those with whom we would be working
abroad.
There is the further need to develop teams of experts from different

disciplines who can work on these problems. In a less developed
country where they are facing the complex problems of improving
their health care system, they will have short-term needs for expertise,
in systems analysis, cost analysis, planning, evaluation, and so forth.
We should have teams of experts who could go to those countries and
provide that kind of assistance on a short term or even a somewhat
longer term basis.
As part of this assisting effort there is need for developing uni-

versity programs in this country and abroad, for training persons
from both this country and less-developed countries in this field.
There should be relationships between institutions in the United
States and institutions abroad which are attempting to develop
research programs on health care delivery and educational programs
for health personnel.
For example, there is currently a linkage between UCLA and an

experimental program in Ghana supported by AID.
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Senator HUGHES. What is the linkage?
Dr. BRYANT. There is a rural experimental health care delivery

program in Ghana. The School of Public Health at UCLA is providing
specific technical support in the development of that research program.
The relationship between those two institutions is supported by AID.
Dr. Taylor will describe an example of another relationship between

Johns Hopkins and a program in northwestern India.
Senator HUGHES. The support is funded by AID?
Dr. BRYANT. Yes.
Senator HUGHES. Thank you.
Dr. BRYANT. Next, there need to be innovative ways of dispersing

knowledge about the successful innovation in one part of less developed
countries to others, and between the less developed countries and the
United States.
In closing, let me mention two cautions. One caution has to do with

the limited transferability of some aspects of our health care tech-
nology to the less developed countries. We have some highly sophis-
ticated hardware-oriented approaches to health care. Economic
limitations simply will not permit transfer of some of these tech-
nological approaches from the United States to less developed countries.

Senator HUGHES. Are you talking about something like a kidney
transplant?
Dr. BRYANT. That would be one example. Another would be the

multiphasic screening systems, which Kaiser Permanente uses. This
could not be transferred within the resources available to most of the
less developed countries. What is applicable, however, is the creative
thinking that went into the development of those systems. Our
potential capability for adapting modern biomedical and management
technology to the problems of less developed countries is, I would say,
our most important asset.

Finally, it is important to recognize that the contributions we
make, must be made in the context of the needs as the people in
those countries see them, in terms of their priorities and the roles they
will play in the change process.
Let me use a personal example drawn from my 5 years in Asia,

where I was working with the Rockefeller Foundation with a group
of Thais in developing medical education and health care delivery
programs.
At the end of 5 years, we analyzed our successes and failures and

came up with some rather simple but important criteria relating to
success or failure.

First, we succeeded in assisting them only with those problems that
they thought were . important. If we thought the problems were
important, but they did not, we had little chance of being effective in
assistance.
Second, they had to want our assistance. It was not enough that

they recognized the problem as being important and we recognized
it as being important. They had to want our help.

Third, there had to be strong local leadership devoted to that
particular problem.

Finally, even though those other three elements might be present,
the effort could still be defeated by social, political, and cultural
obstacles. Thank you.

83-607 0-72-3
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Senator HUGHES. Before Dr. Taylor begins, I will take a moment.
We were talking about the leadership. I was wondering if your ex-
perience has led you to believe that total political cooperation is
required in order to insure the success of health programs?
Dr. BRYANT. I would say that virtually every effort to assist less

developed countries in taking steps toward improvements in their
approaches to handling health probelms will have a political element
to it. Sometimes, the politics will be local. In a village, in a State, or
in a university it can occur. Sometimes it will appear at a national
level. Always it must be taken into account.

Senator HUGHES. Dr. Taylor?
Dr. TAYLOR. Thank you, Senator.
I will start by identifying myself, also.
I am here representing the National Council for International

Health, which is a new body which has just been formed this year. It
is sponsored by the American Medical Association and the American
Hospital Association, the American Nurses Association and the Ameri-
can Public Health Association and so on, 10 of the major professional
groups in this country, and also the church mission bodies and founda-
tions, and working very closely with the Government representatives
in this area.
Senator HUGHES. I wonder if You might file with us a statement

setting forth the intents and goals of the organization. I had not been
aware of this organization.
(The information referred to follows:)
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A NATIONAL COUNCIL FOR INTERNATIONAL HEALTH (Appendix II)
The National Council will be formed by joint sponsorship of

organizations with major activities in international health. It
is defined as a core group of limited number made up of individuals
of recognized competence in international health and related areas,
representing the principal agencies and disciplines contributing to
the field, and meeting regularly to provide a source of informed
opinion, composite judgment, and guides to policy development con-
cerning any problem within its sphere of interest. Its primaTy
mission will be to influence change by dealing specifically with
issues which are most important at any given time. Its roles will
include planning, handling information, providing guidance, assist-
ing with coordination, and generally promoting the interests of
international health. Its membership will include representatives
of the sponsoring organizations, ex-officio members from agencies
of government, and general members chosen for their individual
competence in other fields of health and those related to it. The
National Council will require continuous staff support.

A GENERAL ASSEMBLY OF INTERNATIONAL HEALTH AGENCIES (Appendix III)
This organization will be formed by the National Council which

will develop its structure, criteria for membership, and organizational
policy. In general, it is conceived as a regular meeting place for all
agencies involved in or related to international health. Categories of
membership may be developed to accommodate various degrees of involve-
ment in international activities or willingness of organizations to
provide support to the Assembly. Those organizations with substantial
activity and major interest might be allowed to name official delegates
to the Executive Committee of the Assembly and be required to pay certain
dues. Another category of membership might be provided to those
organizations which would realize benefit from participation in
the programs of the Assembly, but which did not meet the require-
ments for, or wish to have full membership. Meetings of this body
should include executive sessions and general plenary sessions for
the conduct of its business, but also a general conference for the
presentation of original papers.

This proposal calls for the establishment of two interdependent
and mutually supportive bodies, each of which needs an audience for its
opinions, and an action group to carry them out.

The General Assembly would provide the National Council:
(1) a basis for consensus; (2) a source for collection of informa-
tion; (3) channels for distribution of information; (4) an audience
for its opinion; and (5) potential groups to carry out activities
which it recommends.

The National Council would provide for the General Assembly:
(1) a composite source of broad informed opinion; (2) a responsible
continuous base of action to promote policies determined by general
agreement; and (3) management of a central clearinghouse for
information.
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RECOMMENDATIONS

The Task Force recommends that:

1. the National Council for International Health be formed
at the earliest possible time;

2. the Task Force for International Health remain in exis-
tence to effect formation of the National Council by
negotiation with the proposed initial sponsoring
organizations:

Association of American Medical Colleges
Association of Schools of Public Health
American Medical Association
American Public Health Association
National Medical Association
Christian Medical Council of National
Council of Churches

A major Foundation

3. organizational sponsorship be subject to expansion or
change as appropriate and agreeable to the National
Council and General Assembly (vide infra):

4. the National Council for International Health be made

up of individuals representing sponsoring organizations,

agencies of government ex-officio, and general members,

chosen to represent other health fields and related
disciplines;

5. the functions of the National Council be to bring to-

gether the many and diverse interests in international
health, but that it not conduct operational programs
of its awn;

6. the National Council plan and develop a General Assembly

of International Health Agencies;

7. the American Medical Association provide administrative
staff and office facilities for the National Council
for International Health during the initial three years
of its operation; but that at the end of that time, the
matter of support for these functions of the National
Council be reviewed;

8. each organization provide support to its individual
representative for expenses incurred in carrying out
activities of the National Council;

9. this Report of the Task Force be provided to the
National Council as a working document; and

10. as soon as the National Council is formed, the Task
Force be discharged.
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Dr. TAYLOR. It is a new group started this year, concerned about
health programs and problems they have had in international activity,
and also an increasing awareness of our need for coordination in what
the United States is trying to do overseas.
I am not going to go into additional background information,

because I think it is important we have a chance to exchange questions
and answers. I would like to make this all very specific in terms of one
example of this sort of activity and show some slides which will bring
to a level of reality some of the general problems that Dr. Bryant has
been talking about.
The pictures that I will show are of a project in the Punjab in North

iIndia, n an area where I grew up. I went out originally in 1947 to work
in a mission set up there at the Christian Medical College. At this
time, we started the first teaching health centers to develop rural
health medical education in that part of the world, and over the years
we have concentrated particularly on this whole matter of rural medical
education and changing the orientation of physicians.

This whole process, then, led in 1961 to developing a rural health
research center at this village. I wonder if we could have a slide with
the lights off. We will show the development of a project specifically
oriented toward providing the sort of care that Dr. Bryant was
talking about.

This is the Grand Trunk Road of Kipling fame going from Delhi
to Ludhiana, the village I will be speaking of. About 16 miles south of
Ludhiana City, we come to the village of Narauqwal.
We started there in 1961, our family going out to actually live in the

village just to show that if you are going to do this sort of work, it is
like psychoanalysis, you have to go through it yourself. That was the
house that we finally found for my family to live in.
There is my wife, slightly horrified at a sick buffalo in what became

our living room, and this was the kitchen when she first saw it. At
that time it was a little hard for her to see how an American family
could live under these conditions. The old lady promised to throw in
the pots and pans that went with the kitchen. We used very simple
methods of exchange, very little money, to pay to tightly close off the
floor and the walls from the numerous rats, using village laborers. We
finally came up with a house that had many of the qualities of a
modern ranchhouse.
There is a group of young doctors. In the back corner you will see

our hot water system. And 15 minutes after building a little fire in this
hole, we had a tank full of hot water for our shower.
This was what the kitchen looked like after my wife had used her

ingenuity to improve it. This was the living room where the buffalo
had been, and all of this was done with very simple village materials:
village basketmakers made the chairs, and so forth. This is the teach-
ing health center at Narangwal, built by a local man who had grown
up in this village of 1,300 people, had gone to east Africa, had made
a fortune exporting mahogany to Europe, and as a memorial to his
son put up the hospital in Narangwal.
One of my friends, on seeing this picture, said, "That is your

psychiatrist going on a house call."
Actually, it is a "breaking up" of an eye camp, which is an occasion

where surgeons would come in and do several hundred eye operations.
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We had conferences with the idea that the Government was being
asked to interpret the findings.
This is Professor Swampi, probably the most distinguished scientist

in India. An early morning shot shows here the fact that we make
these city professors live right out in tents for several days while they
themselves experienced the environment of the village, at the same
time talking about practical research findings taken directly from the
villagers.
A great deal of effort has gone into collecting data. There is one of

our interviewers on the left talking to a village family. The important
thing that we have been doing in addition to the actual research is to
develop an innovative health care system.
Now, this is the Government primary health center on a cold morn-

ing in the north of India. The doctor has moved his table out to the
courtyard and you can see the sorts of things that Dr. Bryant was
talking about, the patients lined up.
This is an indigenous practitioner, one of the practitioners of medi-

cine, the traditional form of medicine which is there, has been there for
centuries.
There are thousands of these people scattered through the villages.

They provide a system of medical care which is derived from the old
herbal medicines, but they learn quickly, and he has learned that it is
better for his prestige to put a stethoscope on. He calls it his telescope,
rather than a stethoscope. I have seen these people go through a
chest examination without bothering to put the ear pieces in their
ears; it is a gesture more than anything else.

This particular man is very wealthy. He made his own living on
penicillin injections. He would fill a large syringe with penicillin and
wave the needle through a pan of dirty water, between shots. The
results were quick and effective. This is part of a tubectomy camp.
It is part of the mass sterilization program that has been so important
in India's family planning program.
One of the most important developments of the work at Narangwal

has been our development of a pattern of care of the type that Jack
Bryant has been talking about where we have used auxiliaries and
called them family health workers to get down to the village level,
because our conviction is that you must bring the service to the home;
and there is one of our family health workers making her rounds. She
spends half of her time in the homes and the other half of the time in
the center. We get them to teach care by the example of their own
practices. The first thing they do when they go into a home is to ask
for the pump and go and wash their hands.

After that they start the combined process of care, concentrating
in this research project on the integration of maternal care, child care,
and family planning, because we consider this the most exciting chal-
lenge in bringing services to the village people.

This is part of a morbidity survey of the children. We find the im-
portant thing is to learn how to find conditions early, in the home, be-
cause so often the ones who most need care are the ones who are not
able to go to get care.
When these girls, who are very close to the village situation, make

their regular rounds, in each of the homes, every baby is weighed every
month, and then the information is recorded on a chart of this kind,
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originally developed by Mr. Morley, where you can see the parallel
lines above, the weight that the baby should be, and this baby is now
falling considerably below that level, and leaving this card with the
mother proves to be our most effective health educational device.
Then they provide simple medical care. One of the most, important

things that we have had to do is to break the tradition of the medical
profession that only doctors should provide medical care, and as we
went deliberately at the process of looking at each of the tasks to be
done in terms of which can be most easily routinized, and then those
are the ones that should be turned over to auxiliary people, we were
able to show that medical care is the most simple of all of the health
functions to routinize.

These girls are now providing. 90 percent of all of the medical care
in these villages (simple putting in of ear drops here). Most of the care
that the people need is at a very simple level if provided early enough.
There is one other thing I would like to point out in the picture and

that is the man of the house working in the background at his trade of
shoemaking. To me, the message is that these girls have become so
much accepted as a part of the family that the man goes ahead with
his work while the health workers comes in and out of the home.

This is a case of neonatal tetanus. When we started our work, neo-
natal tetanus was never reported as a cause of death. These babies
die at 8 days of age, because cow dung is applied to the umbilical cord.
We found this was the fourth cause of death in all Punjab villages, and
it had been completely unknown up to that time. As far as the village
people were concerned, this was caused by the intrusion of an evil
spirit.
We found this a very important cause of death, but which is very

easily controlled and prevented. This is one of the feeding centers
that we developed. The village provided the house, but only on the
basis of the weighing program. We don't try to feed all children.
We only feed those children who need the help, and we take village
girls such as these two girls and put them in charge of the health
center.
They work under the supervision of our family health workers,

and we use simple equipment, but equipment that is kept clean and
sanitary, although when it gets to the child, as they sit around on the
floor, around the health center, you can see that the handling, the
feeding, is done in the very simple village way, and it is usually the
older siblings that bring the smaller children.
We do it because in this way we can also give some food to the

older children, also. This is the subcenter that has been put up
by the village, and we have done this in order to insure village
cooperation.
They are made responsible not only for providing the facilities but

also for providing the food for the feeding centers. We find that more
and more we can get the village farmers at the time of harvest to
put up the bulk of the food necessary to run the feeding program.
This is a family health worker in her subcenter. On the middle

shelf there are drugs that the family health workers can use; on the
top shelf are drugs reserved for the doctor, when he comes on a weekly
visit. The lady to the right is a village indigenous midwife, and these
girls have developed close relationships with the indigenous midwives
working as partners to bring care to the women.
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They use simple methods. Another very simple test for the endema
that goes with toxemia is just to see if the lady's ring will come off her
finger, because a simple test of this kind brings sophisticated care to
the village level.
Here she is getting ready to give a shot of antitetanus immuniza-

tion to the mother, which is one of the main means of preventing the
neonatal tetanus, that and changing the delivery services as provided
by the village midwife.
This is the doctor coming on the weekly visit to see the patients

who have been referred to her by the family health worker, and by
doing this sort of a systematic team relationship, as you can see in
this picture, we begin to develop a pattern of work that can in fact
reach all of the villagers.
The primary health center in India has to serve a hundred thousand

people. There will be two doctors in that primary health center. The
only way that one can get any kind of service, family planning, for
health or anything else, out to the village people is through the
auxiliary team, so that at the present time this team of two doctors
has to supervise something like 60 other health personnel in order to
begin to provide the services.
As we develop the pattern that we are now developing here, or

have developed here, it requires a considerable expansion of the
auxiliary training programs. This we find to be very politically
important in India, because one of their greatest problems in the
cities, as in many developing countries are the large numbers of
educated, unemployed youth. Services of this kind are necessarily
labor intensive, and they take the educated youth out where they can
themselves get involved in providing care for the people.
This is part of the family planning program. Again, it is built in

completely with the child care and maternal care. In fact, we have
now defined what we call 30 entry points for family planning in
routine health services, 16 associated with maternal care and 14 with
child care.
These are routine teams our family health workers have built into

the system, into their forms, into everything else they do, the require-
ment of bringing family planning, education and services to the women.
This is part of the prenatal care. We find that a very simple test

for whether a woman is going to have trouble at the time of delivery
is her height, and so you see just by making a mark on the mud wall
and taking the tape measure out of the bag, the family health worker
has a very clear indication of height.

Just before the delivery, the family health worker makes a visit
to the home. We have tried not to take the delivery services away
from the midwives in the villages. We find they are already very
close to the families, and that they are educable, even though most of
them are not literate, and here they go through the process. They
even get out the pots and pans that are going to be used for boiling
of the water and get the necessary clothing together.

If there is a complication found in the prenatal care, the doctor is
called in and necessary provisions are made for referral, but basically
the whole system is built on the idea that activities should be delegated
down as much as possible with main emphasis, then, on supervision
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and screening to get those cases really needing care referred on up to
where they can get care most effectively.
This is a premature baby. Dr. Barnes, who has been in charge of

this project, has been professor of obstetrics. He says the results we
now get go with simple things such as using a piece of cotton to feed
these babies, who are too weak to suck normally. The results that we
are getting are very close to what they get in the most sophisticated
premature nurseries with all the incubators and so on, but based
largely on the fact that the care is being provided by a mother who
really cares and will provide all the detailed day-to-day work that is
necessary.
This is one of our doctors who is just getting a referral note on an

emergency. It is brought in by a man on a bicycle in this instance.
We have also developed a whole system of carrier pigeons. Each girl
now has a couple of pigeons in a cage, and when she needs help she
sends off a pigeon.

It works except for deliveries that occur at night. There has been
some talk of training a night shift of owls, or bats or something, but
we haven't got to that yet.
This is the doctor, after he gets to the village making the emergency

call. This is the public health nurse going out on her weekly supervisory
visit, and a laboratory technician called in, again with the idea that we
are trying to simplify technology and bring this down to the village
level in a way that works.
We have a weekly meeting where we bring all the girl workers from

the village to the central health center. Here they collect their supplies
of medicine and food. We teach them, in the process, the dignity of
human labor. Then they have a full day of classes, at which they run
most of the sessions. They teach each other from their own experiences
as they continue their work.
I show this picture because one of the most important things that

has come out of this whole research program is the very practical
research program, this synergistism between family planning services
and health care.
We find there are many reasons why family planning services are

most effective when they are combined with health care, especially the
fact that you can't expect parents to stop having. babies until they have
assurances the babies they already have are going to survive.

Conversely, we can't do very much about bringing better health to
these children until we do something about the situation you see. You
can see the problem the mother has in cooking. The reason why we
have problem families in the village related to family size and short
spacing between births is just the simple matter that the women do
not have time to provide adequate mother care to these children under
the very limited conditions under which they have to live.
In this picture you see one of our family health workers talking to the

Secretary of Health and Family Planning of India, and who is the head
of the whole national program for health and family planning. He
came to our village on one of our annual conferences. He came into
this experience with a very skeptical attitude.
He had seen a lot of other programs which had been good, and he

really queried our girls to see if they were safe in the first place, at this
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business of providing care. First of all, he was horrified by the way our
girls stood up to them (the officials) and talked back to them. This is
not the sort of thing a young gril does to a senior official in India.
But the picture shows the confidence the girls have developed out

of this experience. To me it illustrates the message of who is the most
important person in this kind of program, the auxiliary. They are the
ones who are going to be able to bring services to the people.
With that I will close these comments and be delighted to answer

questions as to how we can really begin to carry this sort of a message
around the world.

Senator HUGHES. Thank you very much, Dr. Taylor. I appreciate
the statements of both you gentlemen. Dr. Taylor, how many years
did you spend in India?
Dr. TAYLOR. Having been born in India, I got a good start, speaking

several of the languages of North India. All together, I think I spent
more of half my life in the developing countries.
Senator HUGHES. Is this particular program still church supported?
Dr. TAYLOR. No, this has been an AID-supported program now since

1961.
Senator HUGHES. Could I direct a few questions jointly to both of

you? Could you give us some idea of the number of people in the world
who have no access to health care at all? Is there any way at all that
we can estimate that?
Dr. TAYLOR. First of all, I think we can distinguish between no

health care at all, and modern health care. There is a spectrum, running
from the indigenous systems of care which are there, and which they
are used to, and which they value very highly, and we have to be care-
ful how we go about the feeling that there is a vacuum of health care.

There is not a vacuum. Obviously their systems have not been
working or we would not have had the situation where half of all
children being born died. I would roughly say that in about two-
thirds of the world are situations where the people don't have any ac-
cess to modern health care.
Would you come up with different figures?
Dr. BRYANT. In some specific instances in which we have data the

number falls below ten percent. In others it would reach 50 percent.
In still others, I think Dr. Taylor's figure would hold. Don't forget,
however, that even those people who are in contact with modern
health care don't necessarily benefit from it.
Senator HUGHES. Your testimony indicated a lot of statistical in-

formation, but just to put it in general categories, is there a significant
difference in health care in the urban areas and the rural areas?
Dr. TAYLOR. Very definitely. Well, the situation in India to be very

specific has been that 85 percent of the population are in rural areas,
but about 85 percent of the doctors are in urban areas, and that very
simple statistic shows disparity in the care provided.
The same things hold with hospital beds and all the other measure-

ments.
Dr. BRYANT. In one or two African countries, we have data to sug-

gest that infant mortality in the larger cities is roughly half what it is
in the more rural areas, which would be a reflection of more access to
better health care in urban settings. •
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Senator HUGHES. Dr. Taylor, you obviously have a cost analysis of
that sort of program. Have you been able to project that beyond a
single program?
Dr. TAYLOR. Yes, we have spent a lot of time worrying about

whether this type of activity is feasible and on a nationwide scale. We
are still in the middle of the research, and one thing we have to be
careful to do is separate the service component from the research
component.
Senator HUGHES. I suppose you would want to separate all of it,

including the training?
Dr. TAYLOR. Yes; we estimate half of the time of these girls is

going into research and data gathering. Therefore, when we begin to
do our analyses, we come to the view that perhaps the most important
immediate constraint is the manpower constraint rather than the
money constraint.
That is true especially because of the important element of family

planning in this particular activity. There really seems to be no limit
from the point of view of the Indian Government on the amount of
money they are willing to put into providing family planning services.
The Indian Government has been doing family planning since

1952 when it became part of their national policy, and they have al-
ways said that as soon as they can find effective ways of spending their
money on family planning, they are willing to put as much as it takes
into it.
So that the money resources has not been the immediate one in terms

of this sort of a village expansion. The manpower resources is very
real, and there we run into the very serious problem of the necessity
of training this kind of personnel.
We estimate that we need 300,000 of the type of girls that you saw

pictures of.
Senator HUGHES. Might I ask why you are using all women?
Dr. TAYLOR. That is a very valid question, because family planning

is certainly a male responsibility, especially in a country such as
India. Here, where you have the very important role of men in the
family and so on, I showed pictures of the women, perhaps partly at
least because they are more photogenic, but we do have men workers
who are in parallel working with the men.
The particular emphasis that I was trying to get across was the

package, a combination of family planning with the MCH activities
which fit in more with the women's role.
The men are more involved in the other aspects of family planning

and population activities which relate to an education type of activity.
They get involved in all the other development activities. I think we
have said too little in the presentation so far about the importance of
tying this in with economic development, with education, with all of the
communication problems and so on.
This is where we find that our men workers more naturally fit into

the national program. To get back to the original question, on a cost
accounting basis we have come up with various estimates at the
present time in money terms which involve very, probably programs
two or three times in terms of increase what the government is spend-
ing in terms of providing this expanded service.



40

It is not as much as the village families themselves spend on the in-
digenous practitioners, and as I said, we have come to the conclusion
that the really important constraint is training programs and the idea,
the health system that we can get in the reorganization and the man-
agement activities in order to make this sort of thing work.
Senator HUGHES. How many years has this project been in opera-

tion?
Dr. TAYLOR. We have had a series of projecst there at Narangwal.

The first was a study of the rural orientation of physicians. Then in
1965 we started three projects simultaneously which are still running.
One of them is this study of integration of health and family planning.
The second is on malnutrition and infections. Third is an overall

operations research systems analysis approach to the problems.
Senator HUGHES. What effect have you had on the birth rate in

that village in your 5 years of programing?
Dr. TAYLOR. This is still under very careful review. One of the

reasons why I am not rushed into giving you a clear answer on this is
that it has taken us about 3 of those years, those 5 years, just to
develop a program, so that the program has only been in place now
for less than 2 years.

During that time, we have been experiencing a general drop in the
birth rate in the Punjab. Ten years ago, it was around 40 per thousand
At the present time, it is below 32 per thousand. But it has gone down
not only in studied villages that we are in, but it is also going down
in the villages around us, and we are not yet clear how much better
our villages are than the other villages.
What we do know is that the government's family planning program

is having a significant effect, and on top of that, the special integrated
services that we are providing have been having a significant effect.
The real important question that lies before us now in India is how

do we go from the demonstration project of this kind in the most
rapidly developing part of India where we started our work deliber-
ately, because it was important to be able to show at least one success
story in family planning in India, to the next stage, which is to take
it to the poorest districts in India and see how it works there, and I
am afraid I can't go much beyond that, except to say that the birth
rates are dropping.

Senator HUGHES. What about the child mortality rate? Is that
dropping also?
Dr. TAYLOR. The child mortality rate is dropping dramatically and

even more importantly, we are showing developments in child growth
and development in the children who are in our program, and asso-
ciated with that, of course, we are seeing a fascinating impact on the
attitudes of the people, and I have become particularly interested in
this question of what health does to attitudes.

Attitudes toward development, for example. One of the things we
are trying to measure is the impact on economic development when
you go in with health and family planning services as a sort of an
entry wedge of development, because it begins to change the attitudes
of the people toward the future.

lf they are now living for 40 or 50 years rather than 28 years, and
if their children are living, they have something to plan for to live
for, and therefore you begin to see this sort of a reaction toward
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development motivation among the people, and even more important,
the thing that we are now beginning to measure is the way that this
matter of the survival of the children and demonstrating to the
village people that their children are not only surviving, but they are
getting care and therefore they don't have to worry about their
survival is beginning to produce a measurable change in the attitude
of the family as it results to the acceptance of family planning.
It is at that crucial motivational level that we feel our most import-

ant research is going to be done.
Senator HUGHES. I am going to go to Senator Javits, because I

know he is under dual obligations here. But I do want to ask this
question regarding your statistical information describing diseases. I
can't begin to recall the names of them. How many hundred million
people were afflicted by the parisitic desease caused by snails?
Was it 700 million? Do you recall?
Dr. BRYANT. 200 million.
Senator HUGHES. What are the two or three most prevalent diseases

in the underdeveloped countries in the world?
You listed the diseases.
Dr. BRYANT. The leading causes of death and disability among

children are diarrheal disease, respiratory infection, and malnutrition,
the same diseases we suffered from in the United States a few decades
ago.
Then we can list other diseases that are widely prevalent, some of

which will be highly prevalent in a particular country such as
schistosomiasis in Egypt. Middle Africa is still afflicted by malaria.
I don't know if this helps to answer the question.

Senator HUGHES. Well, yes, it begins to. This ties in with the so-
called delivery services, the training and everything else which exists
in a developing country. If we were trying to pinpoint what can most
effectively be done in this, then where is the focal point here?

If there is one, that is.
Dr. BRYANT'. There are a number of diseases that we are having

difficulty in managing in these countries, but some of that difficulty
is a reflection of the lack of basic health services.
Family planning provides an example. A number of diseases arise

from the fact of large and closely spaced families, and to bring family
planning services to those people requires an established basic health
service that reaches into the communities in which the people have
confidence.

Similarly with malaria. Some efforts to control malaria have failed
or not done well, largely bedause there is not a health service to build
on. If I had to identify a specific focus for you, it would be the impor-
tance of developing basic health services to reach throughout a
country.
That calls for two subsidiary goals. One is the design of health care

systems, and the other is the education and health personnel.
Senator HUGHES. Senator Javits?
Senator JAVITS. Mr. Chairman, I have just 5 minutes, so I would

beg the witnesses to indulge me, if they would be kind enough to
answer what I will put before them in writing.
I think the main point that I have is addressed to Dr. Bryant. The

basic question that I would ask, gentlemen, is what ought to be the
mix in order to achieve what he has in mind?
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For example, when I speak of a mix we have a U.S. effort which is
in the form of AID support assistance and that which we give to
given countries through supporting economic and military effort. This
includes Korea, Vietnam, and so on.
So that would be one type of means, and they have done a great

deal. We go back to the 1920's or 1930's, for example, in joint ventures
with Latin American governments in what were called then "Sanitary
Agreements" with relation to health care in given Latin American
countries.
The second branch of our activities is our contributions to inter-

national organizations, like the World Health Organization and others.
The third contribution which we make is both Federal and—that is,
U.S. governmental—and international, a contribution to environ-
mental projects and how that effects the medical situation. Because
instead of trying to cure all the people with dysentery, you clean up
a stream, and that perhaps is a more rational approach on the basis of
cost benefit ratio.
The fourth is the action of individual foundations like the Rocke-

feller Foundation, the work at Lambarane, for example, that Schweit-
zer is so identified with in the world.
The activities of the good ship HOPE which many Americans sup-

port, and in addition
' 

there is my bill which seeks to establish an
agency in the United States for the purpose of giving us the best
guidance, really, in how to move into this field of international health
care, an International Health Agency, which has a very broad man-
date, and hardly any restrictions at all.
I think it would be extremely valuable, gentlemen, if we could get

from you what should be the mix of the U.S. effort, public and private,
in order to accomplish precisely what Dr. Bryant and Dr. Taylor
testified to. Let us assume we would accept the idea of a CARE through
indigenous means, stimulated by research and the training of indig-
enous or our own national personnel, or other nationals, and regional
research and specialization in local problems not excluding, for ex-
ample, the concept of China's barefoot doctors, medical assistants,
et cetera, all of the techniques which have been developed, including
then even the Russian felsher system.
But we need to know the mix that you think our Government ought

to back. We do a good deal already, and we are part of the Govern-
ment. We are going to have to legislate. In order to do that, we need
to know from you what you recommend in the way of these various
needs.
Senator HUGHES. Would the Senator yield?
Senator JAVITS. I do.
Senator HUGHES. I would like to ask the Senator to include in that

request what the opinions are of what we are presently doing that is
wrong, in as candid a fashion as possible. I am sure you have observed
mistakes in what we are doing. We do want to try to eliminate our
mistakes as well as to instruct.
You gentlemen understand that this is a written request? It was

quite a mouthful.
Senator JAVITS. It is best I can do under the circumstances. If the

Chair wishes to continue the hearing and you gentlemen are available,
I will come back.
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Senator HUGHES. It won't be going that long. I may add additional
requests. Thank you, Senator Javits.
I would like to directly ask some questions on population control.

Either of you may answer. These questions relate to our policies. For
example, what is your opinion of our emphasis on population control
in developing countries? Do the developing countries accept it? How
do they feel about population control plans?
I am sure that varies from country to country.
Dr. TAYLOR. I think that the important consideration is the tre-

mendous variation region by region m this matter. •
I again go back to the example of India. They were in the population

business long even before we were. I started working in population
work in India in 1947, and then as I saw their own interest in this area
develop, I was particularly conscious of the very embarrassing situa-
tion we were in in the U.S. assistance program, because for about 10
years we kept saying no when they asked for help in the population
area.
Then as our own awareness of the magnitude of the problem around

the world began to increase and we got involved and provided as-
sistance in the population area. One of the important issues that I
think needs to be recognized in countries such as India because this
population issue has become rather sensitive politically, has been that
unfortunately there was a decrease in our involvement in health
programs as there was an increase in our involvement in population
programs.
Senator HUGHES. Excuse me. I was not aware of that. Perhaps it is

my own fault. I have not been aware that our policies have resulted in
a comparable decrease in the other health programs as we increase the
population programs.
Dr. TAYLOR. This is something that we need to look at very care-

fully, because it can be seriously misinterpreted, and I don't want to
have it sound as though I am against any increase in population,
because I have been so much involved in that.
But the fact of the matter is that this is related more to the total

amount of assistance offered through AID, the total dollars provided
in AID. That has been progressively restricted over that period of
time.
And then, in the decisions as to what those limited dollars are going

to be allocated to, there was a specific earmarking of funds for
population.
In terms of the other areas of interest, there was no such earmarking,

and there was a very proper major increase in agriculture during this
time, and I say that it is more because of the other priorities that the
attention to health had diminished over this period of—well, I would
say the last 5 years particularly—and this shift has been mis-
interpreted, unfortunately, in a number of countries.
We have a situation, for instance, in Africa where there is a very

acute political situation because they have begun to talk in the same
kind of genocide terms that we find in the U.S. ghetto situation and
very great sensitivity about foreigners coming in and trying to limit
the numbers of people.
In Latin America we have a similar very delicate political problem

with population work, and what this all again means to me is that it has
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become absolutely crucial around the world that populations are fitted
in with a general development program, and especially that it be
fitted in then with a health program.
One of the things that does happen in certain places is that you

can go in with a sort of catch up phenomenon in bringing population
work into a situation where they have not had any, and there are
places where the one thing they wanted most help on has been in
population, and certainly there it has been absolutely appropriate to
move ahead with an intensive population program in Taiwan, Korea,
and some of the other situations.
Those are classic examples of that need. We really have a lot of

catching up to do in the population area, and I am afraid I must
answer your question both ways. There are places where it is appro-
priate to place the primary stress on population and there are other
places where it has to be put in balance with other health activities,
and with other development activities.
Senator HUGHES. As you know, gentlemen, in these hearings we are

attempting to build testimony on how to design legislation that will
produce the results that you are describing. I think you are doing an
excellent job. At some point in the legislative process a decision will
have to be made whether there is one thing or several things to be
done. I believe that whatever is done must take into account the
cultural and religious problems of the nation with which we are
dealing.
This is a delicate matter but we still have to develop some sort of

structure and program.
Dr. BRYANT. I would like to react to that, Senator. Problems vary

from country to country and problems in a country vary from time to
time. It seems to me that it is imperative to have a flexible approach
to this problem wherein the people who work in the field, together
with the people of the country, can look at their local situation and
say, "where do we stand with respect to our health needs and our
health system? In this particular setting, what needs to be done next
in order to improve the health of this population and contribute to
the development of this country?"
The answers to that question will be different from place to place

and from time to time. When categorical programs are developed and
made the sole channels of support, it not only makes it difficult to
meet the foremost needs of a country, but also puts those that are
trying to assist those countries in the awkward position of having to
follow categorical programs that are not necessarily acceptable locally.

Senator HUGHES. Plus an ingredient which I thought you included
very accurately, the fact that these countries not only want, but
should have the right to make determinations of what they want done.
You have described it very well. The structure we provide must

have latitude and flexibility in it. I think that is going to be technically
difficult for us. And perhaps it will be difficult to sell to Congress.
But that does not mean that it is impossible or that it should not

be done. Dr. Bryant, as you were describing the activities of the
health center, I got the impression that you were talking more about
a concept of health delivery than of a building. Am I correct to say
that it may or may not be a building?
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Dr. BRYANT. A health center is usually a building, but we would
like to think in terms of a local health care delivery system. The
important thing is that the system reach into the communities, that
there be shelters that are accessible to the people who have confidence
in the care they will receive. A health center building will often be at
the center of this activity, and outlying buildings or village huts, will
be called sub-centers or health posts.
Senator HUGHES. Another point I am trying to develop for Jegis-

lative history and background, is the fact that when we try to develop
a program, we must be sure that the developing country can afford
such a program. And when we provide assistance in health programs,
the question arises as to how long should our contributions continue?
In India, you say they are willing to spend money on population con-
trol programs?
Can you enlighten me on these questions?
Dr. TAYLOR. This is the sort of thing that we have spent a great

deal of time worrying about, because it is such a complicated question
we really understand very little about it, about the process of develop-
ment. We talk about development, but just what is it?
We define it, and in economic terms it becomes very frustrating,

because much of the life of the rural communities is not in economic
terms, but certainly it has got to be placed in the perspective of their
choices in all of this range of things that we know are important, but
we don't know which ones, or how important in particular situations.
One of the comments that I would like to make about this whole

issue of whether we respond to their decision framework. I think we
have to become smarter in our ability to use particular types of as-
sistance programs as educational activities leading to an awareness
of the program that they are not even yet conscious of in a particular
situation, and I am thinking particularly of the population problem
here, because one of our real difficulties in many situations has been
that the leaders of these countries are not really aware of how much
the population problems looming ahead is an urgent crisis for them,
and they are oftentimes way behind the people and the communities
in their awareness.
The mothers with the large numbers of children now know that

they want to start spacing but the leaders have a great deal of diffi-
culty in seeing this for political, religious, and other reasons there
might be in a country.
As we begin to develop some of these services that are acceptable

on the local level, things that they want, such as MCH, maternal
and child health, that is something that is greatly desired by the
people in any situation. Then we can use that as a means of showing
the importance of the population problem and begin to develop a
combined service out of that relationship over time.
Now, this business of phasing out then, in terms of the local needs

is where we really need to begin to apply some of the lessons that we
have learned over time, and we are at a situtation in India now where
they have become resistant to foreign advice. We have got to be
extremely careful how we work there, and it is getting worse because
of the political issues that we face generally in our assistance programs.

This is happening in many places that these political sensitivities
are making it increasingly difficult to carry out some of these programs,
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and it may well be that there are places where we will not be welcome
with some of our programs.
Dr. BRYANT Senator, I would like to respond to two of the issues

that were containel in your last question. One is Can these countries
afford a health care system? and the other is, How long should we be
involved?
There are lessons to be taken into account in formulating legislation.

First, every country has a health care system, for better or for worse,
and one of the challenging things to those of us in this area is how can
we help them make the best use of whatever delivery resources they
have, whether 30 cents per person per year or 30 dollars. The more scarce
the resources, the more careful must be the thinking and concern
about how to use them. No country need be excluded because of their
limited resources.
A second issue is that of how long should we be involved in a

country's problems. Dr. Taylor's history of involvement in India is
a splendid example of how long it takes to learn about the problems,
to decide what to do about them, to implement programs, to evaluate
those programs, and then to begin to try to disperse the knowledge
earned there. We should speak in terms of clusters of years. I know this
provides legislative difficulty, but long-range planning of involvement
is exceedingly important.

Senator HUGHES. As you well realize in all or our health legislation,
we never get a program for over 3 years. We wind up with 3 years,
because we have difficulty in the House and Senate and conferences in
the appropriation of funds.
We can try to write legislation for cluster of years but the practical

political prospects for such legislation are not good. I don't want to
mislead you.
I want to get a couple of things in the record before I close here

today. I am going to submit to you a few important questions that can
help us structurally in designing this measure.

First, in your opinion, should there be or can there be a matching
requirement from the developing nations?
Dr. TAYLOR. I think there should be.
Senator HUGHES. This could be in dollars, manpower training, an

exchange in services, or something?
Dr. TAYLOR. As long as it is kept flexible, I think it is important.
Senator HUGHES. The preservation of dignity almost requires it.
Dr. TAYLOR. This is a good way of finding out whether it is some-

thing they want. What one could avoid there is a one to one matching
to the same in all countries.
Senator HUGHES. The other thing that I think I got on the record,

but I want to ask it again very clearly. In legislating should we avoid
trying to dictate what the kinds of projects are going to be conducted?
Should we let the host nations determine what the projects should

be?
Dr. BRYANT. I would favor a partnership approach to this matter

in which individuals from this country and abroad negotiate with one
another toward the identification of problems most important in that
particular setting, rather than saying that we should accept without
question what the recommendations of another country are, any
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more than we should insist that they accept without question what our
recommendations are.
Dr. TAYLOR. I just wanted to add to that to keep in mind some long-

term goals while we are involved with some short-term activities that
will produce this awareness of the long-term need on their part in
some instances is a way of handling this partnership negotiation.

It comes out of a working situation oftentimes, rather than just
negotiating around in an office in a ministry where things become very
artificial.
Senator HUGHES. Let me raise another point. I am in a complete

confusion about how to cope with this legislatively. Perhaps there is a
way. Can you furnish us information as to what other so-called
developed nations are doing around the world?
I am talking now of England, France Russia, and China. What are

they doing, and should this affect our Nation's effort?
If you have that kind of information we should be aware of it. I

won't ask you to state it now but I would appreciate it if you would
furnish it to the committee. I am assuming as I listen to your testi-
mony this morning, that there are several areas where there would be
spin offs that would be beneficial to our own country. As you know
we are experiencing population migrations and difficulties in health
delivery in the inner cities and the rural areas of this Nation.
I would think we would get a positive benefit from any world health

program.
Dr. BRYANT. It is a wide open two way street. Some of the most

innovative and constructive ideas that are now being incorporated
into our own health care system were born abroad. The use of physi-
cians assistants is 40 years old in Africa. The development of clinics
for the under-5-year old children in New York City came out of
Nigeria.
Some of the methodology that Carl Taylor is developing, his ana-

lytical approach to the roles of health personnel in health care systems,
has equal applicability to our situation here.
And new concepts evolving here will be applicable aboard.
Dr. TAYLOR. May I comment on this, because in our research pro-

gram we are deliberately developing this sort of effect. That is in two
areas. One is ideas and the other is people.
In the idea area, I think we can say without any doubt that the

innovative developments in the health care in the United States are
manifested in the HMO's and so forth have been lifted as concepts
from experiences overseas.
Many of these programs were being developed by U.S. individuals,

Rockefeller Foundation and others, many years gao, overseas, and
the ideas that were started as seeds of trying things out in situations
where they were too poor to do anything else, where the lack of money
and resources forced them to be thinking in terms of cost effectiveness
and efficiency and best use of resources, that innovative thinking, of
course, was then built into the whole WHO framework of what should
be the basis of health planning around the world, and now has become
available as we have become finally aware of the needs of the poor in
this country.
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We are now able to capitalize on this back and forth flow of ideas,
this functional analysis methodology and so forth.
We developed this project in Turkey and India, and we are now

engaged in an international comparative study under the World
Health Organization sponsorship where these same methods are going
to be used in Russia, in Poland, in Yugoslavia, and in the Bureau of
Indian Health Services in this country, in a Harlem health center
area, and in Louisiana, the same pattern of process of functioning to
be filled.
It is useful to get down to the key questions of just what is important

to do and how to get it done and what people. The other matter of the
exchange of people has been particularly dramatic in our situation, be-
cause we have had a program for about 7 years of what we call inter-
national health residence.
These are young men who go out for a 2-year residency to work in

the international setting where they actually provide services of a
research or training type, or they get involved in the organization of
health centers.
For awhile we were embarrassed, because these people we thought

we were training for the sort of career service that Jack Bryant was
talking about were sucked into the vacuum in the United States. We
now have our international health residents. More than half of them
are serving in the ghettos of the United States, in Watts and Wash-
ington and Chicago, and in the Appalachian health centers.
The demand for people that have this sort of practical training and

especially the sort of change in orientation that comes in there in
their whole approach to health as a process of changing of people in
ways much beyond their health conditions is becoming valuable as a
training of people that we need right back here.
So what we are now beginning to visualize is people who flow back

and forth.
(The information requested by Senator Javits appears on p. 184.)
Senator HUGHES. Of course, you are getting at a concept I wanted

to get into in relation to our medical universities.
Dr. TAYLOR. That is right.
Senator HUGHES. I believe we really have to do something about the

general practitioner and their orientation. One rural physician who
has practiced for 12 years, tells me that 90 percent of the work he does
could be done without his having to see the patient, 90 percent of it.
Dr. TAYLOR. That is the same figure we found in Punjab.
Senator HUGHES. That is interesting. This requires a complete re-

orientation in our own country as well, doesn't it?
Dr. BRYANT. There is a subtlety that must be not lost in this matter

of international relationships—countries look at one another in de-
ciding what is an acceptable change. One obstacle to the broader use
of auxiliary personnel, is the perception of the medical professionals
in less developed countries of the standards of care in the more de-
veloped countries. Many of them have been educated in the west
where they learned that only MD's diagnose and prescribe treatment,
and when the issue comes up as to why the auxiliaries cannot take care
of those 90 percent, there is strong resistance to it.
As we change our patterns of health care in this country, using

more nonphysicians to do this work, it will probably support change
in less-developed countries.
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I would like to make a further point with respect to the roles of
universities in changing health care systems. Health care systems are
very strongly people dependent.
Health care systems cannot be changed simply by redesigning them.

The health personnel who are going to implement the new system
require re-education, and the universities play a very important role
in that. When the health care system is redesigned but the universities
continue to train personnel to do something else, then we have a
mismatch. The universities should participate in all major efforts
directed toward improving health care.
Senator Rua-11Es. That was the reason for the tie-in between Ameri-

can universities and foreign universities was so interesting and in-
triguing to me. I am interested in how it was funded and the nature of
the projects. I think more and more that this is essential. I can see
the flow back and forth through that pipeline as being as important
to us as it is to them.
I think it is crucial that in a program such as this, that the develop-

ing nations understand that we are also trying to learn from them.
Gentlemen, I am going to bring this hearing to a close this morning.

I do want to thank both of you. Your testimony is invaluable to us as
we begin developing concepts and legislation for the future.
This is also a new area of undertaking, or at least a new area of

understanding for the common legislator. All of us are going to have
to learn in this process.
I think it might be helpful to you if Senator Javits' assistant could

transcribe what he said so you can get a clear record of his request.
I would like to ask you if you could to respond to what we consider

to be critical questions in the legislative process. I also want to express
the great appreciation of Senator Javits and myself and other members
of the subcommittee for your willingness and your time and effort and
your energy in this presentation to us this morning. Your insights
based on your experience have been most instructive.
Thank you, very much. The hearing is closed.
(Whereupon, at 12:33, p.m. the special subcommittee recessed, to

reconvene at 10 a.m., Wednesday, June 7, 1972.)
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U.S. SENATE,
SPECIAL SUBCOMMITTEE ON INTERNATIONAL
HEALTH, EDUCATION, AND LABOR PROGRAMS,

COMMITTEE ON LABOR AND PUBLIC WELFARE,
Washington, D.C.

The special subcommittee met, pursuant to notice, at 10:12 a.m.,
in room 5302, New Senate Office Building, Senator Harold E. Hughes
(chairman of the special subcommittee) presiding.

Present: Senator Hughes.
Staff members present: Mary Ellen Miller, professional staff

member; and Marvin B. Jones, professional staff member.
Senator HUGHES. The Subcommittee on International Health,

Education, and Labor Programs will come to order. The Chair calls
Dr. Arthur Sackler, publisher of the Medical Tribune and chairman
of the International Task Force on World Health Manpower for the
World Health Organization. I want to apologize to you and the other
witnesses for being late this morning, but I had some appointments.
If you would identify your colleague properly for the record.

STATEMENT OF ARTHUR M. SACKLER, M.D., PUBLISHER OF THE
MEDICAL TRIBUNE AND CHAIRMAN OF THE INTERNATIONAL
TASK FORCE ON WORLD HEALTH MANPOWER FOR THE WORLD
HEALTH ORGANIZATION, ACCOMPANIED BY JOHN T. GRUPEN-
HOFF, PH. D., EXECUTIVE SECRETARY, INTERNATIONAL TASK
FORCE ON WORLD HEALTH MANPOWER, WORLD HEALTH
ORGANIZATION

Dr. SACKLER. Dr. John Grupenhoff.
Mr. Chairman, I have a rather lengthy statement which I will

submit for the record.
Senator HUGHES. It will be entered in the record following your

testimony.
Dr. SACKLER. I Will summarize.
Senator HUGHES. Very fine.
Dr. SACKLER. I am Arthur M. Sackler, M.D., chairman of the

International Task Force on World Health Manpower for the World
Health Organization. The task force is an advisory body to, but not an
organ of, the WHO. The mission of the task force is to study and stimu-
late, initiate and evaluate innovative approaches for increasing
world health manpower.
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Today, after a superpower detente, America and the world confront
a gap—a health care gap, a gap more deadly than the missile gap and
a gap more dangerous than the credibility gap. Closing the health care
gap can contribute to the quality of life today; not tomorrow, not the
day after tomorrow.

Closing the health care gap can benefit every citizen of the United
States as well as every nation in the world.
For a people with a history of medical missions, the United States

has fallen upon sad days. A nation that had been world "creditor" in
the field of medical manpower, medical research, and medical care, this
country is now a health debtor nation, a "welfare recipient" of un-
official medical "missions" from the poor and less affluent nations of
the world.
To staff our own hospitals and institutions, the United States now

drains doctors and nurses from the limited, modest, if not impover-
ished, pool of health manpower of less developed countries.
One of each three residents in U.S. hospitals is trained abroad—

and 7,000 residencies remain unfilled.
Also, this Nation presently is losing part of the lead it has had in the

field of medical research. The United States today is not first in terms
of longevity, but sixth; not first in terms of low infant mortality, but
16th.
The United States cannot long live as an island of relative medical

affluence in the ocean of disease and hunger which characterize the
developing and poor nations of the world.
At one time it was easy to establish quarantines for smallpox and

the plague. Today in the world of jets, we cannot isolate the effects
of disease. In an age of transistors, we cannot quarantine the contagion
of addiction.
Today in respect to ideas as well as illness, we are truly one world—

in which technology is shrinking space and time.
The time is long past when our priorities should be dictated by either

hysteria or headlines. The world will not solve the population explosion
with the "pill," and control of disease calls for more than capsules of
medications.
The average American in middle America has as big a stake in your

deliberations here as a resident in schistosomiasis-infected Africa or
the diarrheal-infected barrios of Latin America or the slums of South-
east Asia. Do we have to wait to repeat the sad experience of the past?
There is no quarantine procedure which can successfully isolate

America from all the inflictions plaguing man in other countries.
The lesson of heroin is here for all to see. For millennia marihuana had

been used endemically in many areas of the world. It was transplanted
to this continent. For generations opium had been endemic in many
parts of the world. It was transplanted to this country.
For years heroin plagued the ghettos, but most people shrugged

their shoulders and turned their backs—what did that have to do with
you and me?
The psychic contagion of heroin first broke through the geographical

boundaries of the ghettos where it was originally endemic. It spread
to different ethnic groups, different social and economic strata, and in
some sections of this country became an epidemic.
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The psychic contagion of drugs has now burst through national
boundaries in the same way as alcoholism, and, like alcoholism, is
threatening to become a pandemic, affecting peoples the world over.
Hopefully, the world will confront a new era in international rela-

tions. It will be a phase of multinational cooperation and will extend
the principles of coexistence. Health provides a unique opportunity
to bridge over the differences and to set new precedents and patterns
for a world of peace.
In the area of health, bipartisanship is as practical as it can be

promising, and health has many reciprocal interrelationships with the
major concerns of this special subcommittee.
As to venereal disease and the sexual revolution, those who think the

problem is restricted to the psychic contagion of addiction, the lessons
of venereal disease reinforce the message we must bring to all peoples.
Success after success greeted the researchers and practicing physicians
as venereal disease was wiped out in section after section.
But while man tends to rest on his laurels, the spirochete and

gonococcus do not. We today confront the worst epidemic of venereal
disease in 50 years. This is not a local manifestation. As so many
different aspects of disease, it is a worldwide phenomenon.
I bring these matters up because I think that every American, every

parent, and all our youth have a stake, a very personal stake in those
issues which constitute the domain of world health.
Our stake in world health goes beyond the area of what some may

call social diseases—such as addiction and venereal infection. There
is virtually no disease of either impoverishment or ignorance or under-
development from which this country is exempt.
Likewise, despite the difference in our social systems and despite the

differences of the state of industrial development, there is virtually no
experiment in health care distribution which does not have appli-
cability in some measure to this country as well as virtually every
major country in the world, and I believe the testimony brought forth
yesterday before this subcommittee bore on this point.
The problems of adequacy of health manpower, of the efficiency in

their use and of the distribution of their services are problems that are
a common denominator which we share with nations as big as China
and Russia and those as small as Israel and Venezuela.
Most acute diseases are soluble—the commonest, acute problems of

world health are easily soluble today. They do not depend upon great
breakthroughs in science or technology—they depend upon simple
organization and fiscal measures.
The enlightened self-interest of this co- untry can stimulate others to

a higher commitment. The cost in budgetary terms is modest to the
point of being fiscally inconsequential in the totality of national econom-
ics. Compared to the effort to place a man on the moon, compared to
the ingenuity, the technical unknowns, the numbers of men and the
billions involved, we speak of something so simple that no one could
characterize it as child's play.
An international effort in the field of world health compared to the

space effort has the stakes completely and totally reversed.
The stakes are higher—the cost low. The world can win healthy

lives for hundreds of millions; the United States can earn not only
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scientific but human credibility at a cost that would be a pittance even
if it were compared to the price of a single booster rocket.
The exploration of the moon stands as a "skymark" of man's

achievement, even as we wait for some fallout of this incredible techni-
cal breakthrough to reach you and me and the man in the street.
A growing commitment on the part of the United States to world

health can achieve miracles in freedom—freedom from death and
disease. The cost would be a pittance compared to a small contract
overrun.

Isn't it about time for us to stand back and look at ourselves? We
are supposed to be homo sapiens, thinking men. In 1971, the total
budget for the World Health Organizations was $73 million of which
the United States, I am proud to say, contributed nearly one-third.
Another 134 nations also contribute. What is this total WHO,budget

equal to? Less than the cost of three 747's, or 16 hours of battle in
Indo-China; about one-tenth of the budget of the New York City
Health Department; or one-sixth the amount Americans spend annu-
ally on chewing gum (they spend $457,380,000).
Perhaps I should not use these comparisons because I would like to

be among the first to seek to maintain world health as an issue outside,
beyond, and above politics.
I have therefore included in an appendix an overview of various in-

ternational health efforts and there are more detail in relationship to
these points in the full report.
WHO means as much to Americans as it does to Belgians and Zam-

bians. And while continents may be separated by water and nations
by boundaries, health as a reflection of science and technology is
indivisible and inseparable. Let us examine how the United States
has benefited from the international aspects of science, medicine, and
health. Let us see why the United States must become a more active
participant and a greater contributor.
We know that for 480 years smallpox plagued the Americas as it

had the rest of the world for millennia. Recently, in a period of 8 months,
no case of smallpox was discovered in all the countries of this hemi-
sphere and in his year end 1971 report, Dr. Candeau, Director General
of WHO, stated:
Programs of smallpox eradication begun in the fifties and intensified in 1967,

steadily reduced the extent and severity of the problem . . . Although the search
for unrecognized foci of infection continues, it now appears that we may in the not
too distant future be able to celebrate a major achievement in the history of medi-
cine—the eradication of a disease from an entire hemisphere.

It is interesting to note the history of this achievement of man. For
centuries in China and in the Middle East a procedure called variola-
tion was used. This was an attempt to produce a mild smallpox infec-
tion to achieve immunity.
The pin pricks which now protect our children originated more than

a thousand years ago. At that time, scabs from smallpox lesions were
used for inoculations to protect against smallpox in China; the intro-
duction of dried, preserved, less virulent smallpox material were needle
pricked into the skin in central Asia.
For hundreds of years these measures were used to protect the

beauty and market value of slaves in Turkey and Africa. Lady Mary
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Wortley Montague, wife of a British Ambassador then in Constanti-
nople
' 
was probably the first Westerner to have her children inocu-

lated for smallpox. The procedure was thus called to the attention of
the West.
A Greek physician performed the variolation. She carried the idea

back to England where, after seven criminals and six orphan children
had been inoculated and demonstrated to be immune to smallpox
infection, the children of the English royal family were variolated.
Much later, Edward Jenner, a pupil of John Hunter, observed that

cowherds and milkmaids who had had cowpox were immune to small-
pox. In 1796, an 8-year-old boy was inoculated by Jenner with pus
taken from milkmaids' cowpox pustules.
A few weeks later, the boy was "challenged" with smallpox matter.

He was found immune. Jenner's report was rejected by the Royal
Society of Medicine in England. It was not confirmed by other British
doctors.
His observations, however, stimulated Von Ferro, an Austrian, to

innoculate his own children, and he proved and confirmed Jenner's
work. And thus still another nation was added to the roster of those
who contributed to the development of preventive measures which is
now a standard in all countries of the world.

Senator HUGHES. Dr. Sackler, I am going to have to interrupt the
hearings. The vote bell rang about 7 minutes ago, and I have to Vote
on the floor of the Senate. I will have to recess for 10 minutes and then
I will be back. I am terribly sorry. The committee is recessed until the
call of the gavel.
(Whereupon, a brief recess was taken.)
Senator HUGHES. The hearing will come to order, and you may pro-

ceed again, Dr. Sackler.
Dr. SACKLER. As I was saying American children today have thus

been protected by the observations of Chinese and Middle Easterners,
the bravery of a British noblewoman, the intelligence of an English
physician, and the industry and vision of an Austrian.
Today the world has the assurance of experience to which has been

added the skills and technology of WHO. No child need lack a safe
vaccine of assured potency.
From time immemorial malaria has been a killer and a crippler.

Even in the 1950's 3 million people died each year from the malaria-
infected bite of the Anopheles mosquito and one-third of a billion
people suffered the weakening effects of this disease.
Add to this toll the increase in deaths from other causes when com-

plicated by malaria.
Physical and mental development of children is impaired. The

survival of newborn is lowered. Malaria saps not just a person, but a,
people. It retards their commerce and industry. It has barred the de-
velopment of fertile and fruitful areas of the world.
Once again the international nature of a fight on disease

has been demonstrated. The Indians in Peru first noted that the cin-
chona bark could suppress a fever sympton. Modern man uses an
extract, quinine, which was first isolated by two Frenchmen, Pierre
Pelletier and Joseph Caventou.
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It was a Frenchman, Alphonse Laveran, who demonstrated the
malarial parasite in the blood. Two Americans, T. T. Smith and F. L.
Kilborne, identified the Anopheles mosquito as the vector, or pusher
of this disease.
DDT was first synthesized in 1874 by 0. Zeidler, a German from

Strasbourg, and it was the genius of a Swiss chemist, Paul H. Muller,
which made DDT a practical measure for eliminating the Anopheles
nosquito in its breeding place, thus preventing transmission and re-
ducing the need for antimalarials.
Once again we see a classic example how a disease can be fought

only on a multinational basis.
Mr. Chairman, one of the principal points I wish to make today is

that the World Health Organization has accomplished great things for
the citizens of all countries on a relatively modest budget. There is
every reason to believe that much more could be accomplished in
world health by an expansion of the WHO budget.
I advocate such an expanded budget and I advocate a leadership

role in this effort by the United States. Appendix II of my statement
contains a brief analysis of the overall WHO budget and the U.S.
contribution to that budget.
At present, the regular WHO budget is approximately $73 million

per year. The United States pays about 30.8 percent of this amount,
or a mere $24 million.
Recent legislative developments in this country, however, threaten

to reduce even this relatively small U.S. contribution and consequently
weaken WHO's program efforts around the world. As you know, the
House of Representatives voted on May 18 of this year to reduce the
U.S. contribution from 30.8 percent of the WHO regular budget to
25 percent.

If this provision stands, it would represent, in my opinion, a giant
step backward. The weakening of the WHO just at the time when it is
achieving remarkable success would be a great tragedy.
I would recommend that the United States maintain its share at

30.8 percent and challenge other nations to increase the total funding
of WHO so that even as our percentage share is maintained, all
nations would combine to increase the operating funds of this vital
world agency. On a cost-benefit basis, such a step would be a logical
one.
Today the greatest challenges face medicine. The greatest threat to

American health are new plagues and old, chronic diseases. Their
origins are international and their solutions may be, too.
From our experience with the control of other plagues, malaria,.

measles, smallpox, typhus, typhoid, it becomes clear that the solutions
to those plagues did not reside within the boundaries of one country
alone. They grew out of experiences of peoples and the contributions
of men of medicine and science of many nations, of different regions,
and of varying backgrounds. What was true in those instances was
also true in the launching of the atomic age.
One can multiply these examples in medicine again and again to

demonstrate the need for international practice and participation in
the fight on diseases. Science, like medicine, has no national boundaries.
All Americans should be conscious of how the United States opened the
atomic age.
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When a horror of history drove scientists from Europe, America
gathered them in. We survived the war and the nature of the future
was determined. Think of the names which make up the foundations
of the atomic revolution: Albert Einstein, a German; Liza Meitner,
an Austrian; Leo Szilard, a Hungarian; Enrico Fermi, an Italian.
The roster of regions and nations is significant, and to them,

America added an Oppenheimer and a Groves.
The lesson is simple. It would only be an arrogance of ignorance

that would lead us to believe that any one nation has such a monopoly
of skill and intelligence that it alone can solve all such problems. In
addition to this scientific reality, there is another very real and prac-
tical aspect—the battlefield on which disease must be fought and its
victims are scattered all over the world.
The studies to be truly penetrating would be best if they were

worldwide in range. And even more mundane is the fact that we may
save enormous sums of money because differences in national costs
are such that many research projectss can be less expensively carried
out in other areas of the world.
We do not know when we may confront once again an epidemic like

that of the influenza of 1918-19. It was then that 20 million people,
more than twice the number who died in World War I, lost their
lives. In that great influenza pandemic, an estimated 700 million per-
sons contracted the disease.
For those familiar with the epidemiologic problems associated even

with the more recent Asiatic flu and those sensitive to the unpre-
dictability of changes in viruses, the situation presents a constant
nightmare.
Are we as a nation taking the possibility of a deadly pandemic

seriously enough? Dr. Joshua Lederberg, the Nobel laureate, testifying
before a House subcommittee in December 1969 said:

There is a considerable amount of self-delusion that the antibiotics will take
care of any bacterial infection * * * that virus infections will somehow then be
taken care of although when you see a pandemic like the Hong Kong flu you have
a foretaste of what can happen * * * something like 20 to 30 percent of the
world's population was affected by this virus. It was not a particularly lethal one
but it is only a minor accident that it is not a lethal virus.

Fortunately we do have the WHO epidemiologic warning network.
If we did not, we would have to create one. It is my belief that this
network and related WHO activities are worth the total cost of the
U.S. contribution when one considers the time it saves, the lives it
spares, and the reduction in losses caused by epidemic disease.
The Agency for International Development distributes most U.S.

international health moneys. AID is located in the Department of
State, divorced organizationally from the international medical ex-
pertise—such as exists in the Department of Health, Education, and
Welfare—and the international traditions of the U.S. Public Health
Service.
But even in AID, the last few years have seen a decline in funds for

health programs. AID funds are, of course, handled on a bilateral
rather than a miltilateral basis.

Interestingly, its expenditures for population control which con-
stituted a small fraction of its total expenditures in 1966, has increased
so that by 1970 and subsequently this one program alone was three
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times larger than the U.S. contribution to WHO and it matched
WHO's total regular budget for the year.
We hear much about the reordering of priorities. It is always well to

reexamine and reassess our efforts. The question arises as to how the
United States can get the biggest medical bang for its buck.
It is my opinion that the intergovernmental, multilateral invest-

ments made in WHO can offer the largest return for each dollar
expended both for the people of the United States and the peoples of
the nations around the world that the United States would want to
assist.
When it comes to matters of health, I would be the last to recom-

mend budgetary reductions in any area. What is needed above all is
an increase and a supplementation of all efforts and, in particular, our
support to WHO.
From this brief summary it is clear that the need for U.S. support

of WHO is not yet understood by the public, has not been promoted
by the organized medical community, and has virtually no support
from those very government agencies who should be providing the
thrust for this essential, enlightened effort. This lack of support has
been evidenced in several ways.

1. U.S. delegates to the WHO Assembly have consistently voted
against the budget proposed by the WHO and have sought lower
funding.

2. Presently the United States is moving to supplement or bypass
WHO activities by supporting other international agencies such as
NATO.
I have spoken as an individual physician, not as a representative of

WHO. I have spoken as an American interested in the health of our
people as well as the health of others. I have spoken as a father who
recognizes that the freedom from disease and freedom from addiction
of our children is closely linked to the same freedoms for children
throughout the world.
I have spoken as a concerned citizen who believes that disease and

epidemics which are international in origin and multinational in char-
acter again can best be tackled on an international and multinational
basis. I have spoken as an individual who has observed the debt that
each individual nation owes to its fellow nations for the solution of so
many of the basic problems of science, most particularly in the areas
of medicine.
Senator HUGHES: Thank you, Dr. Sackler. I regret to inform you

that a vote bell has sounded on the floor of the Senate, and I must go
back to vote.
In the interest of all of you, these are health votes we are voting on.

I apologize for recessing again. I will be back as soon as I can. The
hearing is recessed.
(Whereupon, a brief recess was taken.)
Senator HUGHES. The committee will be reconvened. Dr. Sackler, do

you have anything to add to your statement?
Dr. Sackler, could you tell me how many years you have been

familiar with the WHO organization?
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Dr. SACKLER. I've worked with WHO for about 2 and a half years.
Senator HUGHES. Are you familiar with their programs and their

work around the world.
Dr. SACKLER. I have a general idea of their programs, but my

function is primarily focussed on world health manpower.
Senator HUGHES. What do you consider the greatest health need of

a developing country?
Dr. SACKLER. Health manpower.
Senator HUGHES. That is your present familiarity. We are attempt-

ing to structure legislation and we must form a basis for legislation
in the subcommittee. Did you hear the testimony yesterday?
Dr. SACKLER. I was not present, but I did receive a report on it.
Senator HUGHES. Do you have any ideas which would be helpful to

us in structuring legislation to meet the health manpower needs?
Dr. SACKLER. I believe the preparation of special budgets directed

at this problem can give enormous yields. There is a tremendous gap
between what we can do in health care services and what we can
actually deliver, and the reason for that gap is that there are just not
the people available to deliver them, and that is true for the United
States as well as the rest of the world.

Senator HUGHES. What are the attitudes generally of the developing
nations toward WHO?
Dr. SACKLER. I think that their attitude is a relative one. The

outlook would be very dismal for them if there was not WHO, and I
think that they are encouraged to seek assistance.
There are many problems involved. Most nations would like to

have the same type of hospitals and the same type of medical services
as we have, even though this is not necessarily relevant to the problems
of the world. What is needed in the world today, frankly, are not more
cardiac surgeons, or cardiac transplants. It is the availability of simple
and practical measures for the most common diseases that confront
people.
For example, in the area of infant mortality, almost 80 percent of

infant mortality can be wiped out with what we now know and with
the training of personnel in the areas of simplified medicine.
Dr. GRUPENHOFF. Senator, if I may add to that, one of the interest-

ing problems that the underdeveloped countries fear being entangled
in bilateral relationships, because that seems to make them allies of
whatever powers are furnishing the money.
As a consequence, the WHO and the UN-affiliated agencies are

about the only place they can turn and about the only place the
governments will have support from the populations in turning to in
order to get some health problem solved.
Senator HUGHES. Do you think the admission of Red China will

alter the U.S. position in WHO?
Dr. SACKLER. I hope so ultimately. I think the use of bearfoot

doctors in Red China has demonstrated what can be accomplished
with our present knowledge with the addition of manpower trained
in basic procedures.
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Dr. GRUPENHOFF. Senator, if I might comment on that, also. As you
may know, on the 18th of last month, the House passed an appro-
priations measure which called for a decrease to 25 percent of appro-
priations from 30.84 for WHO and other U.N.-affiilated operations.
It is my feeling that this was a direct result of the feeling on the

part of the people in the House, anger about the admission of Mainland
China and the exclusion of Taiwan from the U.N.

' 
but that has had

a very important effect already in the underdeveloped countries, as
I saw when I recently visited the South American and Caribbean areas.
So the situation is that the House has already passed because of

their pique over Red China's admission, appropriations measures
cutting down unilaterally to 25 percent in spite of our treaty obli-
gations the amount of money we currently give to U.N. and U.N.-
affiliated agencies.
I know in the Senate the subcommittee and the full Committee

on Appropriations have marked up a bill and the bill report was
recently issued. In that bill, the 25-percent figure remains, but the
25 percent becomes operative the first of the next calendar year.
On the House side it was the first of the fiscal year. The Senate

gave more leniency to the first of the calendar year. However, the
point is to be made that the administration vigorously opposed on
the House side this unilateral cutting down by 25 percent, and it
was administration amendment proposed on the House side, which
was defeated 202 to 154.
In the Senate, I understand, the administration is hopeful it can

rally its Senators against this unilateral cut to 25 percent, and the
administration's argument and President Nixon's argument in his
message on international affairs recently the comment made by the
President was that we cannot do this unilaterally.
We have to do it thorugh negotiation. The negotiation process

takes place in 1974. To do this cutting to 25 percent unilaterally is
to do the same thing we have been blaming the Russians and others
for, not supporting the proper amount of their commitments, for
example, to the peacekeeping operations and to other areas of
operations.
So that very shortly, I am convinced, a vote will come up in the

Senate, and I am hopeful that the administration forces will attempt
to rally those friendly Senators to their banner, and I am hopeful
that other Senators will agree to attempt to stop this unilateral cut of
25 percent.
It represents for WHO an immediate cut of $5 million, $5 million

this year, and for WHO, for example, this year is already half through
so it would mean a cut back of one-twelfth of the amount of money
we have been giving immediately, and WHO has already suffered
severely because of our devaluation of the dollar.
So that caused cutbacks in WHO. Again we seem to be moving

toward cutting them back again, and I was in the Caribbean and
South America just at the time this bill was passing in the House of
Representatives, and I listened to BBC broadcast which was re-
translated down there, and they were commenting on the effect this
would have on the underdeveloped countries.
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I was in Guiana at the time when I listened to this, and the Pan
American health organization people and the WHO people were
shocked, as was the Government.
So it came home to me very strongly what kind of impact this would

have in underdeveloped countries.
Senator HUGHES. Apparently the charge has been made that the

WHO is drawing its staff from experienced physicians of developing
nations thus decreasing the resources of the developing nations? Is
there any truth to this?
Dr. SACKLER. I could not comment on that.
Dr. GRUPENHOFF. I could not comment on that, either.
Please let me take this opportunity to submit the following charts

dealing with the health picture in developing countries.
(The charts referred to follow:)

THE BEGINNING OF DEMOGRAPHIC
CHANGE IN CEYLON, 1900-1959
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Table I - REPORTED CASES AND DEATHS FROM COMMUNICABLE DISEASES IN

THE THREE REGIONS OF THE AMERICAS, 1965 AND 1966
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Dr. SACKLER. I think it would be fitting to call attention to a
report that was prepared for the Subcommittee on National Security,
Policy, and Scientific Development of the Committee on Foreign
Affairs of the U.S. House of Representatives by Freeman Quimby.
I think this sort of report can provide an essential base for legisla-
tive considerations, and it represents, I believe, a classic and land-
mark study to which attention should be directed. The material should
be more fully used.

If you ask what can be accomplished, I think these hearings
here are one of the elements that are essential in taking any steps
forward. We need the education of our public, and of both Houses
of Congress as to the scope of the problem and what it can
accomplish.
Senator HUGHES. Have you had the opportunity to contact many

Senators and Congressmen as a representative of WHO?
Dr. SACKLER. Very few. As an individual, I have to be exceedingly

careful that I represent myself as an individual and am not en-
gaged in lobbying for WHO.
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Senator HUGHES. I was wondering about your experiences and
how many of them are knowledgeable concerning the activities of
the World Health Organization?
Dr. SACKLER. I would think if they knew more about it that the

appropriations would not be a problem.
Senator HUGHES. That is a diplomatic answer, Dr. Sackler. It

would be appropriate in any country. I am afraid, that the educa-
tional process which you are talking about, by committee hearings and
so on, and certainly this is a begining, but it does not attract much
in the way of dissemination to the general public.

Perhaps it will help in the congressional educational process, but
general knowledge of WHO and what it does and what it means to
this country and the fact that it is a two-way street and not some
sort of a giveaway that does not benefit people in this country is
exceedingly important. I think we should always stress the benefits
that we receive in the areas of medicine and health delivery when
we try to gain support for these programs.
Dr. SACKLER. I think it is significant that your committee is hold-

ing these hearings, because most people have no idea of the de-
pendence of the United States upon the contributions of scientists in
different countries throughout the world.

If you are wanted to get a picture of what our medicine would be
like today without insulin, for example, without sex steroids, without
antibiotics, without antihypertensives, it would be pretty hard for a
physician to function in handling most of the problems he confronts.

Insulin, for example, was based upon the work of two Canadians,
Banting and Best, and the recent oral hypoglycemias were the result
of the work of French and German researchers.
Sex steroids was dependent upon the work of German and Swiss

chemists, and without them there would be no oral contraceptives
today.
In regard to antibiotics, which are so essential in the control of

infections, it was the British who did the most basic work and most
recent contributions in the field of tuberculosis have been made by
Italian scientists. In regard to antihistamines, we were dependent
upon the original work done by French scientists. In regard to the
agents for control of high blood pressure, again we have the con-
tributions that have been made not only by American scientists but
also by Swiss and British research.

Therefore, it is particularly fitting that we approach the problems
of health not from a regional or highly localized point of view, but
from the point of view of the total international community, because
these are the ways in which these problems have been solved.
You might be interested in some idea of the costs that can be saved

by that approach. It was a French discovery that gave us chloro-
promazine and that was the first of the major drugs for the control of
mental disease, the control of psychosis, and data that I have obtained
indicates that in the 14-year period between 1955 and 1969 in the
United States alone, we saved $3.6 billion in hospital construction as
a result of this discovery, and we saved about $1.7 billion dollars in 1
year alone on care of patients who would otherwise have been in
mental hospitals.
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In the 14-year period, we have probably saved $10 billion to $12
billion in regard to one disease, serious mental diseases, as a result of a
discovery made by a French biochemist.
Dr. GRUPENHOFF. Senator, I would like to add a sentence or two

there. It is interesting to see how much our support for the world
health organization has cost. The United States, it is 12 cents per
citizen. AID for all of the U.N. and U.N.-affiliated agencies is $1.57
per person and that is the 1970 figure.
That is compared to $373 just for the support of our military.

establishment. So we can see that the 12-cent figure is very, very
small, almost miniscule. Another interesting statistic is, according to
the New York Times, the latest moon shot cost $500 million. All of
the AID since the world health organization was established in the
1940's is about $170,000, or two-fifths of the cost of the moon shot.
Senator HUGHES. $170 million?
Dr. GRUPENHOFF. $170 million. I am sorry.
Senator HUGHES. Thank you for your time and your contribution

to the deliberations of this committee. I am sure it will be beneficial
to us and to the country and the world.
Thank you.
(The prepared statement of Dr. Sackler follows:)
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I am Arthur M. Sackler, M. D. , Chairman of the

International Task Force on World Health Manpower for the

World Health Organization. The Task Force is an advisory

body to, but not an organ of, the WHO. The mission of the

Task Force is to study and stimulate, initiate and evaluate

innovative approaches for increasing world health manpower.

The World Health Gap 

Today, America and the world confront a gap—a health

care gap, a gap more deadly than the missle gap and a gap

more dangerous than the credibility gap. Closing the health

care gap can contribute to the quality of life today; not tomorrow,

not the day after tomorrow. Closing the health care gap can

benefit every citizen of the United States as well as every nation

in the world.

For a people with a history of medical missions, the

United States has fallen upon sad days. A nation that had been

world "creditor" in the field of medical manpower, medical

research and medical care this country is now a health debtor,

a "welfare recipient" of unofficial medical "missions" from the

poor and less affluent nations of the world. To staff our own
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hospitals and institutions, the U.S. now drains doctors and

nurses from the limited, modest, if not impoverished pool

of health manpower of less developed countries. One of

each three residents in U.S. hospitals is trained abroad—

and 7,000 residencies remain unfilled.

Also, this nation presently is losing part of the lead

it has had in the field of medical research. The United States

is not first in terms of longevity but sixth; not first in terms

of low infant mortality but 16th. The United States must look

both to itself and abroad for a constructive, not an agonizing,

reappraisal of health priorities and needs. The United States

cannot long live as an island of relative medical affluence in

the ocean of disease and hunger which characterize the devel-

oping and poor nations of the world. Nor would it wish to live

as an island of second-class medical care in a smaller sea of

developed, industrialized nations with better health services,

more health manpower and higher quality health performance.

No nation could, even if it wished to, quarantine itself from

the impact of disease or the developments of science in the

world about it. Throughout the Christian era great pandemics

devastated Europe and the near east. But it was not until 500

years after the depopulating pandemic of the Black Death that

nations sought to join together in the fight against disease.

(see Appendix I)
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At one time it was easy to establish quarantines

for smallpox and the plague. Today, in the world of jets,

we cannot isolate the effects of disease. In an age of trans-

istors, we cannot quarantine the contagion of addiction.

Today, in respect to ideas as well as illness, we are truly

one world—in which technology is shrinking space and time.

The time is long past when our priorities should be

dictated by either hysteria or headlines. They must rest

upon the fundamentals which govern health and a stable

society. The world will not solve the population explosion

with the pills, and control of disease calls for more than

capsules of medications. We do not try to solve food shortages

by transporting corn in leaking vessels—nor can we solve

hunger by providing wheat to feed men, women and 'children

whose gastrointestinal disease and diarrhea prevent food

absorption or who promptly lose food through unhealthy

excretion. An unhealthy population is an unstable population,

unable to hold jobs or work, unable to absorb or retain food,

unable to balance its human with its physical resources.
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An American's Stake in World Health 

The average American in middle America has as

big a stake in your deliberations here as a resident in

schistosomiasis-infected Africa or the diarrheal-infected

barrios of Latin America or the slums of southeast Asia.

Do we have to wait to repeat the sad experiences of the past?

There is no quarantine procedure which can successfully

isolate America from all the inflictions plaguing man in

other countries. Is not the lesson of heroin here for all to

see? For millenia marijuana had been used endemically in

many areas of the world. It was transplanted to this continent.

For generations opium had been endemic in many parts of the

world. It was transplanted to this country. For years heroin

plagued the ghettos, but most people shrugged:their shoulders

and turned their backs—what did that have to do with you and

you and me? But it did, as we now know. The psychic con-

tagion of heroin first broke through the geographical boundaries

of the ghettos where it was originally endemic. It spread to

different ethnic groups, different social and economic strata,

and in some sections of this country became an epidemic.
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The psychic contagion of drugs has now burst through

national boundaries in the same way as alcoholism, and

like alcoholism is threatening to become a pandemic,

affecting peoples the world over. We are putting scores

of millions into the fight against drugs but this battle can-

not be fought on our terrain alone. If we are to under stand

the chronic effects of opium and hashish, we will have to

conduct studies where chronicity of their use has had a

long history. The geography of other addictions, such as

alcoholism, and some of its relations to other diseases

such as cancer of the esophagus provides clues which must

be tracked down in multinational studies. Drugs, like

disease, cannot be isolated and Americans must in all

humility recognize that we have much to learn and gain

from the world around us even as in the past we had much

to give.
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Venereal Disease and the Sexual Revolution 

For those who think that the problem is restricted

to the psychic contagion of addiction, the lessons of venereal

disease reinforce the message we must bring to all peoples.

Success after success greeted the efforts of researchers

and practicing physicians as 7enereal disease was wiped

out in section afte r section. But while man tends to rest

on his laurels, the spirochete and gonococcus do not. We,

today, confront the worst epidemic of venereal disease in

fifty years. This is not a local manifestation. As so many

different aspects of disease, it is a world-wide phenomenon.

The sexual revolution which took place almost a generation

ago in the Scandinavian countries has been followed by what

some would call an "enlightenment" and others a "plague"

on virtually every continent. The mixture of new social mores

and a new contraceptive technique, the pill, have been explosive

in regard to the spread of venereal disease.

I bring these matters up because I think that every

American, every parent and all our youth have a stake, a

very personal stake in those issues which constitute the domain

of world health.
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All Countries Learn From Each Other

Our stake in world health goes beyond the area of

what some may call ''social diseases"—such as addiction

and venereal infections. There is virtually no disease of

either impoverishment or ignorance or underdevelopment

from which this country is exempt. Likewise, despite the

difference in our social systems and despite the differences

of the state of industrial development, there is virtually no

experiment in health care distribution, no pilot project in

medical education, no innovation in the use of auxiliary or

paraprofessional health manpower which does not have ap-

plicability in some measure to this country as well as to

virtually every major country in the world. The problems

of adequacy of health manpower, of the efficiency in their

use and of the distribution of their services are problems

that are a common denominator which we share with nations

as big as China and Russia and those as small as Israel and

Venezuela.
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Most acute diseases are soluble—the commonest,

acute problems of world health are easily soluble today.

They do not depend upon great break-throughs in science

or technology—they depend upon simple, organizational

and fiscal measures. The enlightened self-interest of

this country can stimulate others to a higher commitment.

The cost in budgetary terms is modest to the point of being

fiscally inconsequential in the totality of national economics.

Compared to the effort to place a man on the moon, com-

pared to the ingenuity, the technical unknowns, the numbers

of men and the billions involved, we speak of something so

simple that one could characterize it as child's play. An

international effort in the field of world health compared

to the space effort has the stakes completely and totally

rever sed.

The stakes are higher—the costs low—the world

can win healthy lives for hundreds of millions; the United

States can earn not only scientific but human credibility

at a cost that would be a pittance even if it were compared

to the price of a single booster rocket. The exploration
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of the moon stands as a "skymark" of man's achievement,

even as we wait for some fall out of this incredible technical

break-through to reach you and me and the man in the street.

Has not the time come for greater efforts here on

earth to make life better for all our people now? Has not

the time come for a health greeting from the people of

the United States to the people of the world? The cost of

such an effort, of an earth-bound exploration of man's

willingness to help man, would be so small and the fall-out

for all the peoples of the world, as well as for each and

every American family, would be so great as to be virtually

incredulous. A growing commitment on the part of the

United States to world health can achieve miracles in

freedom—freedom from death and disease. The cost would

be a pittance compared to a small contract overrun.
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What About the Cost?

Isn't it about time for us to stand back and look

at ourselves? We are supposed to be homo sapiens,

thinking men. In 1971, the total budget for the World

Health Organization was $73 million of which the United

States, I am proud to say, contributed nearly one-third.

Another 134 nations also contribute. What is this total

WHO budget equal to? Less than three 747's, or 16 hours

of battle in Indo-China; about one-tenth the budget of the

New York City Health Department; or one-sixth the amount

Americans spend annually on chewing gum (they spend

$457, 380, 000).

Perhaps I should not use these comparisons be-

cause I would like to be among the first to seek to maintain

world health as an issue outside, beyond, and above politics.

Regardless of the fact that it may be good politics and that

it may be the supreme form of international diplomacy,

greater U.S. participation in the advancement of world

health can be justified on other grounds. It can be justified

by both pure altruistic humanity or the most selfish form of

personal and national self-interest.

83-607 0 - 72 - 6
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I have included, as Appendix I, a brief overview

of the history of international health efforts. The end

result, to date, has been the development of the World

Health Organization.

What Does WHO Mean for People?

WHO means as much to Americans as it does to

Belgians and Zambians. And while continents may be

separated by water and nations by boundaries, health as

a, reflection of science and technology is indivisible and

inseparable. Let us examine how the United States has

benefited from the international aspects of science, medicine

and health. Let us see why the U.S. must become a more

active participant and a greater contributor.

World Medicine, WHO and Smallpox 

We know that for 480 year s smallpox plagued the

Americas as it had the rest of the world for millenia.

Recently, in a period of eight months, no case of smallpox

was discovered in all the countries of this hemisphere and

in his year-end 1971 report, Dr. Candau, Director General

of WHO, stated:
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"Programmes of smallpox eradication begun in

the 1950's and intensified in 1967, steadily reduced the

extent and severity of the problem ... Although the

search for unrecognized foci of infection continues, it

now appears that we may in the not-too-distant future

be able to celebrate a major achievement in the history

of medicine—the eradication of a disease from an entire

hemisphere."

By 1971, it was believed that smallpox had been

eliminated from most of the world and reduced to endemic

proportions in just six nations.

It is interesting to note the history of this achieve-

ment of man. For centuries in China and the middle east

variolation was used. This was an attempt to produce a

mild smallpox infection to achieve immunity. The pin

pricks which now protect our children originated more

than a thousand years ago. At that time scabs from smallpox

lesions were used for inoculations to protect against smallpox

in China; the introduction of dried, preserved, less virulent

smallpox material were needle-pricked into the skin in
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central Asia. For hundreds of years these measures

were used to protect the beauty and market value of slaves

in Turkey and Africa. Lady Mary Wortley Montague, wife

of a British ambassador in Constantinople, was probably

the first Westerner to have her children inoculated for

smallpox. A Greek physician performed the variolation.

She carried the idea back to England where, after seven

criminals and six orphan children had been inoculated and

demonstrated to be immune to smallpox infection, the

children of the English royal family were variolated.

Much later EdwardJenner, a pupil of John Hunter,

observed that cowherds and milkmaids who had had cow pox

were immune to smallpox. In 1796, an eight year old boy

was inoculated by Jenner with pus taken from milkmaids'

cow pox pustules. A few weeks later the boy was "chal-

lenged" with smallpox matter. He was found immune.

Jenner's report was rejected by the Royal Society of Medicine in

England. It was not confirmed by other British doctors.
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His observations, however, stimulated Von Ferro, an

Austrian, to inoculate his own children. And, thus, still

another nation was added to the roster of those who con-

tributed to the development of a preventive measure which

is now a standard in all countries of the world. American

children today have thus been protected by the observations

of Chinese and middle easterners, the bravery of a British

noblewoman, the intelligence of an English physician, and

the industry and vision of an Austrian.

Today the world has the assurance of experience to

which has been added the skills and technology of WHO. No

child need lack a safe vaccine of assured potency. Innocula-

tion is simple. Immunity is easily achieved. No nation need

lack field supervision or be deprived of the benefits of sur-

veillance and containment for smallpox.
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WHO and Malaria

From time immemorial malaria has been a killer

and a crippler. Even in the 1950's, three million people 

died each year from the malaria infected bite of the Ano-

pheles mosquito and about one-third of a billion people 

suffered the weakening effects of this disease. Add to this

toll the increase in deaths from other causes when compli-

cated by malaria.

Physical and mental development of children is im-

paired. The survival of newborn is lowered. Malaria saps

a people. It retards their commerce and their industry. It

has barred the development of fertile and fruitful areas of

the world.

Once again the international nature of a fight on dis-

ease has been demonstrated. The Indians in Peru first noted

that the cinchona bark could suppress the fever symptoms.

Modern man uses an extract, quinine, which was first isolated

by two Frenchmen, Pierre Pelletier and Joseph Caventou.
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It was a Frenchman, Alphonse Laveran, who demon-

strated the malarial parasite in the blood. Two Americans,

T. T. Smith and F. L. Kilborne, identified the Anopheles

mosquito as the vector, or "pusher" of this disease. DDT

was first synthesized in 1874 by 0. Zeidler, a German from

Strasbourg; and it was the genius of a Swiss chemist, Paul

H. Muller, which made DDT a practical measure for elim-

inating the Anopheles mosquito in its breeding places, thus

preventing transmission and reducing the need for anti-

malarials.
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Who Funds the World Health Organization?

Mr. Chairman, one of the principal points I wish

to make today is that the World Health Organization has

accomplished great things for the citizens of all countries

on a relatively modest budget. There is every reason to

believe that much more could be accomplished in world

health by an expansion of the WHO budget. I advocate

such an expanded budget and I advocate a leadership role

in this effort by the United States.

Appendix II of my statement contains a brief analysis

of the overall WHO budget and the U.S. contribution to that

budget.

At this point, however, I would like to point out that

the WHO budget has been increasing in recent years at a

rate just a bit above the general increase in the cost of

living.

At present, the regular WHO budget is approximately

$73 million per year. The United States pays about 30.8%

of this amount, or a mere $24 million.
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Recent legislative developments in this country,

however, threaten to reduce even this relatively small

U.S. contribution and, consequently, weaken WHO's

program efforts around the world. As you know, the

House of Representatives voted on May 18th of this year

to reduce the U.S. contribution from 30.8% of the WHO

regular budget to 25%. If this provision stands, it would

represent, in my opinion, a giant step backwards. The

weA,kening of the WHO just at the time when it is achieving

remarkable success would be a great tragedy. Indeed, we

should be increasing rather than reducing our contribution,

and other nations should step up their contributions as well.

I would recommend that the U.S. maintain its share

at 30.8% and challenge other nations to increase the total

funding of WHO so that even as our percentage share is

maintained, all nations would combine to increase the

operating funds of this vital world agency. On a cost-benefit

basis, such a step would be a logical one. The WHO programs

have proved to be remarkably successful and, as I have tried

to point out, the U.S. gains directly and indirectly whenever

the general health of the world is improved.
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New and Old Plagues Threaten America and the World 

Today, the greatest challenges face medicine. The

greatest threat to American health are new plagues and old,

chronic diseases. Their origins are international and their

solutions may be, too.

From Europe, the toxic addiction of alcohol was

inflicted upon the American Indian. They gave in return the

toxic addiction of tobacco. The physical cold of northern

lands and the psychic discomfort in all climates cause men

to 'seek surcease in "the fruits of the vine," and the skills of

brewing and distillation. In the warm and rich soil of tropical

countries had flowered the curse of marijuana and the, poppy.

In regard to the latter, it is interesting to observe the inter-

national aspect of the vector of narcotic addiction. From the

Golden Triangle of Laos, Burma, Thailand, and from the

fields of Turkey and Iran flow the fruits of the poppy to be

processed with European technology and routed through dif-

ferent continents. Those responsible for the fight against

narcotic dissemination know that the vector is international,

that the fight against it can only be effective through inter-

national cooperation. Unhappily, in respect to the two worst
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addictions in the world, the vector is not a mosquito or

a seedy looking man. The pushers are national governments,

respectable businesses and organizations which profit from

the trade. At a recent meeting, in April, of the American

Psychiatric Association in Dallas, Dr. Donald Greeves

charged the U.S. government to be a "pusher" of alcohol

through price cutting and marle ting in its military post

exchanges, and overseas embassies. The U.S. subsidizes

tobacco growing. We daily witness the great lie of the

advertising of the "pushers" who seek to identify the deadly

habit of cigarettes with masculinity and glamour, and falsely

and misleadingly associate it with the open range and the

shady glen. Too often many of us serve as unwitting

"pushers" of addiction as we make a social custom of

disseminating disease with the offer of a cigarette and with

the "hospitality" of our cocktails. A Spanish psychiatrist

reported recently that one-half the psychiatric beds in Spain

are occupied by alcoholics and in one-fourth of the cases

social drinking was the source of the problem.
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These problems are international. The U. S. and

other nations push their trademarked cigarettes throughout

the world. Nations of every political and social complexion

push their particular brand of the most dangerous of all

all, alcohol - Canadian Whiskey, U. S. Bourbon, Scotland's

Scotch, England's Gin, France's Cognac, Denmark's

Aquavit, Russia and Poland's Vodka, Mexico's Tequilla,

and so on and on.

The white plague of heroin, though not more deadly

than alcohol in the number it kills, is constantly in our

consciousness. I indicated before how truly international

is the method of spread of this plague. I stated one belief

that only through international efforts could the policing of

narcotics be effective.

At this point, I would like to address a much more

fundamental issue. There is a core problem in addiction

regardless of whether it manifests itself with heroin or

hash, with cigarettes or alcohol. The causes which lead

to the need for narcotic drugs or for substances which relieve

anxiety or emotional discomforts must be studied and defined.
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When understood, they will be susceptible to correction

or control. It is humbug and hog wash to attribute the

development of narcotic dependence to a so-called pill-

taking, swinging society. Marijuana and the poppy,

alcohol in all its forms, all antedate by hundreds of

years the first pills made by man. The use of addicting

agents evolved out of man's age-old reaction to physical

and psychic discomforts and his discovery that he could

deaden or dull these, or that he could escape by taking

himself, out of this wp rld." The ritual use of alcohol,

the cactus and the sacred mushroom were all a response

to a painful inability in man to master or adjust to his

environment. As the ritual hallucinogens burst out of

their religious context into a profane society, they pro-

duced devastating effects through their undisciplined,

unstructured, unrestrained abuse. When we scan the

spectrum of psychotropic substances from alcohol to

mescaline, marijuana to the opiates, from the sacred

mushroom to the peace pipe's descendent, trie modern

cigarette, we observe that the range of societies involved

from ancient time to today have implicated virtually every

continent, not for scores of years, but for untold thousands.
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From our experience with the control of other

plagues, malaria, measles, smallpox, typhus, typhoid,

it becomes clear that the solutions to those plagues did

not reside within the boundaries of one country alone. They

grew out of the experiences of peoples and the contributions

of men of medicine and science of many nations, of different

regions and of varying backgrounds. What was true in

those instances was also true in the launching of the atomic

age.

Science Has No National Boundaries 

One can multiply these examples in medicine again

and again to demonstrate the need for international partici-

pation in the fight on disease. Science, like medicine, has

no national boundaries. All Americans should be conscious

of how the U.S. opened the atomic age. When a horror of

history drove scientists from Europe, America gathered

them in. We survived the war and the nature of the future

was determined. Think of the names which make up the

foundations of the atomic revolution: Albert Einstein, a

German; Liza Meitner, an Austrian; Leo Szilard, an

Hungarian, Enrico Fermi, an Italian. The roster of regions
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and nations is significant. And to them, America added

an Oppenheimer and a Groves.

The lesson is simple. It would only be an arrogance

of ignorance that would lead us to believe that any one nation

has such a monopoly of skill and intelligence that it alone

can solve all such problems. In addition to this scientific

reality, there is another very practical aspect—the battle-

fields on which disease must be fought and its victims are

scattered over the world. The studies to be truly penetrating

would be best if they were world wide in range. And even

more mundane is the fact that we may save enormous sums

of money because differences in national costs are such

that many research projects can be less expensively carried

out in other areas of the world.
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There Are Still Dangers Ahead 

We do not know when we may confront once again an

epidemic like that of the influenza of 1918-19. It was then

that 20 million people, more than twice the number who died

in World War I, lost their lives. In that great influenza

pandemic, an estimated 700 million persons contracted

the disease. For those familiar with the epidemiologic

problems associated even with the more recent Asiatic flu

and those sensitive to the unpredictability of changes in

viruses, the situation presents a constant nightmare.

Are we as a nation taking the possibility of a deadly

pandemic seriously enough? Dr. Joshua Lederberg, the

Nobel laureate, testifying before a House Subcommittee in

December 1969, said that "There is a considerable amount

of self-delusion that the antibiotics will take care of any

bacterial infection... that virus infections will somehow

be taken care of although when you see a pandemic like the

Hong Kong flu you have a foretaste of what can happen...

something like 20 to 30 percent of the world's population

was affected by this virus. It was not a particularly lethal

one but it is only a minor accident that it is not a lethal virus."



93

-23-

He warned that we would be wise to recognize that in the

future the situation could be, to use his term, "very

much nastier."

A Senate Subcommittee investigating international

health activities put it well when it said, "The world wide

influenza epidemic of 1957 was a needed reminder ... the

disease spread from inland China in both directions around

the world to attack the United States simultaneously on both

coasts and inland." We were fortunate in 1957. That virus

was not highly virulent but there can be no assurance that a

deadly flu virus will not appear. We were also fortunate

because of the early warning of the WHO network that the

U.S. had "enough advance notice to prepare vaccines."

Interestingly, "several weeks were lost because the warn-

ing network did not include communist China." The "amazingly

low outlay (for the warning network) arises from the standard

WHO pattern of action."

83-607 0 - 72 - 7
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Fortunately, we do have the WHO epidemiologic

warning network. If we did not, we would have to create

one. It is my belief that this network and related WHO

activities are worth the total cost of the U.S. contribution

when one considers the time it saves, the lives it spares

and the reduction in losses caused by epidemic disease.

Where Does the Bulk of U.S. International Health Funds Go?

The Agency for International Development distributes

most U.S. international health monies. AID is located in

the Department of State, divorced organizationally from

the international medical expertise (such as exists in the

Department of Health, Education and Welfare) and the

international traditions of the U.S. Public Health Service.

But even in AID, the last few years have seen a

decline in funds for health programs. AID funds are, of

course, handled on a bilateral rather than a multilateral

basis. Interestingly, its expenditures for population

control which constituted a small fraction of its total in

1966, has increased so that by 1970, and subsequently

this one program alone was three times larger than the

U.S. contribution to WHO and it matched WHO's total

regular budget for the year.
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We hear much about the reordering of priorities.

It is always well to reexamine and reassess our efforts.

The question arises as to how the U.S. can get the biggest

medical bang for its buck. It is my opinion that the inter-

governmental, multilateral investments made in WHO can

offer the largest return for each dollar expended both for

the people of the United States and the peoples of the nations

around the world that the U.S. would want to assist. When

it comes to matters of health, I would be the last to recom-

mend budgetary reductions in any area. What is needed

above all is an increase and a supplementation of all efforts

and, in particular, our support to WHO.

Factors Influencing U.S. Support for WHO 

Why has the U.S. support of WHO efforts been so

modest?

1. The public knows a little about international health

activities and even less about the contribution of the

scientists and doctors of other lands to our health.
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2. With the shortage of U. S. health manpower, the

gaps in our health delivery system, the spiralling

inflation of health 'care costs divert us from inter-

national efforts. They obscure the interrelationship

of world health problems. A rising tide of political

isolation is reflected in a self-defeating health

isolationism.

3. U.S. medical practice is largely "curative" rather

than the "preventive" type of practice which charac-

terizes most inrernational health work. This thrust

is reinforced by government grants and by the medical

schools' academic programs, and reinforced by the

focus on specialties in medicine. Only recently have

the schools given more emphasis to preventive and

community medicine, largely through the emerging

departments of community medicine.

There is neither leadership nor a drive for inter-

national health program in the government agencies where

one would most expect them to originate.
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The Department of Health, Education, and Welfare

which has in the past contained large numbers of inter-

national health experts, now has turned inward. We have

abandoned the seeding of new programs and the cross-

fertilization which made world medicine what it is today.

We focus virtually all expenditures on short range, domestic

programs. HEWts office of International Health is underfunded

and understaffed.

Even the John E. Fogarty International Center for

Advanced &tidy in the Health Sciences, which was launched

so auspiciously several years ago, is now badly underfunded

and understaffed. It has become a stepchild, a foreign body

in the National Institutes of Health, where it.is organizationally

located.

From this brief summary it is clear that the need for

U.S. support of WHO is not yet understood by the public, has

not been promoted by the organized medical community, and

has virtually no support from those very government agencies

who should be providing the thrust for this essential,

enlightened effort. This lack of support has been evidenced

in several ways:
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1. U.S. delegates to the WHO Assembly have consistently

voted against the budget proposed by the WHO and have

sought lower funding. Only once has the U.S. been

recorded as being in favor of a budget, when an Assembly '

voted it by acclamation. Congressional appropriations

committees dealing with WHO budgets, despite the

nature of medical advances and the potential domestic

yields from international activities, are seldom generous.

2. Presently the U.S. is moving to supplement or bypass

WHO activities by supporting other international agencies

such as NATO. The problem is not difficult to understand.

(a) We pay about one-third of the WHO regular budget,

yet most of the WHO services we receive other

than the epidemiologic network are relatively in-

direct. Underdeveloped nations, who frequently

pay less than one percent of the budget, get direct

services. These direct services are essential to

contain diseases previously eliminated from more

advanced societies. It must be remembered that

once these vital basic costs are covered, relatively

small additional investments will make possible

services of direct interest to our country.
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(b) The U.S., along with other developed nations,

is faced with chronic health problems; metabolic

disorders, heart disease, cancer, urban pollution,

illicit and damaging use of narcotic drugs,

alcohol, and the like. WHO,bhas begun to move

in new directions. These changes can be en-

couraged not by a stagnation in WHO's budget,

but by reasonable and needed increases.

3. AID has been dropping back its commitment to health

activities (while increasing its population limitation

programs).
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In Conclusion 

I have spoken as an individual physician, not as

a representative of WHO. I have spoken as an American

interested in the health of our people as well as the health

of others. I have spoken as a father who recognizes that

the freedom from disease and freedom from addiction of

our children is closely linked to the same freedoms for

children throughout the world. I have spoken as a concerned

citizen who believes that disease and epidemics which are

international in origin and multi-national in character can

best be tackled on an international and multinational basis.

I have spoken as an individual who has observed the debt

that each individual nation owes to its fellow nations for the

solution of so many of the basic problems of science, most

particularly in the areas of medicine.
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APPENDIX I

The Development of International Health Organizations

In 1851, France, a pioneer in many areas of health

and science, called the First International Quarantine Con-

gress. Within a year 137 international quarantine regula-

tions were adopted. Within 14 years, about the time of our

Civil War, the agreement collapsed completely. The world

had to wait until 1902; then the first truly international health

office was established in Mexico City—the Pan American

Sanitary Bureau. This multinational effort grew. By 1924,

24 nations of the Americas agreed to the Pan American San-

itary Code. This organization lives today as the Pan American

Health Organization (PAHO), a major sector of the World

Health Organization.

It was only in 1903, a year after the pioneer western

hemisphere effort, that the nations of the world agreed to a

single International Sanitary Convention.

In 1919, the International Offic-- of Public Hygiene

(the so-called "Paris office") was established to deal with

quarantines and the notifications of communicable diseases.
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Following World War I, the League of Nations

was founded. Ironically, its health organization which

appeared almost as an after-thought of the League's

founders, was its most successful effort. Its budget

never exceeded $400, 000 of which only $200,000 was

governmental contributions. At no time did annual-con-

tributions to these efforts reach or exceed $300,000.

Not being a member of the League, the United States

supported the efforts of the "Paris office, " that is, the

International Office of Public Hygiene, and not the League's

health organization. Our total contributions to the League's

international health organization was about $6,000.

After World War II, the United Nations replaced

the League and a new international health agency was born—

the World Health Organization.

What is WHO?

The World Health Organization, WHO, was estab-

lished on July 22, 1946, as a specialized agency of the

United Nations. The United States became a member of

WHO on June 21, 1948. Thus, WHO began operations at
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a time when international cooperation was reaching a low

ebb. The superpowers were at a stand-off. Other powers

chose sides. The non-industrialized nations, poor and in

need of health assistance, became an area of competition

for influence. Unfortunately, even today WHO assemblies

too often serve as a verbal battleground of conflicting social

and political philosophies rather than calm and collaborative

scientific convocations seeking to establish reciprocal help.

Nonetheless, great achievements have been made. These

are thanks to WHO's health leaders, two outstanding Direc-

tors General and their staffs who, in just a score of years

of operations, have contributed to the remarkable changes

in the world health picture. Preventive medicine forges for-

ward. Research has been fostered. Sanitary, technical and

scientific standards have been established. Expert committees

have documented their updating consensus in critical areas of

health. Many health workers have been trained. Over 25,000

WHO fellowships have been given. Considering the small

amounts of money available, the dividend yield has been great.

For small nations, Fa rticularly, miracles of health have been

achieved.
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APPENDIX II

World Health Organization Financial Support

and the U.S. International Health Support Effort

It is important to understand how WHO is sup-

ported financially and how it spends that money.

Data over a ten year period shows the evolution

of the WHO budget and U.S. assessments:

TABLE 1.-- RECENT EVOLUTION OF THE WHO BUDGET AND U.S. ASSESSMENTS (CALENDAR YEAR)

Year
WHO

regular budget

Percent
increase over
previous year

U.S.
assessment

Percent U.S.
assessment to
regular budget

1971  2 573.230, 000 8.2 323, 648.660 30.87
1970 67,650. COO 8.9 21, 680,810 30.87
1969
1068 

62,
56.

121, 700
123, 000

10.7
7.8

19, 533,
18, 075,

130
620

31,24
31.20

1967 
1066

52,
44,

075, 600
481, 800

11.7
12.6

16, 627,
13, 578,

320
420

31.20
31.20

1965
1964

39,
34,

507, 000
542, 750

14.4
13.6

12, 327,
10, 852,

120
040

31.29
31.29

1963 30,394, 100 22.2 9, 611,280 31.12
1962 24,863, 800 20.7 7, 657,430 31.71
1961 19,780, 448 16.9 5, 999,700 31.70

1 Figures obtained from Office of Int:I-national Health, Public Health Service. In 1958 a statutory limitation was placed
upon the U.S. payirent which required that fur any 1:scal year it could not exceed percent of the total assessments of
tile active members of WHO for that year.

= Proposed.

We note that while increases have occurred each

year, there has been a generally downward trend since

1963 in percentages, so much so that, with inflation of

six to seven percent per year in medical services (the

rate in the U.S. has been higher), there has been little,

if any, increase in WHO health "buying power" in the past

few years.
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How Much Does the U.S. Contribute in Dollars 

The U.S. share, the largest of any nation (shares

are measured by a complex formula of over 35 indices of

a country's well-being) has remained about 30%. (The

Soviet Union is about 12%, United Kingdom about 7%, France

about 5%, Federal Republic of Germany 4%, etc.) Most of

the underdeveloped nations contribute less than 1%.

Presently, the U.S. assessment is about $24 million.

What does this mean in terms relative to its economy?

It is approximately:

- One dollar out of every 800 dollars of the Federal

Government's health appropriation.

- One dollar out of every $2,000 which U.S. citizens

spend for all forms of health care;

- Less than 50 cents of each $100 of overall U.S. tech-

nical assistance to the lesser developed countries.

As we have put it before, our contribution is equal

to the cost of one 747 aircraft, or 5 hours of cost of battle

in Indochina in 1969.
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Congressman Carey of New York. recently stated

"The budget of the World Health Organization is one-tenth 

that of the New York City Health Department". New York's

population is 8 million. WHO's $73 million regular budget

is taken up in international health programs for nearly four

billion  people.

What Other Funds Does WHO Administer?

Funds collected by UNICEF, monies from PAHA,

and special contributions for technical and special research

programs are also administered by WHO. Table 2 below

shows for a typical year, 1968, how other programs are

channelled through WHO.

TABLE 2.—SOURCE AND AMOUNT OF TOTAL FUNDS ADMINISTERED BY WHO, INCLUDING TOTAL U.S.
CONTRIBUTIONS (1908)

Source of funds

1968 obligatons
for activities

funded directly U.S. contributions
or indirectly to WHO

by WHO activities-1968

Regular budget.
DROP: Expanded program of technical assistance U.N. Special Fund 

956. 123. 000
7, 616. 526

$17.989, 000
3, 046. 810

Voluntary funds for health protestion 
International Center for Research on Cancer..

6.922.419
1,600. 000

1, 288,930
150. 000

UNICEF 17, 000, 000 12, 000, 000
PAHO (regular and other) 14. 589, 460 8,479, 825

107.073, 731 43,249, 645
Fu nds- ino-ttar ul st  2, 860, 499  

These additional programs are administered and

coordinated by WHO with its other projects.
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Senator HUGHES. The Chair calls Dr. Ehrlich, Director of the
Office of International Health of the Department of Health, Educa-
tion, and Welfare.

STATEMENT OF DR. S. PAUL EHRLICH, JR., DIRECTOR OF THE
OFFICE OF INTERNATIONAL HEALTH OF THE DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE

Dr. EHRLICH. Mr. Chairman, it is a pleasure for me to have the
opportunity to appear before this committee as you consider the health
needs and resources of the developing countries. The timing is espe-
cially fortunate since I just recently returned from participating in
the 25th World Health Assembly in Geneva.
The World Health Organization is playing an ever increasing role

in the search for better health for all the peoples of the world and I
comment further on this later in my statement.

While I realize these hearings are primarily directed to the health
problems of the developing countries, my remarks today will neces-
sarily consider these matters in a broader context. This more general
approach is essential to a proper perspective of the many multinational
interrelationships involved in health.
The health problems of the developing countries and indeed, any

country, cannot be resolved in a vacuum since they are an integral
part of the total national society in which they exist, and equally
important, reflect international patterns of disease and health con-
ditions.
Health is truly universal in character and there is a striking simi-

larity of problems among all nations, despite obvious economic, social,
and political differences.
We are all aware of debate going on in this country concerning our

own problems in this field. On balance it is no doubt accurate to say
that the American people are among the healthiest in the world.
Nevertheless as Secretary Richardson has said:
Compared with other industrialized nations, the record of the United States in

prolonging life expectancy and preventing infant mortality is not impressive. By
these two measures * * * it is abundantly clear that many Americans are receiv-
ing inferior care and many of our basic health care needs are not being met.

The benefits of health care are unevenly distributed among the
people of this country, costs for health services have spiraled higher
and higher, and our shortages of professional health personnel are
familiar, and as yet, unsolved problems. This situation and these facts
are not strikingly disparate from many other countries, developing or
developed, rich or poor, large or small.

This administration's proposals in the health field, now pending
before Congress, are important steps to help meet these problems. They
are designed to fit the unique cultural and societal patterns in the
United States while drawing on experience from the other parts of
the world.

It must be accepted that medical advances are no longer reserved
to the privileged and sophisticated developed countries. There is a
commonality of purpose and need that make it possible for all to
contribute to the goal of universal better health. The developing
countries are contributing to these efforts alongside the more advanced
nations.
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There is no monopoly on brains, skills, and ingenuity when it comes
to health. The United States has produced many Nobel Prize winners
in medicine but has much to learn from other countries in the delivery
of health services and the utilization of manpower. Each nation has
its strengths and weaknesses and the sharing of knowledge and ex-
perience has been an enduring medical tradition.
The miracles of technology in transportation and communication

have caused the world to shrink in many ways, not the least of which is
the resultant mobility of disease. The lives of Americans are affected by
health conditions in the remotest corners of the world.

Traditional quarantine practices are no longer adequate to protect
endangered populations from epidemics occurring in a remarkably
transient world society. New and lethal viruses are being identified
thousands of miles from our shores but there can be no guarantee they
may not become unwelcome immigrants here.
In short, it is self-evident that in the world of today it is impossible

to make a distinction between domestic and international health—the
two are one. It is a truism for both the developing and the developed
nations.

There is no panacea to offer any country for the solution of its health
problems. The principal hope for, if not the very survival of, mankind
depends on the exchange of medical knowledge and personnel in the
health professions. This hope for the future is nourished by the in-
herent capacity of health to rise above ideological, political, and
economic differences.

It is this spirit of humanitarian cooperation that has stimulated
man over the years to put aside all other differences when it comes to
matters of health. It pervades all societies.
In health, there has been no Iron Curtain. The recent signing in

Moscow, during the President's summit meeting with the Soviet
leaders, of a new agreement for cooperation in medical science and
public health was a most significant event. It marked a further giant
step in the organized cooperative program in health between the
United States and the Soviet Union which dates back to 1956, an
arrangement that has survived many periods of strained diplomatic
relations.
The new agreement is a major expansion of our past activities and

we will now embark on a program of planned, long-range collaboration
in mutually agreeable subject areas of high priority to both countries.
My point in singling out this example of international cooperation is
simply this—the preservation of human life and the alleviation of
suffering and pain speaks a common language that transcends the
geographical, political, and cultural barriers among all nations.
One of the most important avenues of the modern world for advanc-

ing the health of all people is the World Health Organization. Too
many people are only vaguely aware of the past and present role of
this organization in world health, and more importantly, its ever-
increasing potential as a major factor in accelerating the rate of
progress in enhancing the well-being of all mankind.
I believe the definition of health as set forth in the WHO constitution

provides a perspective and conceptualization of health which should
be basic to any discussion of this subject. It reads, and I quote,
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"Health is a state of complete physical, mental, and social well-being
and not merely the absence of disease and infirmity."

Using this principle as a guide for its programs and policies
' 
WHO

has made a unique contribution to worldwide advances in health.
Despite its modest budget as measured by the tasks it faces WHO
has, in many instances, provided the essential leadership and 

faces,

necessary to attack the national, regional, and global health
problems of a constantly changing world.
The Organization commands a prominent position of influence on

the health conditions of every country and the impact of its policies
and programs is of much larger proportion than the size of its staff and
its financial resources would indicate.
The United States has consistently supported a leadership role for

WHO. Moreover, it is the policy of this administration to increasingly-
channel foreign assistance through voluntary contributions to multi-
lateral organizations. It is important then that the United States
actively and energetically participate in the affairs of the Organization.
The responsibility for the professional and technical liaison between

the United States and WHO is delegated to the Department of Health,
Education, and Welfare. This clearly is one of our more important
international health functions.

Recently we have taken the lead in the various WHO forums to
press for a more specific definition of priorities for program planning
purposes. We have identified four critical areas deserving a higher
concentration of attention and resources by the Organization—first,
the development of basic health services: second, the expansion of
health manpower; third, disease control; and fourth, environmental
health.
These priorities indicate our conviction that there is a need to

develop and strengthen the health infrastructure and delivery systems
of all countries, both developed and developing, and we are using our
influence to direct WHO programs resources to these problems.
I wish to emphasize once again the commonality of purpose and

need in these areas, and, although it i , generally assuir ed that WHO
assistance is predominantly oriented in favor of the developing
countries, the United States has much to gain and learn from the
experience and data generated by these WHO activities.
There is no question that our motivation for involvement in inter-

national health is a mixture of both the traditional American heritage
of humanitarianism and of self-interest and self-preservation.

All of our so-called international health activities, in the final
analysis, are extensions of our domestic responsibilities. I have already
commented on the international interrelationships of health in a
modern technological world society and our vested interest in strongly
supporting the World Health Organization.
Our concept of foreign assistance in health has also undergone a,

drastic change with the realization that the Lnited States is not
uniquely qualified to be an exporter of health expertise. Our role is
more properly one of a partner in seeking ways and nieans of combin-
ing resources to jointly solve problems of mutual interest. Bilateral
cooperation is a better term for describing these programs than foreign
assistance.

83-607 0-72 8
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It is significant that bilateral cooperation has been rapidly expanding
in recent years. The United States-Japan cooperative medical science
program and the L.S.-L.S.S.R. health cooperation program are only
two examples of the Department's bilateral international health activ-
ities which provide for mutual benefits.
The professional support furnished by HEW to the Agency for

International Development is a resource. rich in knowledge and expe-
rience useful to our domestic program planners. A major area which
typifies this principle of "feedback" is population and family plan-
ning. The experience of other countries, and in many instances,
primarily the developing nations, has contributed immeasurably to
the fund of knowledge on this critical problem that has served to
guide ug to the development of our own policies and programs.

Other examples are the overseas research programs of the National
Institutes of Health and the other health agencies of the Department
which are directed toward the fulfillment of our domestic missions.
The National Library of Medicine's activities in international

biomedical communications are designed to benefit the American
medical community and at the same time advance the health sciences
throughout the world through the interchange of medical knowledge.
The consumer protection programs of the Food and Drug Adminis-

tration have played a major role in improving the standards of food
and drugs not only in this country but in many other nations. It is
much more sensible to educate the producing countries in the methods
and procedures necessary to meet suitable quality standards than to
run the risk of tragedy striking down innocent American victims
where the only recourse is then the withdrawal of a product already
distributed.
Import controls at best can only be based on sampling techniques.

International efforts to identify and eliminate the problem at the
source is far more effective and realistic.

There are many more illustrations I could cite on the international
involvement of HEW which are relevant to the health problems of
the developing and developed countries, including the United States.
In the interest of time, I will be happy to submit for the record a more
detailed resume of our international programs and responsibilities.

Senator HUGHES. Thank you very much. We will be happy to
receive it.
(The information referred to follows:)
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SUMMARY OF HEW INTERNATIONAL HEALTH ACTIVITIES 

I. OFFICE OF INTERNATIONAL HEALTH 

The Office of International Health, Office of the Assistant
Secretary for Health and Scientific Affairs serves as the focal
point. in the Department of Health, Education, and Welfare for
policy guidance and program coordination relating to interna-
tional health. The Office provides assistance and guidance to
the international activities of the health agencies, prepares
analyses and evaluation of selected international health
policies and programs as a resource for domestic program planning
of the Department, and provides professional and technical
assistance to the Department of State. The Health Services and
Mental Health Administration and the Food and Drug Administration
each have a small international unit and the Fogarty International
Center serves the National Institutes of Health as a coordinating
point for international activities of that Agency.

II. PURPOSE AND SCOPE 

HEW participation in international health affairs serves three
principal purposes:

1. the improvement and protection of the health of
the American people;

2. the exchange of information and experience to enhance
our own health capabilities and to contribute to the
advancement of health around the world;

3. the support of U.S. foreign relations, especially
with regard to bilateral and multilateral health
matters, through the provision of professional advice
and assistance to the Department of State.

All three purposes directly relate to the fundamental premise
on which all HEW international health activities are based --
the health of the American people is inseparable from that of
all people in the world.

HEW international health activities may be grouped under seven
general headings:
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1. Research
2. Official Bilateral Agreements

3. International Training and Fellowships

4. Consumer Protection
5. Disease Prevention, Surveillance, and Control

6. Assistance and Consultation to other Departments

and Agencies
7. Participation in International Organizations

The scope of HEW international health programs defies precise
measurement. The activities conducted in each of the above
seven categories are diverse and reflect the broad span of

domestic health interests. Since many of the activities are

completely interdigitated with domestic programs, identification

of where the international component begins and the domestic
ends is virtually impossible. This situation applies equally
to efforts to estimate the amount of funds expended by the
Department on international health. Expenditures for staff
costs and program operations may be made in the United States
or abroad and the funds in many instances are an integral part
of domestic program budgets.

III. HEW INTERNATIONAL HEALTH ACTIVITIES 

Brief descriptions of major HEW activities having a clearly
identifiable international health relationship are listed
below grouped under the seven general category headings.

RESEARCH

A. Overseas Research Grants and Contracts

Research grants and contracts are made to foreign institutes
and scientists as extensions of domestic responsibilities.
The research areas parallel those of domestic programs and
take advantage of foreign resour-ces which offer unusual and
unique research potential not available in the U.S. These
research projects meet the same or comparable strict
criteria and professional review as domestic grants and
contracts. They are funded by both U.S. dollars and the
Special Foreign Currency Program (U.S.-owned local currencies
in certain countries).
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B. International Centers for Medical Research and Training

A program of collaborative research and research training

between five U.S. medical schools and selected counterpart

foreign institutions. These centers afford environmental

and medical conditions of scientific interest unavailable

in the United States, to the U.S. investigator and his

foreign counterpart. The program was initiated in 1960 and

has provided continuity and stability for projects covering

specific areas of reciprocal international research of

mutual interest.

C. Overseas Research Laboratories

HEW is involved in three overseas research laboratories

which are of direct interest to our domestic programs --

the Middle America Research Unit - Panama; the Central

America Malaria Research Station - El Salvador; Cholera

Research Laboratory - Bangladesh. The Department provides
17,7,01 funds and p=r 1 nf lahnrn-

tories and they constitute an important mecticai researcn

resource to this Department.

D. WHO International Reference Centers

A number of HEW domestic laboratories serve as U.S.

participants in the worldwide system of WHO reference

laboratories in various specific disease categories.

Funding is provided by WHO to support this work.

OFFICIAL BILATERAL AGREEMENTS 

A. US-USSR Agreement on Health Cooperation

The US-Soviet Exchange Program dates back to 1958.

Agreement was reached at the recent Summit meeting in

Moscow for a major expansion of our past activities and

to provide for a new program of long-term collaboration

in mutually agreeable subject areas of high priority to

both countries. The first areas of cooperation agreed

on are. cancer, heart disease, and health effects of the

environment.
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B. US-Japan Cooperative Medical Science Program

This program was established in 1965 to undertake a

bilateral cooperative research effort in the biomedical

sciences. The program operates through six scientific

panels on choler, leprosy, malnutrition, parasitic

diseases, tuberculosis, and viral diseases.

C. US-Romanian Health Exchange Program

There has been a recent expansion in the official US-

Romanian Exchange Program which is conducted under an

overall State Department exchange agreement. This program

consists primarily of the exchange of short-term and long-

term individual scientists.

D. Other Bilateral Agreements

Less formally structured programs are based on cooperative

scientific agreements with France and Australia. The
TT C=r1A M.yinn ne-snr,nrat ,n . broad rangP
problems. Many other informal bilateral relations exist
for cooperation in health.

INTERNATIONAL TRAINING AND FELLOWSHIPS 

A. International Postdoctoral Research Fellowship Program

Postdoctoral research fellowships are awarded to young,
promising foreign biomedical scientists to facilitate the
sharilg of knowledge and information between health
resea:ch scientists of the U.S. and those of other
countries. The Fellows are nominated by committees which
have been established in about 40 foreign countries. The -
candidate must have a commitment of a position in his
home country and have made prior arrangements for research
training under a qualified preceptor in an American
institution.

B. Visiting Scientist Program

The objective of this program is to bring to the National
Institutes of Health outstanding scientists from many
nations to work in collaboratia:-: with NIH counterparts on

research problems. The appointment is by invitation only
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and is not a competitive application selection process.
The visiting scientist occupies a regular allocated posi-
tion in the institute sponsoring his invitation.

C. UN/WHO/PAHO Fellowship Program

The bepartment arranges appropriate programs for UN
Fellows receiving awards for study and training in the
United States. The majority of such fellowships in the
health field are sponsored by the World Health Organization
and the Pan American Health Organization. U.S. nationals
participate in this program for study in foreign countries.

D. Global Community Health Program

This is a professional career development program involving
one or more years of academic training integrated with
precept training generally leading to a Master of PUblic
Health or M.S. degree in a health-related field. Its
purpose is to prepare individuals to have the planning,
management and operational competencies necessary for the
organization and operation of community-wide or global-

scope health programs and systems.

E. Conference and Seminar Programs

These activities are designed to identify medical, social,

economic, and legal problems in the health field and

provide understanding and insight into these problems

through international conferences, seminars, work shops,

etc.

F. Special Exchange Programs

The Department provides education and training assistance

for certain foreign visitors coming to the United States

under the auspices of the Agency for International Develop-

ment. Other training programs are supported by the Special

Foreign Currency Program.

G. Overseas Work/Study Assignments

This program sends a limited number of HEW health profes-

sionals on assignments up to one year in foreign laboratories,
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universities or other institutions for a combined work-study

experience in a special field directly relevant to domestic

responsibilities.

CONSUMER PROTECTION 

A. Regulation of the Importation of Food, Drugs, and Cosmetics

The Food and Drug Administration is charged with assuring

that all imported products in these categories meet the

same standards and requirements as products manufactured

domestically for interstate couu-nerce. Imported food,

drugs, and cosmetics worth approximately one billion dollars

enter the United States annually.

B. Regulation and Licensing of Imported Biologics

The Food and Drug Administration conducts foreign anti-
biotics inspections to insure that those exported to the
United Stat,2s r4arr ano are. _nroutic.. cx

assure their quality. Representatives of FDA conduct
annual factory inspections of the foreign drug manufacturers.

Only those firms who propose to ship their drugs for the
purposes authorized by the Food, Drug, and Cosmetics Act
are permitted to take part, in the certification and inspec-
tion program.

C. Foreign Color Inspection

All colors to be imported to the U.S. for use in food and
drugs must be certified by the Food and Drug Administration.
At the present time, such producers are located in England,
Mexico, Germany, France, and Switzerland.

D. Shellfish Certification Program

This is a.voluntary cooperative program presently operating
between the U.S. and Japan and Canada, This is a certifica-
tion program to insure that shellfish are harvested and
processed in accord with standards prescribed by the Food
and Drug Administration.
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DISEASE PREVENTION, SURVEILLANCE AND CONTROL

A. Foreign' Quarantine Program

This program is operated to prevent the entry of persons
with immigrant and non-immigrant visas with medical
conditions that could result in their becoming a public
charge. The program also is responsible for detecting
and preventing the introduction of communicable diseases
into the United States.

B. Epidemiology Intelligence Service (EIS)

The Epidemiology Intelligence Service of the Center for
Disease Control provides emergency epidemic assistance •
and epidemiological consultative services to the States
and local health departments and to foreign countries as
requested and appropriate. The EIS has a national and
international reputation and has received commendations
from a number of foreign countries.

okANCI, ,ULMOUL,LIATIVIN

A. HEW Assistance to AID

U urn.t,x 1Jt nIiIOLNIb 1-INIJ AGENCIES 

HEW provides personnel and services to AID under several
different administrative arrangements to assist in the
conduct of U.S. foreign assistance in health areas of
mutual interest. The Department has ma]or responsibilities
under these arrangements in the operation of AID programs
including the world-wide Malaria Eradication and Malaria

Research Program; the Smallpox Eradication and Measles
Control Program in West Africa; the organization and
activation of the John F. Kennedy Memorial Center in
Monrovia, Liberia; the Population and Family Planning

Program; Health Planning and Health Sector Analysis;
Environmental Sanitation and Water Supply; Nursing; and
Health Education. These are all health fields of direct

concern to HEW. For FY 1972 it. is estimated AID will

reimburse HEW nearly $5 million for these consultative

and technical assistance services.
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B. Foreign Disaster Emergency Relief

Earthquakes, floods, epidemics and other disasters have

been occurring throughout the world with unfortunate

frequency in recent years. HEW provides health and medical

relief assistance. in such instances, primarily at the

request of and through the Department of State and AID.

C. Assistance to Department of State in Health and Medical Affairs

The professional health and medical expertise of HEW is

made available to State Department in the consideration

of technical health aspects of foreign relations and

foreign policy.

PARTICIPATION- IN INTERNATIONAL ORGANIZATIONS

A. Liaison with the World Health Organization (WHO) and the

Pan American Health Organization (PAHO)

Dy a c:clogation of authority from the Depar'nr nr

HEW serves as the official U.S. Government liaison with

WHO and PAHO on all professional and technical matters.

The Director, Office of International Health, traditionally

is appointed by the President to represent the U.S. during

our tenure on the WHO Executive Board. HEW is responsible

for assisting the Department of State in the development

of U.S. positions and policies for and the organization

and preparation of the Delegation to the annual World

Healt.1 Assemblies and PAHO conferences. The chairmen of

such elegations are always HEW health officials. HEW

has been a major contributor to WHO world programs such

as malaria and smallpox eradication, cholera control, and _

monitoring adverse drug reactions.

B. Detail of HEW Personnel to International Health Organizations

In view of both US. professional and financial interests

in international organizations, it is important that a

reasonable proportion of Americans be on their staffs,

especially in selected key positions. Under available.

authorities, small numbers of HEW health professionals are

detailed to Lntern:Tcrional organizations, .1--;7=11.7

WHO and PAHO, to assure appf.7:priate :1.axi= U.S. '_nflvlence
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in program planning and execution. HEW also assists in
the recruitment of nongovernmental American health pro-
fessionals for consideration for appointment by WHO and
PAHO.

C. Participation in Other International Health Organizations

HEW plays a major role in the health-related activities
of other global and regional organizations. These include
responsibility for the Health-Project sponsored by the
Committee on Challenges of Modern Society of NATO, parti-
cipation in the health activities of the Central Treaty
Organization (CENTO), the Organization for European
Cooperation and Development (OECD), United Nations
Children's Fund (UNICEF), Food and Agriculture Organization
(FAO), to name but a few.

IV. HEW PERSONNEL ASSIGNED FULL-TIME TO INTERNATIONAL HEALTH DUTIEF 

The number of individuals in HEW permanent positions with full-
.,-.TInnsibi1it3c, in ini-nrn,-!-innAl Aq nf

June 1, 1972 are 364. however, since DHEWS overseas activities
develop out of its domestic missions and responsibilities, it
is difficult to identify and compile the number of man hours
of work of other employees who, on a part-time basis, manage
and direct overseas activities or provide consultation or
administrative support as needed to these activities. The
Special Foreign Currency Program is an example of such activity;
it being implemented almost entirely by 100 or more project
officers for individual projects on a part-time basis.
Similarly, the eight persons reported by the Foreign Quarantine
Program are only a fraction of the personnel stationed in the
United States conducting these activities. Thus, the personnel
as well as the funds identified with international health
activities represent the minimal rather than the maximum
involvement of this Department.

PREPARED IN OFFICE OF INTERNATIONAL HEALTH
June 9, 1972
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Dr. ERLICH. In conclusion, let me say that the Department of
Health, Education, and Welfare welcomes this expression of con-
gressional interest in the importance of international health. You may
be assured we fully recognize and accept the premise that the health of
the American people is inseparable from that of all people throughout
the world. It is in this broad context that we view our efforts to combat
the common enemies of disease and disability through international
cooperation.
Thank you, Mr. Chairman.
Senator HUGHES. Thank you very much, Dr. Ehrlich. Are you

familiar with any of the testimony that was received yesterday?
Dr. EHRLICH. Only very generally.
Senator HUGHES. Let me ask you a couple of things just to get your

comments. First of all, have you had a chance to review Senator
Javits' bill (S. 3023)?
Dr. EHRLICH. Yes, I have.
Senator HUGHES. The bill states that the training of a host coun-

try's personnel must be an integral part of any aid program upon which
we embark. Our witnesses yesterday said that in developing countries
where the physicians cannot maintain their traditional role, the train-
ing of auxiliary health personnel was the answer.
That seems to be the essence of their testimony. Would you agree

that the use of auxiliaries is the key?
Dr. EHRLICH. I think it is certainly one very important aspect of

meeting the health manpower problem. I think in countries where the
ratio of population to physicians is something like 1 to 50,000, chances
of them ever, or in the foreseeable future at least, developing a ratio
that is more favorable is almost out of the question, even with a very
large influx of resources.
So we must look to personnel trained in much more modest fashions

than the training a physician receives, and entrust to these people an
increasing proportion of the types of things that have traditionally
been done by physicians.
Senator HUGHES. Dr. Ehrlich, is it true that the programs of the

Department of Health, Education, and Welfare are legally required
to be directly related to the health of the American people?
Dr. EHRLICH. Yes, sir, that is correct.
Senator HUGHES. Could you explain that to me? What does that

mean in your international programing?
Dr. EHRLICH. It means our programs must be able to demonstrate,

our international programs, that is, that they are contributing directly
to the health of the American people.
Senator HUGHES. Give me an example of that, if you will.
Dr. EHRLICH. There is one example I might use.
Senator HUGHES. Then give me two examples, one that is and one

that is not.
Dr. EHRLICH. The U.S.-U.S.S.R. bilateral agreement. It is our view

that this cooperation is going to enhance U.S. programs in the fields
of cardio vascular disease, cancer and environmental health, three areas
that we have initially agreed with the Soviets to concentrate on. They
are high priority in our country, and by working collaboratively with
them it is going to enhance the efforts of both countries to develop
research programs in these fields.



121

The second program, the U.S.-Japan program, grew out of a presi-
dential initiative in 1965. This program was designed to be a collabora-
tive research program that dealt primarily with the problems of the
people in the Western Pacific.
In this instance, it clearly was outside the authority of the Depart-

ment of Health, Education and Welfare and we had to obtain a Public
Law 86-610, section 5, presidential delegation of authority for our
participation in that program.
Senator HUGHES. How much money are you spending on these

programs internationally?
Dr. EHRLICH. Totally?
Senator HUGHES. Yes.
Dr. EHRLICH. We have estimated that the Department this year

will spend approximately $45 million on international activities.
I am hesitant to use this figure, however, because, as I have indicated

in my testimony, the domestic and international activities are very
closely interwoven, and it is very difficult to separate out what might be
identified as international expenditures versus domestic expenditures.

This figure is really an estimate of what proportion one might feel
could be identified as international expenditures, but it is a very
difficult problem to separate the two.
Senator HUGHES. Could you furnish for the subcommittee three or

four examples of what may be a cross section of what you consider
international ventures under your funding and under your authority?
Dr. EHRLICH. Yes I certainly can.
Senator HUGHES. Would you do that for the record, rather than

trying to outline them here?
Dr. EHRLICH. Yes.
Senator HUGHES. Please furnish them to us so we can get some idea

of what you are doing in the field.
Dr. EHRLICH. We will include examples of all of our international

activities in the detailed summary I offered to submit for the record
at the conclusion of my statement.
Senator HUGHES. Does this restriction, which I would call a restric-

tion, mean that HEW then can't now be directly involved in a
developing country's health program?
Dr. EHRLICH. No, not necessarily. We are involved, but generally

it is using the authority of and with the cooperation of the Agency for
International Development. For example, HEW is conducting a
program coordinated with the World Health Organization for the
eradication of smallpox in 20 west and central African countries. It
is an AID program, but it is operated almost entirely by HEW.

Senator HUGHES. Whose money are you using?
Dr. EHRLICH. AID's money.
Senator HUGHES. The contract is with the developing countries?
Dr. EHRLICH. That is right.
Senator HUGHES. That is an interesting arrangement, isn't it?
It is true with the World Health Organization?
Dr. EHRLICH. It is coordinated with the world wide eradication

program that the WHO takes responsibility for. This is a voluntary
contribution to that program on the part of the United States by
taking the responsibility for the activities in these 20 west and central
African countries.
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Senator HUGHES. Do we have any other involvement in developing
countries? Could you give me an example?
Dr. EHRLICH. In the malaria field in a similar way, utilizing AID

resources and working through AID, the Department has been
involved in the conduct of some of the malaria eradication efforts.
Senator HUGHES. What do you mean involved? Is this in an advisory

capacity?
Dr. EHRLICH. Yes, we have personnel assigned overseas to develop-

ing countries working with local nationals on the planning and imple-
mentation of programs, in this case to eradicate or control malaria.
Senator HUGHES. Are they paid by HEW, or by AID?
Dr. EHRLICH. They are paid by HEW, but then HEW is reimbursed

by the Agency for International Development. It is on the basis of
an interagency agreement.
Senator HUGHES. We appropriate the money to AID and you do

the work. Do they transfer the money over to you?
Dr. EHRLICH. That is right.
Senator HUGHES. You have already indicated the budget. You

said it is hard to sort it out. How many full-time employees do you
have? Can you sort that out, or do they have different assessments
that make it difficult?
Dr. EHRLICH. Again, there are many people working in both

areas, and it is difficult to allocate what proportion of their time might
be properly identified as international as opposed to domestic activi-
ties. We do have some figures available which I would be happy to
submit for the record if you would like.

Senator HUGHES. I would appreciate it.
Dr. EHRLICH. I will include this information in the resume of HEW

international activities which will be submitted.
Senator HUGHES. Do you have some sort of relationship with the

schools of international health?
Dr. EHRLICH. Oh, yes; the Office of International Health is a part of

the Secretary's office. Our principal responsibility is a staff responsi-
bility to the Assistant Secretary for Health and Scientific Affairs, but
in addition to that we coordinate the activities of the three health
agencies—NIH, FDA, and the Health Services and Mental Health
Administration.
Senator HUGHES. Do you have some sort of an organization chart

that you could give to us for a reference?
Dr. EHRLICH. We could supply that.
(The information referred to follows:)
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Senator HUGHES. I am having a little difficulty following you. I
would like to look at an organizational chart. Generally, what do you
think we ought to be doing in Congress in this field? Do you think we
ought to be doing a lot more, and, if so, how?
Dr. EHRLICH. That is a very difficult question and one that certainly

we have spent a good deal of time thinking about in the past several
years, but I am not sure we have any good answers. I think that, as Dr.
Grupenhoff indicated, earlier, the current action proposed by the
House and supported at least in part by the Senate will have a very
negative impact on international health, that is, the reduction of the
U.S. contribution to the World Health Organization from about 30.8
percent to 25 percent.
This kind of unilateral action is, of course, viewed around the world

with a great deal of dismay. That is one aspect of it, but secondly, the
World Health Assembly that I have just returned from, approved the
budget for 1973 which anticipated a full contribution from the United
States.

If this 25 percent limitation is made effective July 1, 1972 or January
1, 1973, the organization will immediately find itself some $5.5 million
short of the program and budget that have just been approved.

Senator HUGHES. Do you think, for example, that an international
health agency, as proposed in Senator Javits' bill, should be created?
Do you think this would help us in meeting some of the problems?

Would it increase the visibility of the international health programs?
Would it help the American people understand what we are doing?
Why we are doing it? Would it help not only increase our contribu-
tions, but our ability to benefit from their services?
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Dr. EHRLICH. We testified on a very similar bill in the House last
year, the Carey-Fraser bill, and recommended that it not be enacted.
There were several reasons for this position that we feel, and still
feel, are quite valid.

First, as I have tried to indicate in my testimony, we believe that it
is a mistake to separate international health off by itself, so to speak.
The relationship between international health and domestic health

are so close and so interwoven that separating out these international
activities into a separate agency would be a mistake.

Also, as you indicated earlier, I think it is much more difficult
under those circumstances to indicate the degree to which such in-
ternational activities have a "feedback" or a contribution to the
health of the American people and to the United States in general.
Second, that bill and the Javits bill to some extent tend to em-

phasize our providing Americans for health care purposes in the de-
veloping countries. Again, I think we feel quite strongly that inter-
national health ought to be more of a cooperative, collaborator type
venture rather than our giving to others resources that they need in
the long run to be developing themselves.

Third, I think the bill as it was proposed in general does not add
any authority that does not already exist. It would only tend to dupli-
cate existing authority.

Fourth, I might say, it did not recognize the importance of work-
ing through multinational organizations, particularly the World
Health Organization, in attempting to meet these problems.
So, for these reasons, we were opposed to the Carey-Fraser bill, and

I think they would be equally applicable to the Javits bill.
Senator HUGHES. I have had a strange experience with the Depart-

ment of Health, Education, and Welfare, not just in this subcommittee,
but in the overall Labor and Public Welfare Committee. Since 1 have
been in the Senate for the last 3% years, not once has HEW sup-
ported a program that has been developed in the committee. They
have always opposed it. Often they have the authority under the law
as it is written, but they don't want to use it. Usually they have
opposed increased funding.
I really find that a very strange set of circumstances in the field of

health. I have found it in alcoholism, in drugs, and in international
health. You know, it almost seems as if we are constantly fighting
with you over their bills.
Everyone that has been here testifying has said we are not doing

enough. Even if we supplemented this with WHO appropriations to
the fullest advantage, there would not be near enough in what is
needed in increased health.
You don't want any new legislation. And apparently you don't

want any more money. Can you tell me what you expect us to do
under these circumstances, Doctor?
To say the least, I am disappointed for you to say we are doing

enough. I am disappointed that you think we are satisfying all the
needs we can meet and that we are contributing and receiving all
that we can in international health.
Dr. EHRLICH. I have tried to indicate in my statement that we

recognize there is much more than can be done. I think the reasons
we have been opposed to the Carey-Fraser bill and, as I feel, the
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Javits bill, are for good reasons, reasons that are important in terms
of how we conduct ourselves as the largest nation in the world
internationally.

Senator HUGHES. Would you help us write a new bill that does
what you want to do and in the way you want to do it and to the
extent it ought to be done?
Dr. EHRLICH. We will cooperate with the committee in any way

that would be useful.
Senator HUGHES. Thank you very much. I don't think Senator

Javits has any proprietary pride in his own bill. We ought to be de-
veloping international programs between various agencies of our
own government, the World Health Organization, as well as the
various foundations which are doing a great deal in international
health. Somehow we should get this persepctive into the congressional
attitude where it has apparently not been before in history.
I have been shocked to find out that we are not utilizing the health

field and the expertise that is available in the health field throughout
the world, not only to alleviate the pain and suffering of mankind
but for the diplomatic use and the obvious contributions it makes to
world peace. There is such a great need for it.
I would hope, that your department would make some sort of

analysis of what the needs are and start from there. I am not talking
about what the President thinks or what the Comptroller thinks the
budget can allow.
I realize they will put prohibitions later on in the budget request,

but our job is to try to stimulate creative legislation.
You know, as one Senator sitting here, I am suspicious. In spite

of what you say I feel that much is needed and that existing law does
not cover it. I don't challenge your professional opinion that maybe
there should not be a seperate agency. The purpose of separating is
usually to increase visibility in funding.

If that is not how it should be done, fine. But if there is no other
way we can increase funding and visibility in world health programs,
what alternatives do we have? You know what I am trying to say,
Dr. Ehrlich?
Dr. EHRLICH. Yes.
Senator HUGHES. I want to thank you for your testimony, and we

will appreciate your cooperation. We will be in touch with you.
Dr. EHRLICH. Thank you very much.
Senator HUGHES. The Chair calls Dr. Lee Howard, of the Office

of Health Technical Assistance Bureau, Agency for International
Development.

Senator HUGHES. Dr. Howard, welcome. You have been very patient
the last 2 days. You have been sitting here making notes through 2
days of hearings. You ought to be raring to go. It is all yours.

STATEMENT OF DR. LEE HOWARD, OFFICE OF HEALTH TECHNICAL
ASSISTANCE BUREAU, AGENCY FOR INTERNATIONAL DEVELOP-
MENT

Dr. HOWARD. Thank you, Mr. Chairman. In response to your
letter of invitation to discuss the improvement of health delivery

83-607 0-72--9
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systems in developing countries and the involvement of the Agency
for International Development in such programs, I have a brief
statement to offer.
I would hope to respond very directly to your invitation on the

problems of developing countries and particularly as I understood
in the testimony yesterday, your interest in legislation as far as de-
veloping countries are concerned.
Senator HUGHES. Right.
Dr. HOWARD. I want to confirm and share what Dr. Ehrlich has

said about international health cooperation, but I believe his state-
ment has covered the broader aspects of how we relate to other
Western countries and perhaps to the fact that we are part of the
Western World. This relationship is not quite the same order of mag-
nitude as the total world in which.we live.
In that sense, I have focused very specifically to the interest

expressed by the committee in the larger community of developing
nations. I have also a more detailed analysis of the key health issues
entitled "Key Problems Impeding Modernization of Developing
Countries: The Health Issues, which I think tries to answer many of
the questions which you raised yesterday. I will be glad to respond
to any questions on this analysis.

Before I go further, Mr. Chttirman, I would like to make a
very brief aside, just to give some of my personal viewpoint. I
have been now with the Agency for International Development for
approximately 12 years. Part of that time, I served in the Philippines
and in Southeast Asia, in preventive medicine and public health pro-
grams. Prior to that, I spent 5 years in voluntary mission hospitals
in central and south India, and therefore experienced a perspective on
the viewpoint of American voluntary assistance as applied to de-
veloping countries.
This will become understandable when you learn that I grew up

in India, just as Dr. Carl Taylor did. Indeed, we knew each other as
boys. It is rather accidental that we have ended up in these different
areas of international health interest. Having grown up with the
problem, we are able to offer an insight and viewpoint which I
think directly addresses the very questions which you have raised in
these past 2 days.
We are persuaded that approximately 90 percent of the popula-

tion in developing countries do not have reasonably convenient access
to an acceptable health delivery system through which elementary
health services can be made available.

Yesterday Dr. Bryant pointed out that every country has a system,
but modern western knowledge simply does not exist for 90 percent
of the developing countries. It is to this problem that, I understand,
your interest in possible legislation has been addressed.

Inaccessibility to adequate delivery systems today is a major
barrier to the reduction of rapid population growth rates, the im-
provement of severe malnutrition among preschool children, and the
provision of elementary services for disease prevention or treatment,
unless we are talking about a major activity on a once or twice a year
basis, like the smallpox or malaria program.
In May 1972, our agency launched a major program to find answers

in this dilemma.
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We sought a reference point in our effort to study the place of
human biological and psychological problems as a bottleneck to
national development. It is very closely related with what those
nations' ideas are. We don't think health can exist in a country if
there is not food to eat.
You don't get food to eat without agricultural cooperation. We

don't think food can be brought to the market unless somebody
builds roads, and we don't think people can understand health unless
there is some education.

Therefore, we feel the level of well-being of the Nation is not some-
thing that can be focused in a narrow health emphasis alone, but in
many factors which make for the growth of nations. It is in this sense,
then, that we have tried to ask the question: How does the absence
of health prevent peace in the world? How does it prevent the growth
of nations per se?
In reviewing what various commentators have said about the

goals of development we found that most developed countries and
donor agencies do not share a unified consistent view. In fact, well-
known international economists like Tinbergen and Galbraith often
define preconditions for development but not the goals themselves.
Dr. Hannah, the Administrator of AID, has stressed that improve-

ment in the quality of human life is the central purpose of the AID.
Indeed, this is consistent with the World Health Organization defi-
nition of health as a state of physical, mental, and social well-being,
rather than the absence of disease.
Thus our problem was to identify a means of measuring human

well-being in relation to capital investment in agriculture and industry
and other primary sectors, which is measured most frequently in
traditional economic terms.
Gunnar Myrdal's "Asian Drama" provided a useful guideline by

defining a dozen or so goals as seen by the leaders of developing
countries themselves. This is a key point of our program, Mr. Chair-
man. We have tried to understand what it is that the countries
themselves are looking for, not what we think another country should
do.
And so, during the preliminary stages of our review we decided

that the major health issue in developing countries may not be
primarily the existence of a great burden of disease but rather the
absence of a system through which any form of family planning,
nutrition, or other health technology could be delivered to a reasonable
majority of the population.
Based on limited data it has been determined that less than 10

percent of the populations of the low-income countries have reasonable
access to any form of delivery system through which modern tech-
nology or service for family planning, nutrition, or health can be
provided to those target groups who need them.

If a better resources-to-people ratio is an important goal the popu-
lation growth factor cannot be effectively modified where less than.
10 percent of couples of reproductive age can be reached in an accept-
able manner.
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Recently the Population Council provided data on cumulative
accepters of contraceptive technology by women of reproductive
age through 1969 as a percentage of ever-eligible women.
On the basis of data for 11 countries, Ceylon, India, Indonesia,

Iran, Korea, Malaysia, Pakistan, Taiwan, Thailand, Tunisia, and
Turkey, the Council study determined that the percentage of accepters
among ever-eligible women was less than 10 percent in each country
with the exception of Korea and Taiwan which were 43.1 and 40.4
percent, respectively.
Without elaborating on interpretation, the data suggest that

somewhere between 80 to 90 percent of couples of reproductive age
in developing countries on the average are still not practicing family
planning and that there is a long way to go if there is to be any lasting
effect on the reduction of national birth rates. This means that the
people who need to be reached are not presently being reached.
Among the major international donors to population programs the

development of effective delivery systems is now being urgently
addressed in order to prepare for the new population technology now
emerging as a consequence of research.
As we reach the point of achieving the capacity to produce an ade-

quate food supply, health delivery systems must be expanded to
insure access to more than 10 percent of those age groups who are
malnourished, namely, the preschool children under the age of 5.
The issue here is not just one of food distribution, except in a

situation of Biafra-like famine. Malnutrition is not caused by lack
of calories alone but a complex of environmental factors among
which intestinal infection from poor sanitation is a major one.

Infection precipitates malnutrition for two reasons: One, it burns
energy more rapidly than the normal metabolic rate-7 percent faster
for every degree of fever—and two, it prevents the absorption of
calories from the intestinal tract. That is to say, Mr. Chairman, even
if you put food in the mouths of hungry people, that food may not
be absorbed, and that is a waste. Both problems result in enormous
food-energy waste in all age groups. The most severe adverse effect
is upon the whole current generation of preschool children in develop-
ing countries who are supposed to have benefited from the process of
development thus far.
The failure of Western health knowledge or practice to reach more

than a very small proportion of developing populations has been a
surprise to many who thought that the miracles of modern medical
science would cover the globe after World War II.

Chart I attached shows the demographic change in Ceylon during
the period 1900-1960 when the birth rate remained at about 40 per
100 inhabitants throughout this period, while the death rate fell
steadily from the period prior to 1910 through 1960. Moreover, this
decline in mortality was not significantly affected even by the introduc-
tion of the international malaria control effort in 1948.

Using Ceylon as a prototype of many developing countries, it is
recognized that the difference between continuing high birth rates and
falling death rates results in population increase. While this is true,
many have assumed that death rates decline because less people die,
and they say that less people die because they are in better health
through the application of modern medical science.
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Although this sequence seems rational, historical evidence differs.
Death rates in Ceylon fell for 50 years prior to the introduction of any
major health technology, including the continued limited access of the
population to any form of Western medicine beyond 10 percent of the
population.
More dramatically, I think, the next chart, chart II, projects the

world wide growth in population from the year zero to the year 2000
and shows the rise in population over a period of 400 years prior to
1971 with the log phase of population growth occurring long before
the discovery of penicillin or before the introduction of mass health
programs.

Therefore it is clear that a rise in population occurred long prior
to the introduction of (a) penicillin, (b) mass health measures, (c)
smallpox vaccination, or (d) the availability of general health services
to more than 10 percent of populations in low-income countries.
How then does one account for the rapid rise in population in the

last 400 years? It is because any factor which improves the resistance
of humans to disease such as food availability, ground-water develop-
ment, roads, transportation, housing, internal security, and education,
improves his longevity.

Prof. Ansley Coale at Princeton correlated the first rise in the
Indian population during the decade 1920-30 with the absence of
famine only, a factor not associated with the introduction of any
specific health technology. I am not speaking against the role of health.
Being a physician myself, I believe that the influence of health pro-
fessionals is extremely important through the dissemination of
knowledge. However, I am saying, as a historical fact, we have not
even begun to deliver health services to the world at large at this
point in history.
Do developing countries themselves see this as a major development

issue? Or is it just some idea of ours in Washington? One hundred and
thirty member nations of the World Health Organization have officially
recognized the need for mass integrated delivery systems through
which the family can be reached with population, nutrition, or other
health services.
At the World Health Assembly's 25th session in Geneva last month,

where I joined Dr. Ehrlich as part of the U.S. delegation, research
on the organization of community health services was endorsed by a
majority resolution.
From the developing country point of view, integration of services is

essential. With such limited resources autonomous vertical separate
systems are precluded for family planning, nutrition, communicable
diseases, et cetera. Integration permits economy, multipurpose man-
power, and a potential vehicle for other development requirements;
for example, functional literacy.
What is more important is that culturally and socially it is impossible

to convince a family in a developing country that one has a genuine
concern for them if one assists with only one service and not another,
if one provides only food, but no medicine, or if one provides only
contraceptives but no services for the children and the mothers.
Hypotheses which have emerged independently from the Agency's

task force and from the Population Council study suggest a possible
approach to the problem.
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1. Explore the use of indigenous non-Western delivery systems
which are in place and functioning largely without government sup-
port. Mr. Chairman, in Islamabad, Pakistan, in February of this
year, I found the ratio of doctors to population to be about 1 to 50,000
on the average but the ratio between all health practitioners, including
midwives, native practitioners and so on, is about 1 to 2,000, which is
very good. The issue which Dr. Taylor and we have suggested is how
we link up temporarily with these allies who are already there, who
are not costing the central government a nickel, and whose coopera-
tion could make it possible to bring elementary services to the popula-
tion majority.

2. Approach majority coverage through retention rather than re-
placement of existing non-Western manpower networks.
What we are saying here is that it does not make sense to pay for

and train a nurse and midwife in every village in India, when there is
already one there making her own living delivering children in a way
which is acceptable to the village population.

3. Select populations of 500,000 to 1 million which may serve as
areas to explore the linkage between indigenous non-Western systems
and Western manpower and management resources.

4. Do not rely initially on major capital investment. Utilize existing
village level facilities.

5. Place minimal initial reliance upon existing medical institutions.
Place major reliance on middle and low-level manpower—for example,
auxiliary nurse midwives and resident field health delivery agents.

6. Select a national institution, a university or ministry, as a base
for continuity of experimentaion and leadership training.

7. Encourage multiple parallel experimentation both geographic
and institutional—in order to avoid the time penalty of nonaction.
In other words, encourage multiple ways to get at the problem.
8. Encourage frequent lateral exchange of information through

conferences and consultations with governments in developing
countries.

9. Disseminate our experience in AID through a network of opera-
tional research and analysis efforts in cooperation with developing
countries and other bilateral and multilateral aid organizations, as we
have done in the past with the malaria program, sanitary engineering
program, and smallpox. We have worked very closely with the Execu-
tive Secretariat of the World Health Organization and in this particular
area of exchange we plan to have in the month of June exchanges
with the WHO staff.
We feel that our priorities are very close to theirs. It has never been

our style of operations to move ahead as though the World Health
Organization did not exist. It is an extremely important organization
in the entire field of international health.
In May 1972 the Agency began such a program on a pilot basis.

While rapid progress is entirely possible, the Agency cannot move
more rapidly than its limited resources permit.
Thank you very much, Mr. Chairman.
Senator HUGHES. What are your limited resources?
Dr. HOWARD. You are aware of the total budget for the AID

program, which was also presented before the hearings on international
health before a House subcommittee last summer, going from $2.6
billion in 1966 down to $1.7 billion for all international development
activities.
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Now into that must be fitted any activity which is carried out in
agriculture, education, population, or whatever. As these resources
are reduced, the Agency can do no other than to make hard choices
and priorities within the limits it receives. As the overall aid ceiling
goes down, the priorities for health have to be continuously modified
and modified.
We do not have specific line items, as you know, for any sectoral

development program for any major project activity within AID
except for the population itself.

Senator HUGHES. You certainly have a budget within which you
operate, Doctor?
Dr. HOWARD. Yes, indeed.
Senator HUGHES. What is it?
Dr. HOWARD. The budget we have is approximately—the figure

that we had for 1972 was approximately $57 million, and I may have
to correct that figure for accuracy, other than an additional $125
million for population programs.
But let me clarify, Mr. Chairman. We are not—there is no single

Office in AID which is given a "health budget." We operate on a
country programing process. Our programs are developed, for example,
by our U.S. AID mission in the Philippines with the Government of
the Philippines. Those activities which are mutually agreeable for a de-
velopment activity are determined in the Philippines. Country pro-
gram plans, such as the Philippines, are then sent back to Washington.
Within the total number of country submissions 20 countries or 30
countries may want some health activity or some agricultural activity.
We don't operate in the reverse pattern where Washington earmarks
say $50 million for health and then advises the field mission: "Now
you plan a program for that magnitude of health budget."
This style of operation is essential because conditions on a country-

by-country basis do vary greatly in the developing world.
Senator HUGHES. If I understand you correctly, then, in the last 5

years or so funds for population control programs have increased sub-
stantially. Is that correct?
Dr. HOWARD. That is correct. They have dramatically increased

from about $4 million in 1966 to about $125 million in 1972.
Senator HUGHES. Your other health funds have decreased?
Dr. HOWARD. That is correct. We strongly endorse the need and the

emphasis for this type of funding increase in family planning. Without
this type of thrust, much else is compromised in the program. The
problem that we face is that in decreasing health activities, we run into
the political and image problem Dr. Taylor described yesterday,
where many countries feel they can obtain funds for family planning,
but perhaps not for nutrition or for a smallpox program or for a malaria
program, and this distinction is often misinterpreted by developing
countries as one of U.S. interest in the elimination of the population,
but not of interest in the health situation.
This interpretation can be overcome by a great deal of talk, but it is

not nearly as effective as a situation in which there is parity between
the type of resources which are made available.

Senator HUGHES. Have you also lived in the Philippines?
Dr. HOWARD. Yes, for 4 years, between 1960 and 1964.
Senator HUGHES. You have worked in the outer islands?
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Dr. HOWARD. Yes, I have. I have flown, I think, over most of the
long stretch of those 3,000 islands that make up the Philippine
Archipelago.
Senator HUGHES. I correspond with a friend who lives in one of the

villages. He is a Catholic priest, working in a mission center there.
They are working on their own population control program.
In his letters to me, he has indicated that much of the money we

put into population control is caught up in the hierarchy of the polit-
ical frustrations between the church and state. He maintains that
our programs are not reaching down to the people. Did you find
this to be a problem when you were there?
Dr. HOWARD. I did not run into that particular problem. I feel that

the Philippine Government, like many countries, do have enormous
problems in distributing their own resources out into the rural areas,
but their health budget has been relatively small. Their population
program is very new.
I think it is rather early to make a judgment as to the effective-

ness of that program in the Philippines. At the present time it is a very
early program and too early to judge what its impact is in the country
as a whole.
Senator HUGHES. Well, suffice to say that my friend in the Philip-

pines is disappointed in what has been achieved. There seems to be
very little results in our birth control program.
Dr. HOWARD. I would confirm that general phenomena. In many

developing countries, the key problems are often administrative and
organizational ones which affect agriculture, education, health, or any
program which is administered in a central government ministry or
secretariat.
The lines of distribution are difficult to keep open, and there are

many people who are left out on the end of the line with very limited
resources.
But that is a problem which is common to many developing coun-

tries, with which AID is cooperating; the problem of good planning,
the problem of how to help people achieve sound technical admin-
istration. It is a common problem, and certainly nothing that is dis-
tinctive of the Philippines at all.
Senator HUGHES. Are you currently supporting aid to any schools

of public health or medical universities anywhere in the world?
Dr. HOWARD. Yes, we are indeed. Let me overstate the case a little

bit. If we were not supporting schools of public health, Carl Taylor
probably would not have been here yesterday. His department of
international health has been funded through a 211—D grant through
AID. It has been in operation approximately 10 years.

It is because AID resources have made it possible to keep people
with international competence together to study health problems
overseas that we have the keen and wonderful insight that Dr. Taylor
brought to us yesterday.
In the same way, we have provided major support to international

health programs in Tulane, the University of North Carolina, the
University of Michigan, UCLA, the University of California at Berke-
ley. This is not a complete list, Mr. Chairman, but we have strongly
supported schools of public health in this country in international
health within the limits of our resources.

Senator HUGHES. Is that all of them?
Dr. HOWARD. That is not; there are others.
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Senator HUGHES. Why don't you furnish a list of those for the re-cord, if you will, please?
(The information referred to follows:)

SCHOOLS OF PUBLIC HEALTH TO WHICH AID CONTRIBUTES
1. John Hopkins
2. University of North Carolina
3. Tulane
4. University of California
5. University of California (Berkley)
6. University of Hawaii
7. Harvard University
8. University of Pittsburgh
9. Columbia University
10. University of Michigan

Senator HUGHES. I would like to supply for the record any informa-
tion you have concerning what other countries such as England,
Sweden, Russia, or China are doing with respect to international
health care. I certainly don't want a ton of material trucked in and
dumped in our lap. I would not know what to do with it when I got it.
Do you have an idea of what I want?
Dr. HOWARD. Yes, I do, Mr. Chairman. I might illustrate the point

by indicating that about a month ago I did meet with the French
counterparts in their technical assistance or AID program. I have met
with the Western German counterparts, with the Belgian, with the
British.

These countries are doing a considerable amount of international
health programing. Indeed, most ministries of health overseas rely a
great deal on consortia of external donors for their external assistance
requirements. The World Health Organization is one important re-
source, but nevertheless, just one of several international resources.
(The information referred to follows:)

COUNTRIES THAT GIVE BILATERAL AID

Australia
Austria
Canada
Denmark
France
Germany
Italy
Japan
Netherlands
Norway
Portugal
Sweden
Switzerland
United Kingdom
United States
Eur Eco Corn
Israel
Republic of China (Taiwan)

Communist Countries
U.S.S.R.
Peoples Republic of China
East Germany
Poland
Czechoslavakia
Hungary
Rumania
Bulgaria

The exact amount of health AID given by these countries is not available.

Senator HUGHES. Also, Doctor, could you furnish for the record a
list of developing countries where you are currently operating pro-
grams in health. What are your total expenditures in these programs?
What is the expenditure in each country and please include a brief
description of the nature of the programs.
Dr. HOWARD. I will do that
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Senator HUGHES. How many professionals do you have involved in
health programs in AID?
Dr. HOWARD. At our last count (June 30, 1971), we had—I have a

figure here, Mr. Chairman, which I will find for you—the total number
of health personnel (including population and nutrition) in the AID
program all together is approximately 446. Of this number of individ-
uals, AID employs 265 individuals, and from the U.S. Public Health
Service we employ 170 individuals and 11 from other federal agencies.
The reason for this type of general breakdown is that the Agency for

International Development serves, in a sense, like a mobilizer of
resources, and these resources are throughout the entire United States,
for example, the universities, the voluntary associations like the
American Medical Association, the American Hospital Association,
the American Association of Medical Colleges, and so forth.
We call upon the U.S. Public Health Service for certain specific

help; for example, in the malaria program and in the smallpox pro-
gram, as Dr. Ehrlich pointed out. But we do not feel that HEW is the
sole resource of expertise in the United States. In that sense, one needs
to call upon a wide spectrum, depending where the resources are. This
is why you find the division of labor noted above. The largest single
block of personnel is from HEW which has cooperated in our programs
overseas for 20 years and has been a major supporter of these activities.
A total of 446 people are employed by AID either directly or indirectly,
through a participating agency service agreement. 265 are direct hire
AID employees, 170 are HEW employees and 11 are provided from
other U.S. Government agencies.
Senator HUGHES. How many of them are in foreign missions?
Dr. HOWARD. The actual number of these employees in foreign

missions is 297, of which 185 are AID direct hire employees, 103
HEW past employees and nine from other U.S. Government agencies.
Senator HUGHES. What can we do to help you, Dr. Howard?
Dr. HOWARD. Well, I believe that one of the most single important

things is to provide continually the type of legislation which recognizes
and permits a focus on health as a key factor in the improvement of
the quality of life in developing countries.
In the last 20 years, the AID organization and its predecessors have

shown the capability of making rational choices in the use of their
budgets for health purposes when nonearmarked funds have been
available. My feeling personally is that if you have a special ear-
marking which tends to produce an imbalance in health sector activity,
then perhaps consideration should be given to providing parity or
balance of program assistance in order to avoid misinterpretation of
U.S. image or intentions overseas.
I am not appealing for earmarking of health funds, Mr. Chairman,

but I am saying that if it is done in one area, as in population, then
there is a social and political rationale for doing it in other health
areas which are supportive of population so that the program becomes
effective.

Other than this balance of operation, I believe that special resources
and special legislation are always welcome and the Agency has gone
on record by saying that it would certainly welcome any action of
Congress which would provide greater endorsement or resources for
the area of health in balance with the general programs of develop-
ment.
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Senator HUGHES. I am having a little trouble in hearing all this
testimony this morning. If I understand you correctly, and if I read
Dr. Ehrlich correctly earlier, you are telling me that it is impossible to
set up anything separate in the field of international health. If I
understand you correctly, you are maintaining that we should operate
through the existing mechanisms such as AID, WHO, HEW. I
understand you to say that Congress should appropriate increased
funds to you and that you will use your judgment on what is best.
To say the least, that always troubles Congress. We always think

we are wiser than you and vice versa. Frankly, I am a little confused
and confounded by this testimony. I don't really want to accept the
fact that you are doing all there is to be done and that we can't do
more. Our witnesses yesterday stated that 90 percent of the peoples
in the developing world have no access to any form of health care.
The dedication of the people who have testified before this subcom-
mittee is beyond question. You have the dedication. You have the
background.
And yet I feel something is lacking. Can you diagnose my problem?
Dr. HOWARD. I would suspect that the problem may be only that

the infrequent dialog on international health programs has not per-
mitted adequate communications with Members of Congress. For
example, I believe that the testimony you are hearing today and heard
yesterday, you have really heard for the first time.
Senator HUGHES. Ninety percent of it I have heard the first time. A

lot of it has been surprising for me. The sad part of it is I am here alone
today, and had one man with me yesterday.
Dr. HOWARD. But, our experience, Mr. Chairman, was the same in

the House last year. For them, too, much of the background was new.
My feeling is that if there were a regular mechanism for communicat-
ing, or for discussing our health plans and programs with Members of
Congress, since these plans exist in written form, and thereby draw the
attention of legislators to international health problems, we would
have better programs than if health issues and health problems are
simply not brought to the attention of Congress at all, except as an
incidental component within an overall general development program.

Senator HUGHES. What I found when I came here, Dr. Howard—
and I think it would be of interest to all of you gentlemen here from
the professions—is that this subcommittee has been in existence for a
long time.

It had a chairman prior to my chairmanship. I have been chairman
of it for 2 years, and this is the first hearing I have held. There was
no record of a hearing having been held by this subcommittee since
it was created.
I actually struggled for several months trying to find out what we 

ishould be doing with this subcommittee. This s not a moment of
confession, but I think a revelation, of some of the problems that we
face together in trying to meet our mutual obligations, plus our desires.
I am sure our earnest commitment is to want to do what we can do.
I have this commitment and I know you have it.
So what I am saying is that I need your help. I need your cooperation

and your professional judgments. I want to do the best job I can as
chairman of this subcommittee to bring to the attention of the overall
committee and thereby the Senate of the United States. I feel this
subject is critically important in world affairs today for many reasons.
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I feel it is a subject in which I can take an increasing amount of interest.
I want this committee to make a contribution to international under-
standing and world peace by the utilization of tools which are either
available or can be made available in the support of funding and
necessary prfessional expertise.
I am starting from nothing. I really don't know where I am going.

I tell y u that honestly. I am seeking and searching and trying. If I
sound çbnfused at the moment, or antagonized or surprised by what
is happening, probably all of it is true.
I guess that is about all I have to say, except the fact that we want

to do everything we can not only to support but to create, to be inno-
vative. I am personally convinced as we have gone into this field that
there is a whole new door not only of opportunity but necessity of
action for congressional information and public information in the
country on what we can and should be doing.
Dr. HOWARD. Mr. Chairman, I just want to indicate what a

pleasure it is for us to respond to your interest. This is something that
has been a tremendous morale booster for many of us who have long
felt—and I know that Dr. Ehrlich, my colleague, feels the same—that
there really is a tremendous need for an increase in health emphasis
in our programs overseas, and certainly on our part, the part of the
agency, we are fully prepared to cooperate with you in any way that
we can.
Senator HUGHES. I have found that attitude in everyone who has

been before the subcommittee these past 2 days. I have also generally
found this to be true in our investigations which were conducted
before these hearings. I guess I probably committed an unpardonable
sin saying I don't know what we should have been doing or why. I
felt this committee should be doing what it was set up to do, or it
ought to be abandoned. Based on our investigations and these hearings,
I now believe there is a great need for this committee. I want to do
that job. We appreciate your willingness and your cooperation.
Thank you for being so helpful. We will try to be helpful to you.
I want to say that I and this committee want to be helpful to you

in the congressional programs that are developed. I can't guarantee
anything. But I will guarantee that I will try. I do want to assure
you of that.
Thank you for your testimony and patience and your presence over

the last 2 days. I thank all the gentlemen.
At this point I order printed all statements of those who could not

attend and other pertinent material submitted for the record.
(The material referred to follows:)
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rogoRD

Thie report provides information about the health, population,
and nutrition nctivitiea thnt ware undertaken by the Agency for Inter-
national lievelopment (A.T.)).) deeiee the fiscal year 1971 (FY 1971), the
amounts of money obligated or committed for them, and, to the entent
possible, the progress made in achieving project goals during the re-
porting year.

The information contained in the report was obtained from a
variety of sources. The A.I.D. Program Presentation to Congress for
the proposed ry 1971 Program was the source from which stntemento of
policy and program plans were obtained. The FY 1971 and FY 1972 re-
gional volumes of the A.I.D. Program and Project Data Presentation to
Congress were used to help identify the health, population, and nutri-
tion projects. Information about project implementation was obtained
fiom the FY 1972 volulees of the Presentation to Congress, end of tour
reports of field staff, other reports of field staff and TOY coneulteete,
reports prepared by the Technical Assistance Bureau of A.I.D., eneanee
from USAID Missions end reporte of A.I.D. Regional Bureaus, coveeactors
and participating agencies. The Population Prorram Anf_31stc.nce
December 1971, was the source of inforttation and data on popul.
grams. Data on amounts of funds obligated in FY 1971 were obtd
from the June 30, 1971 reports from the Office of the Controllc on
Technical Asoistance Projects and Activities, Cepital Aosistanee 2ro-
jects (W-253), and Operations Report, June 30, 1971 (W-129), Oice of
Statistics and Reports.

The designated numbers of health, population, and nutriteHa pro-
jects in the A.I.D. program are the 500-590 series. If an ective pro-
ject was identified as one in this series, it is described in deoail.
This is done regardless of whether or not FY 1971 funds were cooevieted.
Generally, projects reported by A.T.D. in other than the 500-590 series
are not included in the report although some nonhealth coded projects
were health-related or hod a health component and are identified in
country summary otateelents.

Although the A.I.D. Food for Peace Program assists in ecebetting
malnutrition, information about this activity is not included in the
report. The prOgram is funded primarily with local currencies i:nd
dollar coots to A.I.D. are not assigned to projects in the 500-e0
series.

In all oectiona of the report, projects are identified as either
health, rolq.tintion, ot nutrition. ,In the country sun-varies, hoer,
the cenorie term "health" is ueed for all three categories.

The repert includes combined fiscal data on both ,doller nreate and

looes. It does not include date on local currency obligations, nor doee
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St iT:clude a diferontiatio a:nonz various types of funds, such ns
ehnical or Sup:2ortinL: AssisLance. The data on funds includ

FY 1971 oblatIons of A.I.D. for country, regional, and nonre.,-
projcets in health, population, and nutrition, and for support uf
American honie tu ,:iL'.ta Lbroad but does not include the
ictrative ridprora LuD6u that were obligated for U.S.-based
program support staff or for PUS technical consultation and support
stf.

Info7Antl.on on the professional_ nnd administrative per ,, -
ellaged in the health, population, and nutrition activities oi
is Umited to those who 7c:e on duty no of June 30, 1971. It 1,
th nnrvls, positions, and liJcations of A.I.D. direct hire emrar,
those provdel by other f.;ovorrtraent agencies under Participatir.
Service Agreements (PASAs) and under Technical Consultation an,,
Agrecni7.s. Similar inf_ortion about personnel provided und:
could not be obtained but the: -names of the contractors are &f.
pa.;:t of the projoct report whenever available.
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Health. Population and Nutrition Summary 

Worldwide
FY 1971

Program Plans 
•

As a result of Congressional action in 1969, the President Was
directed to undertake a reappraisal of all U.S. foreign assistance pro-

- grams, economic and military. The interim recommendations contained in
the President's Foreign Aid Message of Nay1969 were also included in the

FY 1970 Program. Presentation to Congress. The major concluicaD
and recommendations as stated were that foreign assistance remain;
essential function of U.S. foreign policy and must be continued;
on private enterprise and individual initiative must play a greatcL: rol
in development; greater use of technical assistance; increased
through multilateral assistance efforts; and highest priorities of _17.L.,.
assistance to continueto be on increasing food production and reucin:_;
soaring population growth rates. , The FY 1971 Program Presentatiol:,
Congress reflected the fact that a major reappraisal of the forcin
program was underway. •

Organizational changes toteflecc:Inpw4sriotities..and- new
of the A.I.D. program were included in the proposed legislation fn-;
FY, 1970. A new Overseas Private Investment Corporation was creste,:1 te,
take over A.I.D.'s U.S. investment incentive programs in FY 1970. Th
FY 1971 Appropriation Request included funding for this agency. Ftx4c-
ther organizational changes were ,to be considered during the
year.

Concentration of program activities continued in FY 1971 with.
of country programs proposed for only 15 countries. Fight of theo:rt
countries - Brazil, Chile, Colombia, India, Indonesia, Korea, Pakintnlk,
and Turkey - were scheduled to receive 83% of the Development LOf‘ii
for FY 1971. Supporting Assistance was to be even more concentratNI,
with 987. of the country aid for Vietnam, Laos, and Thailand.

Of the total proposed program in FY 1971, one-quarter or ov-t.
half a billion dollars was proposed for assistance to agriculture in
the developing countries. First priority was to be given to assisto
to population and family planning programs, along with aid to food p:o-
duction,as essential elements in economic and aJcial development. r,f.'
the 44 countries scheduled to receive bilateral aid in FY 1971, it 17!1
stated that 25 had started official national family planning programs
and 11 had initiated population activities or experimental program..
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FY 1971 plans included over $70 million for health programs
over the amounts provided for population and family planning. ik,Ath

, programs were to be concentrated in the interrelated areas of populn-
tion and family planning, disease control and eradication, enviror,-

-mental health, nutrition, maternal and child health care, and 1 ,
Nutritipn activities were to emphasize education coordination wi
family panning efforts. Distribution of high protein foods and con-
tinuation of research to improve the protein quality of grains wi:s
planned.

Program Implementation 

The F.Y. 1971 appropriation administered by A.I.D. totaled
$1.722 billion. This was a slight decrease over FY 1970. Developmt
.and Alliance for Progress loans declined with fewer loans being
in Near East and South Asia, and Latin America regions. The loan

-.amounts in East Asia and Africa increased slightly over FY 1970. Sun -
porting 'Assistance rose, primarily due to increased commitMents to

: Vietnam. Technical Assistance funding remained at about the same icwl,
$267 million, as for FY 1970.

In FY 1971, 80% of all A./.D. assistance went to 10 couln.
and 897. of Supporting Assistance was concentrated in three nations
This follows program plans as stated in the Presentation to Corcr•
Total funds obligated in FY 1971 for A.I,D. program activities...—
amount and percentage for health, population, and nutrition by
or other allocation are shown in Table 1, page'

Support for population programs increased to $95.7 mi1liox:1
FY 1971, a rise of 337. over $74.6 million in FY 1970. Over $42 r.TU
of the FY 1971 total population support was provided on a bilatc
for programs in 31 countries. Other assistance was provided in th,
of grants to private and international organizations or for regf.el
projects or projects carried on in the United States.

Funding for health programs in FY 1971 decreased primarily ts
result of fewer development loans for health projects. Thirty-sevc
cent of funds obligated for health programs was in Vietnam. Fuild obli-
gated for health projects by type of activity and region or other allo-
cation, Worldwide, are found in Table 3 on page

Nutrition programs received $1.326 million (1.2%) of the total
$152.838 million obligated for health, population, and nutritiorl i.
FY 1971. This was a reduction from $2.115 million in FY 1970. Sec
Table 2, page

The number of projects initiated in FY 1971 was 64 compared vIn
41 in FY 1970. Of the total 64 new projects, 49 were populatiea,
were health, and eight were nutrition. Worldwide, there were 273
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health, population, and nutrition projects, a total increase of 40 owl7
the prior year.

The distributio
was as follows:

,

of ;..::ojects initiated in ry 1971 and

Number Initiated
Allocation Total in FY 1971 PY.:?:!=, 7:.7:r•

Total 273 64 .,,,,:i 
,rn

Africa 37 , 13 24
East Asia 17 • 3 14
Latin America 58 3 55
Naar East South Asia 24 : 3 !e".I
Vietnam . 12 '1. It
Nonregional 125 : 41 c4•,,

:The distribution projects by activity, was as folio

Number Initiated
Activity Total FY 1971 

Total 273 64
Health 86 7
Population 157 49
Nutrition 30 8

All projects initiated in FY 1971, and 140 of those
prior years required an 2Y 1971 obligation of funds.

The distribution of projects by activity and allocation

All Total Health Population

Total 273 86 157
Africa 37 11 24
East Asia 17 8 7
Latin America ; 58 27 31
Near East South Asia 24 9 14
Vietnam 12 11 1
Nonregional 125 20 • 80 25

In FY 1971, $13.860 million obligated for health, popu14tion,
nutrition activities were loans. See Table 4, on page

The A.I.D. health staff, as of June 30, 1971, number4.
the total, 265 (59.4%) were A.I.D. direct-hire employees ana
were provided by the P.H.S., and 11 (2.5%) by other a3encies, u:
staff members on field assignments 23.0% were in Vietnam.
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The percentape of the total obligated for health, population, sal
nutrition projts vere as follows:

Prolects • Amount
(thousands of dollars)

of Totri

Total $57,349
Health 2,699 4.7
Population 53,330 93.0
Nutrition 1,320 2.3

There were 125 active nonregianal health, populationiand nutritton
projects in FY 1971. Forty-one were initiated during the fiscal yr
and 84 were a continuation of projects initiated in prior years. T71,1
distribution by activity was as follows: '

Number Initiated Number
Projects Total FY 1971  Prior

Total 125 3/ 41 84
Health 20 3 17 1 7

Population 80 2/ 31 49 .1../
Nutritica 25 7 n '

lj Thirteen italth projects, 14 nutrition projects, and 27 pry,•'
projects initiated in prior years required a FY 1971 obliof
funds.

2 Includes activities not identified as projects: UN Fund •

bution and AID/W other. 
;4‘,

The 125 projects were implemented in a variety of ways.
contracts or grants to U.S. institutions, U.S. and internation7
izations, and U.S. private industry. Others were implemented
or for A.I.D. through a PASA with another U.S. Government Age -2. ..
of implementation was as follows:

Method of implementation Total Uealth Population

Total 125 20 80 25
Contracts and Grants 98 11 71* 16
PASAs
PHS 10 8 2
Bureau of Census 5 - 5*

11 1 3 7,AID/W
Dept. of Agriculture 2 .. -

One population project was implemented by both a contract c-
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The distribution of L
employer was as follows:

y region, or other allocati

Allocation Total AID PUS Othfr

Total 446 265 170 1.1
- Africa 76 15 59 2 11
East Asia ' 51 38 13
Latin America 32 - 14 18
Near East South Asia 35 23 6
Vietnam .103 -.95 7
Domestic Support Staff 149 .. 80 67 2

-1/ Department of Commerce/ammis Bureau
2j Department Of Agriculture

7--',
Domestic support staff includes all health personnel asn-'

duty in the U.S. including AID/W, and the technical consultation z-,z;
support staff (TC&S) and PASA support staff of the Public Heali:7,
and the other agencies identified. The 'distribution of A.I.D.
population and nutrition personnel by disciplines, region or ouic,.
allocation, and employer, as of June 30, 1971, is shown on thc
,on the following page. Names, positions and locations of all
direct hire and other staff are given in the section of the ro7
which begins on page
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A.I.D, Technical Service Contracts for Health. Population and

as of June 30.1971. 

A.I.D. contracts are generally funded for more than a one-yca.;:
period. The accompanying list of Technical Service Contracts in effcct
June 30, 1971 for Health, Population. and Nutrition activities n2pre-
sents contracts funded not only in FY 1971 but prior years as wall.
A.I.D. Report No. W-443, Contract Services Division, was the source of
information for this listing.

Contractors are listed alphabetically by geographic divis.ixn,
beginning with nonregional activitiele-L0h.tc1rmig1y:wer1dWide.

There are 178 contracts, not including separate Task Ovlurls
added to initial contracts. These contracts represent $136,696.04
committed by A.I.D. for services, distributed as follows:

Health $26,031,017

Population: 100,818,357

Nutrition : 1,750,500
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P.YeICA =TON

Pree7em 

ereeosed A. 1.D. prct:ram for Africa in FY 1971, as indicated
in the ?eeentstion te Coneress, reflected continuing emphasis on

e'ee.e.er eeeelepeent, sepport of key capital projects which
preve,2.e -.edetion for eedeen asricultural enCindustrial produetion
feeilitir, ;eel oeteeeien and L.erovament of transportation and commun..
ication lie-ee to proeote cloaer et-Anomie cooperation .among African
countrice:.

A.1.. proposed the allocation of almost 307.'of its FY 1971
developnent essisteeee in Africa to regional and multidonor activities.
The toni -.Imposed peo::rem was to be divided about equal between Develop-
cent Loen3 and Technic:el Assiszunce. About two-thirds of the bilateral
assistance in IT 1971 wes to be concentrated in the ten "development
erThesis" ceeneries: Cengo (1:inshasa), Ethicpia, Ghana, Liberia, Morocco,

Tunicia, tele the three .;:lot African states of Kenya, Tanzania,
and teende. The Special Se1f-II:11p fend wae to be continued to provide
U.S. encoeraeelaent and support to those 26 coentries in which there is
no bilet:.eel A.I.D. pre-refl. This fund provides support for small,
local self-hc-In activities of a development nature undertaken primarily
by the iten) pepuletioe therselees. The amount for Self-Help activities
for FY 1971 ie as to be included in the total funds allocated
to Africa Regional projects.

Surzmarv e7 Proerem Thelementation

FY 1971 Foreign Aid funds amounting to $176.142 million were
obligated for A.I.D. activities in Africa. Of the total, $19.504 million
(M) was obliated ..F.L;a7 health, population, and nutrition projects. See
Table 5 on pa3e

. The :SY 1971 u:Ilisations for health, population, cad nutrition
more than tripled FY 3970 obiSe.-,etions due to increased population activ-
ity and loans in the health field.

The aeleunt of funds obliented for health, population, and nutri-
tion prok,ets, by cceetey or otle:r allocation and the percentages for
each type of activity are shown on Table 6 on page •

The dietributIon of active projects in FY 1971 was as follows:
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Number Initiated Number Initiated

Prolacal To"n1 . FY Y;71 Prior Years

Total 37 13 24 1/

Ecalth 11 2 9

Population 24 • 11 13

Ta.ttaltion '. .- 2

2/ Two nntritiol, six haalth, and 12 population projects initiated in

-arior yaara raquirad an obligation of FY Ic)71 funds.

There yara 37 projccts active in ry 191 as caLyared with a

taaal. of 29 procts in 1. 1970. Tha increase was in population pro-

ja-aza, which ioaaeased by 12 in FY 1971.

The Ja.allaox aradicatioa-:Teasles Control project continued as a

Cenaaal ;Jest 2a.rica Resicaal funded project with 20 countries partici-

pctinr;. raaae -are: Cararoon, Central African Republic, Chad, Congo

(Paaaaaville), z:homey, 1:cuatorial Guinea, Gabon, Gambia, Ghana, Guinea,

Dory Coast, Li5aria, huh, hauritaaa, iaer, Nigeria, Senegal, Sierra

Lane, Togo, and Upper Volta; and two regional organizations 00CCGE and

°CLAW.

• Table 7 on page shows the amounts of funds obligated for

haalth paojacta by type cf activity and country or Other allocation.

Of the total funds obliantad for health projects, 43.77. was for malaria

aradicaticn with activity limited to one country, Ethiopia, including

davelopmant loan funding. Funding for environmental activities in-

clud.7A a water supply earvalonment loan in Nigeria for 28.8% of the

totall funds obligated. Only 17.3%, as compared with 62.8% in FY 1970,

was for the rcaioaal s:aallpox eradication and measles control program

indicating a phasing down of the program. Health Services and Facilities

development was 10.5%, representing primarily assistance to the Liberian

Naianal nalical Center.

A.I.D. had 76 health staff reDbers on field assignments in

,Mritaas of June 30, 1P71. 4urteen were A.I.D.- direct hire employees.
.Fifty-rdne ware provided by the Public health Service, and two by the

•Cea5us aarzaa through P2...SAls. The health disciplines and specialties

waal as follows:
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T-....,.::.,.1
khysicinns • .
Pu!,lic -.1'.).a1th Advicor (nonmedical)
UqrceJ
Fr2nit,iriens

Total

7.
13
4
6
2
2

AID

15
4
2
2
-
-

PUS

59
9
2
4
2
2

Other

2
-
-
-
-
.

T,7,....,ria 4.,.,,,,, r!; (nonmedical) 2 . - 2 -
1 - 1 -

(7.:: i.. . 7 -7 : .; Y :. . . • r 4; 23 28 -
.7.::--;: -.- :- : .`,..lvisoro 2 - 2

.: :;--- • - . - .. - ."..:7,,,-1 ,:-..a.,;.: • ::::::' 5 5 . .
1 1 -
1 1 -

..,.:!: 7 1 - / ._ 
' Di::ae..t.-:,r* 1 1 -

....,• 1 . 1 s.
1 1

Cc- . .':::::,::,C 1 " • ̀ 1 1/
1 - - '1/

Y.T.-1-1,:it 1 - 1 -
::olist 1 1 .. -

2j Furenu of CenGue.

In ncleiti:,71 to the pernomel on Pssigament in Africa, 19 U.S.
based ntaff of proved program. support services
for t:,7o -,7:',_,:incts.f;:r:rrir,.d out 1.271/.1er Tha Liberia 3. F. Kenney

1.'rot Contzol-Smallpox Erad•
anf.1 rllresented are

onnlyzIu U.S. Deoed Support Stai f oa Ione
Ellrenu for Africa, AD/Washinaton.

n,t ro.iitions L'n.:A location of P.H.S., and Census
1;uren.71 aeld, nnd U.S. based staff are listed in the. sectionof this
repo.' c 1:,:, 1nnin3 on pw,:e.

•
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rAsT ASIA RECION

1'27.ff-rem  Plano

The A.I.D. Program Presentation to Congress for FY 1971 in.
cluded Devel0000nt Loans, Technical Assistance ond -:3upporting Assistance.
The D2velopmont Loans wore to be for Indonesia and Korea. The bulk of
Supporting Aosistance was to he for Coo:bodia, L000, end Titolland, with
tho halunce for grants for the Southoot Asia roonal pro ..a. Tech)
nical Lssistane pronto were proposed for Indonooin, Korea, Philippines,
and nnoional 1.evelopment projects. Foolily plon0000 progro.s with A.I.D.
assistance were to be increased from the previous year.

Surmary of Prcl:zon Implenootation

. FY 1971 foreign Aid fonds amounting to !30%915 million wore
obligated for A.I.D. activitios in the 7ast Aoia 1-:cion. Of this total,
$18.123 million 0.970 was obligated for health, population, and nutri-
tion projects. See Tabln 8 on page

The amount of funds obligated for health, population, and nutri-
tin projects, by country or other allocation, and the percentage for
each type of activity are shcun in Table 9 on page

There were 17 active health, population, end nutritionprojects
in the rz-iot Aoia itor7ion in 1.,Y 1971. Three of tLoso were rofonal pro-
jects; 14 were country projects. Each of the five rooioted
countries in the ileion had ono or MDZO projects, There wore three now
projects initired in the health, population or nutrition categories.
The distr.:,bution by activity was as follows: - •

Number Initioteil Nuotber initiated
Pro/foot Totel -FY 1971 -Poior Years

Total 17 3 14
Foolth 8 1 7
Population 7 . 1 6
Nutrition 2 1 1

1/ Poor health enr1 Nix population projects initiated in prior years
required an obligation of ',7Y 1971 funds.

the four health prolocts for which FY 1971 funds were obligated
are v.:loon by typo of activity and country or c):17,r allocation in Table .
10 on pace . 1:oolth Sono:.coo and ;'ocilitics projects woro c.". of Coo
total hoalt" o:o!oloy; Other Disease Control, 11.; and Lalarla, 64.
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AI of 30, 1971, licd 51 health staff menbers on field
sqt. in Asia. Tnirzy-eiOlt %lore A.I.D. direct hire employees
%iere rrc,;ic'IzA by t!:! 11,.:alth Service through FASAs. The
diaciplisa and speaialtica were as

3: .iliciens
:-.11t1' Advisors (nomiedical)

, ilLtion OL:3(..:;rs (nomedical)

follows:

Total AID PITS

51
7
5
5

33
7
5

• 5

13
-
-

2'.r. .;.,V1.1:1; (medical) 1 - 2
1.fa L.Iviwva (nonmedical) 9 - 9
r:11?.ria Mai.);3 Advisor 1 - 1
i: rcis 4 4 -
ritary Enf.,,inver 1 1 -

C.I.Lit;:rian 1 1 -
L -nt 1 1 -
K_nith Educators 2 1 1
Y .--5C41 Technidlans 5 5 -
1::Llica1 S.,:prIly Lthrisors 3 3 -
Cr- -,Inieationz 1:edia Advicors 2 2 -
tnistrntivn kosistant 1 J. -
Staci-tLcal Z, DarAographic Advisor 1 1 -
Social Science nesearch Advisor 1 1 -

The names, positions, and location of the A.L.D. and P.N.S. staff
nrej,,iven begivaling on pogo
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'LATIN AnERICA REGION 

ProKram Pleola

• In the A.I.D. Presentation to The Congress for 1971, the Presi-
dent's.statao:ent was quoted that 'The principal future pattern of
cssistanea .aast be U.S. support for Latin American:initintives....,"
Latin Amarlern lender:: have repeatedly reaffirmed the priority of
developir agriculture and rural areas of their countries as well as
expanding and moderniaing the educational system. The FY 1971 A.I.D.
program wes to be concentrated in those areas.

Surraarx of program Laalementation

FY 1971 Foreign Aid funds totaling $331.150 million were obli-
gated for A.1.8. activities in the Latin America Region. Of this total,
$26.316 niltion (7.97) was obligated for health and population projects.
There were no nutrition projects. See Table 11 on page

Thn amount of funds obligated for health and population projects,
by country or other allocation, and the percentage for both types of

aprojects are shown in Table 12, page

Mare wore 58 active health and population projects in Latin
laierica in FY 1971. Ten of these were regional and 48 were in 20 of
the 21 Latin American countries in which A.I.D. had programs.

The distribution by activity was as follows:

Number Initiated Number Initiated
ro;acts Total FY 1971 Prior Years

Total 58 3 55 y
Kealth 27 1 26
Population 31 2 29

lf Nine health and 22 population projects initiated in prior years
receivaal fY 1971 funda.

The health projects for which FY 1971 funds were obligated are
rhoun by type of activity and country or other allocation in Table 13
on page Of the total obliated for health projects, $11.276 million,
45.77. wan for enviranaleatal health, mainly one loan project in Panama
amounting to $5.100 nillion; 20.77. for malaria; and 25.67. for develop-
rent of hoaith services and facilities.
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The A.I.D. health staff on field assignment in Latin America, as
of June 30, 1971, totaled 32. Fourteen were AID direct hire and 18 were
provided by the Public Health Service under PASA's.
specialties represented were as follows:

Discipline Total

The disciplines and

AID VHS

Total 32 14 18
rhysician 1 1 ..
Public Health Advisors (nonmedical) 4 4 .•
Sanitary Engineer 1 0 1
Health Educatc.rs 3. 2 1
Malaria Advisors (nonmedical) 8 - 8
Entomologist 2 * 2
Epidemiologist 1 .. 1
Medical Technician 1 0 1
Chemist 1 .. 1
Research Biologist 1 0 1
Administrative Officer 1 .* 1
Parasitologist 1 ' » 1
Population Advisors (nonmedical) 7 7 -

The names, position and location of A.I.D. and P.H.S. staff are
listed beginning on page
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NEAR EAST AND SOUTH ASIA REGION

yro.r,7Pirns

In FY 1')71, A.I.D. technical assistaLce in the Near East and South

Asin Region (NA) was to be concentrated primarily in Afghanistan, India,

cod PL1Astcn. The remaining technical assistance was to be programmed

ENr Turkey, NcTel, Jordan, and regional programs. • Agriculture, education,

and population problems were to receive major support through A.I.D.

fundin. Develoliment loan funds were planned for capital projects and

program loans were to be emphasized. .

Suy:mn-::y of Proram Implemeptation

- Piscal ';!oar 1971 Foreign Aid funds aMounting to $288,287 million

were obligated for A.I.D. activities in the Naar East and South Asia

Region. Of this total, $7.750 million (2.77,) was obligated for health

crZi population projects in five countriea. There was one nutrition pro-

ject, See Table 14 on page

The amount of funds obligated for health, population, and nutrition

projects, by.country or other allocation, and the percentage for each

catc3ory ale kihowu in Table 15, on page

There were 24 active health, population, and nutrition projects

in the lic.ar East and South Asia Region in FY 1971. Sixteen were country

projcts and eight were regional. Three of the 24 projects were initiated'

in FY 1971. The distribution by activity was as follows:

Number Initiated Number Initiated

Pro&et Total FY 1971 Prior Years

Total 24 3 21
Eenith 9 0 9
PoDnlation 14 3 11
Nutrition 1 0 1

1/ One nutrition, five health, and nine population projects initiated
in prior years required ry 1971 funds.

The amount of FY 1971 funds obligated for health projects by
type:, of activity endcountry or other allocation is shown in Table 16
on page Funding for health activities in FY 1971 was limited to
two categories, health services and facilities, and malaria eradication.
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As of: Juno 30, 1971, A.I.D. had 35 health and population staff
uoTdbes on field assir,-nments in the Near East and South Asia countries.
TWenty-c'.rs-, ._.c A. :.D. direct hire employees, six were PUS RASA per-
sonnel, i'ur were provided on a Census Bureau RASA, one was provided on
il D:- az iv. of Agriculture ?ABA, and one was A.I.D. contract hire.
The ha:..1t.h disciplines and specialties were as follows:

D.S:scin_1;-(1

Total
Illys::_riz,--s

Total ATD

23
2

MS

6
•

Other

35
2

6
-

Nurses 7 2 - -
.:'slz-.1.La Advisors (nonm'Aical) 6 - 6 -.
ropula'zion Advisors (nonmedical) 9 8 - 1 2/
Deno;r,,2:lers• 5 1 • 4 1/
Social .-,elence Advisor - _ 4 4
Soc. 32vel_o?ment Information Advisors 2 2 - -
Nutr-,_:Lort Advisor 1 - .. 1 2/
PronT:_i Analysts (]?op.) 1 1 «ra -
Auto :--ipTent..'dvi-;or I 1 ... ..
Supply , ..:,,relzent Advisor 1 1 - •
Coa7lunicions Media Advisor 1 1 -. •

Depnrtmerit•of Cornerce/Census Bureau
2/ Depnrtnent of Agriculture
3/ A.I.D. contract

The nancs, positions, and location of A.I.D. field staff are
included in the section of the report which begins on page
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VIETNAM

Plans

In FY 1971, A.I.D.'s goals, within the context of overall U.S.

obj-:etivc3 in Vietnam, were stated in the FY 1972 Congressional Pre-

senLrLi:,n to he: ":0 -facilitate Vietnanization by hciping the Govern-

r_lt e: 7letncla bear the increased cost of the war; To prevent

n:,d severe economic dislocations; To assist the Government in

cariil'; ar refu-;oca, civilian casualties and other war victims; end

To hem economic, social and political conditions in both rural and

c-,nrs 

Proram Implementation

In FY 1973, Foreign Aid funds totaling $387,722,000 were obli-

gated far A.I.D. activities in Vietnam. Of this amount, $20,931,000

(5.-4;) vas obli7ated for ten health proidcts. Two health projects:

211. Utilit:.es Loan Find, 730-12-521-393; and National

institute, /30-12-5:1,u-351, did not recuire FY 1971 funding.

All but one of the 12 health projects were initiated in earlier years.

The exception was Ponnlation, 730-11-550-405.

In addition to the 12 A.I.D. supported health projects there

were six nonhealth projects that contained health or health related

components. Infcraation concerning these projects is given on pages

As of June 30, 1971, there were 103 A.I.D. be'alth workers on

aSsignent in-Vietne. This does not include contract personnel

or third country nationals e;-?loyed by A.I.D., but•does include the

seven health professionals provided by PliS under PASAs, and one Bureau

of Census PASA employee.

The health disciplines and specialties represented an the U.S.

staff in Vietnam were as follows:
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Disc!_7311ne Total AID 1117f3 Other

Total 103 95 7 1
My5..lcians 11 11 -
tz-,:es 31 30 1 -
Public 'Health AdvL;ors (nonme,!ics1) 12 19
lilth Administration Assistants 4 4 - .-
Maltria Advisors . 6 ., 6 -
Mndical Lducation Advisor 1 1 -

1 1 .. -
2 2 - -
3 3 . .

Pc•..::..-.on .:Ixiv....:.:ors 1 1 - *
7.?,::::.:•..:-.-or 1 .

1 4 . .
1- 1 .. .

Ci. .::..y •1:_1:2,.na .•-_.,J!olirces A4vir;or 1 1 -
7:::•......• L.::!.11-,1:?.rtion Adv-7,,s 2 2 -

.-
-

En • ,...1 CollztnIcLioa Advisor 1 1 ...
. .

S.7,1,1Ln3 8 8 . .
1L. :..!. .ply 1-)..visors 3 8 . .

Ldvicors 6. 6 .- -

I/ PAS:, with Dureau of Census
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TESTIMONY SUBMITTED FOR THE SENATE INTERNATIONAL HEALTH, EDUCATION AND LABOR

SUBCOMMITTEE HEARINGS REGARDING 

DEVELOPING NATIONS HEALTH NEEDS 

Kevin M. Cahill, M. D., Director, The Tropical Disease Center

New York, and Professor and Chairman, Department of

Tropical Medicine, The Royal College of Surgeons in Ireland

I am grateful to the Committee, and to its Chairman, Senator

Hughes, for once again drawing the attention of Congress and the

American people to the health needs of the developing nations.

In this jet age, the health problems of any nation may pro-

foundly affect our own national well-being. This contention is not

derived merely from disease t experience of Americans overseas - be

they military, tourists, or business men; Nor do I speak only of the

potential transmission of infectious diseases from continent to

continent, as evidenced in the current cholera pandemic that for the

first time in many decades has swept from it's Asian home to strike

terror across Africa, and through Russia and Israel and into Europe.

Rather, I would like to call the attention of this Committee to the

benefits that could emerge from a greater involvement by this great

nation in the health needs of the developing world.

I believe that these benefits would accrue to the poor and

suffering peoples of the Third World, and to the American People.

Despite the temptations of neo-isolationism, the justifiable concern

for domestic problems, the importunate needs of our inner cities and



173

- 2 -

the financial pinch from inflation, I am convinced that this

nation does not doubt whether we should be abroad, but asks how.

Medicine is indeed an untapped resource that would permit the

United States to demonstrate its capacity to adapt its thinking,

goals and dreams to new problems and realities. As in the past

we need to accept - and relish - this potent side of our character.

I approach the problem of the health needs of developing

nations by first citing how intertwined those needs are with our

own, since I am convinced that this is the only way serious

Congressional attention can be focused upon the field of inter-

national health. If you gentlemen appreciate the potential good

for America and the appeal that programs of excellence in inter-

national health can have, not only for those in developing worlds,

but for your own constituenciesjth41 I am certain we as a nation

could move further along a path that would eventually bring greater

international understanding and peace, as well as health. In the

magazine America ( March 4, 1972) in an article titled " Medical

Diplomacy" I wrote:

" Indeed at no time in America's
history has the United States been in more

need of a program for fusing its vast material

resources with its enormous energies, for the

good of the world at large. Moreover, if I

read the nation right, Americans do not really

question whether we should be involved abroad

but only how we are to do it. We actively want

an international involvement that reflects the

nation's humanity, strength - the dignity and

beauty - that we know are alive in our country.

But we need to realize that this self vision by

Americans is not the view of our country that

is seen in Africa, in the jungles of Southeast

Asia or - apart from American missionaries - in

83-607 0 - 72 - 12
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the Phillipines or Nigeria.
What would make a difference would

be a clearcut unequivocal identification
of ourselves as individuals, and America
as a nation, with the priority needs of
other peoples as they see these needs. We
have medical and missionary and Peace
Corps personnel working overseas in the
field. As a nation, however, Americans
have failed to identify with their own
representatives abroad, so they work in
isolation - a fact that those they are
helping readily appreciate. Likewise, we
have mutiple federal departments involved
in assisting the developing countries, but
their work, at least in medicine, is often
poorly coordinated.

To emphasize what is decent and human
in American's heritage, and to speak of the
brotherhood of man may seem simplistic and
idealistic to some, but such emphasis may
be what this country really needs today;
emphasis, namely, on a return to basic
values, with stress on planning in a generous
spirit and for long term goals, rather than
for expedient gains of the moment.
 I say that, I trust, as a realist.
Indeed the medical personnel who have worked
in the tropics can not afford to live in an
unreal world. The problems of life and death
there are immediate and practical, and make
realists of the first order. But realest of
all can be the discovery in oneself of a
transparent brother-to-brother feeling, out of
sharing the raw hopes and woes that surface so
abundantly in the new nations. I commend that
discovery to Americans, first as a kind of
measure of personal liberation. Secondly, I
commend it as a basic reading of the American
spirit, battered perhaps by present events but
ready to stir again for a truly believable cause."

I offer the above comments to this Committee because I think they are

relevant and significant ones in defining our interests in the health needs

of the developing nations. How we can best accomplish this " unequivocal

identification of America " with the needs of people as they see them -

and health needs are, without question, the priority need as
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seen by the developing nations - was reviewed by a number of

leading authorities in The Untapped Resource, translated into

a specific Bill (HR 10042) and (S3023) under the leadership of

Congressmen Carey and Fraser and many of their co-sponsers,

and by Senator Jacob K. Javits. My testimony on behalf of that

Bill explains clearly why I believe that particular approach is

better than any alternative, and why I believe the formal

identification of international health by Congress as a priority

activity of the American people overseas is essential. I would

ask the unanimous consent of the Committee to insert my remarks

at this point:
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During the six days of hearings in the House of Re-

presentatives leaders in the world of diplomacy ( Mr. Harlan

Cleveland, Ambassador John Badeau), international health ( Dr.

Edward 0' Rourke, Dean of the School of Public Health in Hawaii;

Dr. William Walsh of Project Hope; Dr. John Bryant; Dr. George

Lythcott, Associate Dean of Columbia Medical School, and others),

economics ( Professor Mark Perlman), the voluntary agencies ( Mr.

Cregger of CARE, Bishop Swanstrom of Catholic Relief Services),

and others testified on behalf of the Bill.

The health needs of the developing world are enormous,

and have been enumerated and recited by many experts. But whether

that recitation will move into action depends on you. At the con-

clusion of the hearings on HR 10042, Congressman Fraser kindly

invited me to summarize.

I noted that:" It becomes increasingly
obvious, more obvious to me now than it was
when these hearings began, how appalling has
been our gradual retreat from the opportunities
as well as the responsibilities of international
health. You have heard over the six days of
hearings not only of the hungry and diseased
people in the developing world crying out for
help, but we have heard from America seeking to
find a better way to present the decentness and
humaneness for which this country so desperately
wants to be known for overseas.
  It becomes almost apparent that the under-
girding of the present system in health just is
not going to work overseas. I have been impressed
by the willingness of the voluntary agencies, so
intent on their own autonomy, to come forth in
support of this Bill. I think it is obvious that
their altruistic motives in serving the receipent
has motivated their willingness and their concern
to be involved.

The decision obviously is yours, I am
convinced that this opportunity to clearly and un-
equivically identify America's committment to
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a humane endeavor really transends the issue
of health, though that alone, God knows, is
a sine qua non for any development. I think
the Bill addresses itself to the very quality
of life that we as a people here and around
the world want.

I earnestly entreat the Members of the
Committee and yourself to carefully consider
this because I feel that if we do not take
this opportunity we really are going to be
less of a nation."

Senator Hughes, Members of this Committee, I thank you for

devoting your energy and attention to this matter, and I submit that

the health needs of developing nations are not an academic or

esoteric topic. For the many reasons cited above, the attempt to

resolve a* needs represents the most crucial - and noble - potential

for our country and the world.
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STATEMENT OF KEVIN M. CAHILL, M.D., DIR., TROPICAL DISEASE CENTER,
Sr. CLARE'S HOSPITAL, NYC; PROFESSOR AND CHAIRMAN, DEPT. OF TROPICAL
MEDICINE, THE ROYAL COLLEGE OF SURGEONS IN IRELAND

These hearings are vital not merely to the health of people around the world,
but to the very quality of life in America. They address themselves not only to
specific disease problems, but to where we are going as a nation and how we will
present ourselves in the years and generations to come in the newly independent
nations of the developing world where the bulk of this planet's population does
and will exist. I am, therefore, extremely grateful that in Sub-Committee on
International Organizations & Movements of the Foreign Affairs Committee will
consider this topic and this bill for it transcends the limited scope and goals of
medicine—within which I proudly work—and encompasses the breadth of in-
terests and opportunities and responsibilities that are properly the concern of all
of us as American citizens today.
In The Untapped Resource: Medicine and diplomacy (copies of which were sent to

each of you), the philosophical basis for combining these disciplines was considered
in some detail by a group of unusually qualified experts. Angie Brooks, then Presi-
dent of the United Nations General Assembly, speaks of the "millions of people
in our world whose very existence is no more than a daily battle to keep alive" and
concludes that medicine and "the physician, with his capacity to relieve suffering
and to answer an immediately felt need, has a greater possibility of being accepted
by a community. He is then able to set up the bridgehead from which the multi-
pronged development battle can effectively be launched. Health effort in such a
community must be appreciated also in terms of conserving and building up the
major, sometimes the only, resource—the human resource. Development efforts
can hardly take root in a disease-ridden community, where the only source of
energy is muscle power.

Is such a program in international health diplomatically feasible? When inviting
participants to contribute to the book, I turned to John Badeau who was our
Ambassador in Cairo during the years I served in Egypt, and this most thoughtful
man who will be testifying before the Committee later, wrote that "unless a
diplomatic problem affects its most vital national interests, a great power must
depend on its ability to persuade another power to accept a mutually satisfactory
course of action. This means that common interests and shared objectives become
central to diplomatic practice. In fact, he states, "in the last analysis, the success
of the affluent western world in dealing with the emerging areas will not be
determined by military might or diplomatic pressure. It will come from the
success of the developed countries in identifying themselves with the urgent
problems of new nations by contribution to their solutions." Without doubt, the
major priority to the individual citizen in every developing area, according to a recent
UNICEF study, is health.
Representing one of the poorest countries in Africa, Ambassador Farrah of

Somalia, emphasized this point in another contribution to the book. If aid is to
be effective it cannot be merely a transfer of our priorities and technological
prowess, but an effort to assist the developing countries attain a standard of living
and health that will permit them to develop in their way. The day is gone
when we can or should even attempt to, define other nations' priorities and
goals how much better, and more likely to succeed would be the application of
our vast resources to the solution of their priorities and problems especially
when there would appear to be absolutely no conflict between those in health
in our own international aims.
The question of the political feasibility was considered in The Untapped Re-

source by Congressman Carey and it would be bringing coals to Newcastle for
me to enlarge upon that theme in this audience. However, I too am an American
citizen and proud to be so, and do not shy away from the obligation to foster
my nation's interests while pursuing my own specific professional goals. In my
first article on Medicine and Diplomacy seven years ago I wrote that "anyone
working or even visiting in a foreign country becomes involved—willingly or
unwillingly, wittingly or unwittingly—in the political exchange of his native and
host nations." I have, quite obviously, thought long and hard about the political
desirability of combining medicine and diplomacy and I, with all the humility of
the Irish, would like to join Congressman Carey in his comments on this matter.
In fact, I believe that the American people, despite the normal human desires

to retrench and devote the majority of our resources to the major problems that
face America within its own shores, recognize that in 1971 there can be no
retreat from our position as the prime international country in the western



179

world. I do not think, from my own contacts with other citizens, that anyone
seriously denies that role, but the question is how we are to fulfill it. It seems to me
that the American people have been fragmented and disillusioned by, and are
discontented with, our foreign image and activities, and that it will take a
decent foreign involvement to rejuvenate the spirit of this nation and to rekindle
the confidence that we all had in our national destiny less than a generation ago.

This is why I stated at the beginning of this statement that I feel strongly
that a program in international health, such as is called for here today, is as
important to the American people as it is to the world. I believe that there
must be a clear identification of our national commitment to the concept that
we, as a people, are interested in and willing to concern ourselves with a
humane endeavor overseas. I think it is not only the poor and the hungry and
ill peoples of Africa and Asia and Latin America whom we will fail to reach by
further military and commercial ventures, but it is the American people. I think
we all, as American citizens, are seeking from our country's leadership a positive
program to serve, at the very least as a balance to our present image around the
world.
I do not address myself here to the question of whether or not our international

military and commercial efforts were or are justifiable since that is not only beyond
the scope of these hearings but of my competency. I am convinced, however,
that regardless of the necessity of some or all of these activities there is a desperate

need for a balance, and it seems to me that no endeavor of mankind is as easily

understood by all sides as a medical one.
I have witnessed, and written about, the sensitivities and possible misinterpre-

tations of recipient nations with other forms of aid. I have personally seen exam-

ples where our contribution to the construction of airports was interpreted as

backing solely the present regime in a country, and when the next coup came as

it does with almost mathematical inevitability in some African areas, we were

held accountable for the bombs and the air attacks. I have seen the agricultural

attaché blamed for destroying traditional farmlands, the dam builder for flooding

the lands and the teacher for indoctrinating or deluding the young.
Few areas of overseas aid are immune to these possible misinterpretations. Few

forms of aid—if well planned—can be offered with the assurance that both donor

and recipient countries would experience the dramatic impact of immediate benefit,

as well as the long term effect of hard-won mutual respect. Few projects can be

completed with the assurance that later political changes will not confuse or

diminish the good that was done. Medicine is a unique exception, especially in a

developing world where infectious diseases and epidemics, remain the great

scourge.
During the past decade I have had the privilege of intimate contact with

numerous diplomatic efforts while being associated with and later directing Amer-

ican research teams working in tropical areas. From these experiences I became

convinced that combining medicine and diplomacy represents a most natural

vehicle for modern international communication. In Africa, for example, where

the stability of government is a yet rare phenomenon, my own medical work

served to form a bond between several successive administrations. In one country

I had the pleasure of working under three different governments, and caring for

the Prime Ministers and leaders in all three. There have been times when these

men have sought my advice and assistance, not only as a medical practitioner.

I think this personal experience could be enlarged upon and that view was the

early basis of my endeavors to involve the nation as a nation in this movement.

It seems to me that combining medicine and diplomacy is in the finest heritage

of the United States. It is hoped that we have the maturity, the wisdom, and,
 if

necessary, the courage to jettison the standard, rigidly pursued, and often unsuc-

cessful practices of past foreign policies, in order to seek new methods of presenting

what is fine and decent in this land of ours to the developing world. If life is a

series of alternatives, then this is a good one indeed.
For generations Americans have worked in the medical field overseas, often in

the most remote parts of the world, but they worked as Catholics or Lutherans

or Baptists, or non-religious volunteers, and yet our country failed to identify

itself with their efforts. Many times I have had the experience—as have others

who have worked abroad in medicine—of being told that you are "dedicated"

(and that word is vague enough that even I can accept it) but then to hear a tirade

about America, its bombs and its colonialism and its might. When I would point

out that I was American and proud of it, I would be justifiably asked was America

supporting my efforts, or identifying themselves in any way with my work, the
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answer, regrettably, was usually "no." I talk here in terms of a moral and philo-
sophic identification and not necessarily a financial one.
We have paid lip service to the health needs of the vast population in the

developing world. Unfortunately, even that lip service has not always been accu-
rate. Two major reports have recently been issued that, unless corrected, may well
serve as a false basis for foreign assistance programs in the 1970's.
The Pearson Report studied many ramifications of foreign aid and many of its

carefully research studies and conclusions were undoubtedly correct and desirable.
Its view on health, however, was summarized recently by a group of European
medical deans as "almost totally lacking in appreciation of the economic and
social significance of public health in global medicine." The report, for example,
at one point states that "malaria has been virtually eliminated by a worldwide
campaign"—a total inaccuracy about a disease that remains a major medical
threat to more than 100 million persons in malarious areas around the world.
The Pearson Report also states that the percentage of doctors per population

has improved greatly and notes that in Africa in 1966 the range was 1 to 9,200.
As Professor Maegraith of Liverpool responded, "I can only say that in 1969 in
one of the better served areas in Nigeria (one of the best in Africa) the ratio was
nearer to 1 to 40,000." My own experience in even more destitute areas of Africa
and Asia would corroborate that or even a higher ratio.
In this country, the Peterson Report was commissioned by President Nixon

in order to determine the future of American foreign assistance in the 1970's.
Once again, the report paid lip service to health and the eradication of poverty and
disease, but no specific health programs were proposed apart from a continuation
of the contributions of surplus foods and the humanitarian assistance provided
during disasters. New organizations and institutes and councils were suggested,
but health was not mentioned as a proposed activity in a single one of them.
In the Untapped Resource, Bishop Swanstrom, Director of the Catholic Relief

Service, the largest voluntary agency working overseas, and past Chairman of
the American Council of Voluntary Agencies for Foreign Serivce, spoke, as he
said, for "the dark underside of life—the isolated rural areas, the urban centers
newly swollen with rural migrants, the refugee communities." So many of the
voluntary agencies, with their intimate knowledge of the needy around the world,
have developed from merely distribution centers for surplus food to programs
where nutrition and maternal and child welfare is the basis of self-help projects.
Bishop Swanstrom points out the need for unifying the individual efforts of this
vast army of missionary personnel around the world and will be presenting a
statement at these hearings on the desirability and necessity of coordinating
through an International Health Agency in this country. In his concluding remarks
in the book, he quoted a Russian philosopher that "the question of healing our
neighbor in this global village is a spiritual matter. The spiritual eye must see
the whole human family as eventually one, it must pierce us with pain at another's
suffering."
How do we go then from these general philosophic thoughts to a specific pro-

gram? Having written and thought about the broad issue for years, I felt that
the first step was to bring together outstanding individuals from different disci-
plines to speak on the topic. This has been accomplished and presented in the
book. But if, as Congressman Carey phrases, we are to be the "corpsman of
mankind and not the policeman," and, if this is truly a "war we can win" in his
words, or in those of Angie Brooks "the only war worth fighting" then how can
we develop the organizational arrangement to begin not only a logical fight on
disease but a clear and unequivocal identification of our own national commitment
to this humane endeavor? I believe that it can be best done through the Carey-
Fraser Bill that has been submitted by Congressman Carey and is before you
today.

Enacting this proposal would clearly indicate our interest in international
health, would permit our nation to serve the Americans working overseas under
all auspices to improve the quality, and in many instances, the quantity of
medical care delivered, would coordinate the extensive, federally funded medical
programs now working in isolation—and often in ignorance—of one another
overseas. It would evidence our national concern in international health activities
and thereby improve our contribution to, and position in, agencies such as the
World Health Organization (WHO), UNICEF, PAHO, and FAO.
I think that the need for a separate agency is partially answered by the alter-

natives. Could a program be developed within the Department of Health, Educa-
tion and Welfare (HEW) that would accomplish what is possible in international
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health, drawing upon all the voluntary agencies working overseas, the various
federal departments active in the field. I think not. Although the Office of Inter-
national Health in HEW has been a very effective unit it is, of necessity, a minus-
cule component of a domestic health agency. It cannot have the flexibility
required for developing delivery systems for medical care in a hundred-odd
countries. Many of the voluntary agencies would be justifiably hesitant in seeking
coordination and direction from the small component of the behemoth that is
HEW. The international health group in such a Department would be inevitably
competing with the overwhelming—and politically more pressing—problems of
ghetto medicine, and health insurance, et al in this country. Dr. S. Paul Ehrlich,
Director of the Office of International Health in HEW, will be speaking before
this Committee.

Is the Agency for International Development (AID) an existing activity where
further Congressional interest in international health should be solely directed?
History—particularly that of recent years—would indicate "no." As remarkable
as the achievements of AID in medicine have been, they have been greeted with
an annual reduction in the health budget, and the majority of this expended in a
limited number of countries, with population control now absorbing well over
half the total sum. Part of the reason for this annual reduction may be the ina-
bility of the medical program of AID to be considered by Congress on their own
merits, and not as is the case, as a relatively small component of a vast program
where political, military, and economic factors are the determining points.
How can international health receive an adequate hearing, and how can one

expect non-governmental organizations and individuals working around the world
in medicine to willingly become part of an agency and entrust to them direction
of future activities when such a very large percentage of all their personnel and
funds serve only Vietnam? In fact 52% of all U.S. foreign assistance goes for
security purposes and there is a great danger in combining international health
activities with such a program, for health aid may then be employed—or at the
very best misinterpreted—as but another component of a politically-motivated
foreign assistance program. Ambassador Badeau, a man with great experience in
diplomacy, addresses himself to that potential danger in THE UNTAPPED
RESOURCE.
Are research organizations, such as the National Institutes of Health, or the

newly-created Fogarty Center for International Health, an appropriate home for
all the myriad of medical activities of America abroad? I think not. The research
orientation does not adapt itself readily to the practical problems of the delivery
of health care in rural areas or the medical aspects of disaster relief. The voluntary
agencies have done heroic work and are justifiably suspicious of "yet another
survey" and "yet another task force." The Fogarty International Center at NIH
is providing a place for high-level communication between advanced bio-medical
scholars from overseas (Fogarty Scholars) and their American counterparts, and
has a reception center for international visitors to scientific conferences here;
although this is a very important initiative in the research and educational
sectors, it is a long way indeed from the comprehensive international health
activities with which we as a nation must be involved in the field if we are to
have an impact on the current health needs of developing nations.
The Department of Defense maintains a number of research facilities in the

tropics, and Congress directly funds the Gorgas Memorial Laboratory in Panama.
It is unlikely that a truly international health program could be developed under
the aegis of the Department of Defense—they may may not want it and it is
quite certain that other American agencies and individuals as well as recipient
countries might well be more than suspicious of such a marriage. However. I
firmly believe that these DOD facilities and activities could be developed and
coordinated for more effective service to America, the host countries, and medicine
through an International Health Agency dignified by Congress with a clear
mandate to involve and identify the U.S.A. with medical needs around the world,
with annual access to the halls of decision here with an opportunity to begin
anew without the burdens of past reputation and failures, without being a token
unit orphaned in a vast department. To succeed, the program envisioned needs
that drive, commitment and recognition of those elected by the American people,
the people who want so desperately to serve and be seen in a decent way overseas.

If one agrees that this philosophy is correct, and that we in America ought to
become more involved in international medical activities, it is often asked "Is
this not already being done by the World Health Organization?" And, if not,
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shouldn't it be? First of all it is clear that it is not being done, and as I point out
in the introduction to THE UNTAPPED RESOURCE the budget of the World
Health Organization is one-tenth that of the New York City Health Department.
The World Health Organization is an advisory body that, with few exceptions
such as malaria, does not become involved in the delivery of health care or services.
Certainly it cannot be expected to do so with its budget. Nor, do I believe, it
desires to do so. The World Health Organization represents probably, the ultimate
consensus of opinion on health problems, but it is unrealistic to think that con-
sensus among 131 voting members is likely to come rapidly enough to respond to
medical disasters, nor does it have the personnel, the funds or the mandate, even
if it had the desire to do so. The United States is a leading member of the World
Health Organization and we contribut 43% of the total budget. If we were to
contribute, for example, the relatively modest amount of money requested by
the bill before you today, we would then be contributing about 60%. Would that
be a World Health Organization?

Although all people active in international health are firmly convinced that
WHO represents one of the great successful endeavors by the family of nations—
nothing in my comments should be taken as criticism of this organization. I
nonetheless feel that to relegate all international health responsibilities and
opportunities to WHO is as it were washing our hands of the problem and moving
it from one plate to the next. I think it avoids the opportunities, as well as responsi-
bilities, that are offered to us as American citizens.
I. know that there is a philosophic camp that believes that all international

assistance ought to be through multilateral agencies—I just am not of that camp
and feel we have a unique chance to serve America, and the peoples of the world
as well as the international organizations, by becoming forcefully involved in
world medicine through a newly created International Health Agency. This would
in no way lessen the scope or role of the WHO, but it would clearly demonstrate
America's willingness to contribure to that war we can win and in doing so
so would provide the alternative we are seeking in our foreign image.
No reasonable person working—certainly not in medicine—in the developing

countries seeks credit for every act, as a tit for a tat, but all of you know that
there is, in many parts of the world, and sometimes with justification, a stigma
on our name as Americans and it is the silent steady work of humane endeavors
that will alter that impression, both at home and abroad.
Should health be separated from the other activities in development? That is

a very good question and, if the world were perfect, I presume my answer would
be no. But the history of our development activities overseas tells us clearly that
medicine has either not been appreciated or has not demanded an adequate voice
and .has received an ever diminishing proportion of the development budget. As
I pointed out above, security now accounts for 52% of out total foreign assistance
program. There is nothing, certainly, farther from the goal of all people working
in international health than the isolation of medicine from related developments
in agriculture and education and industry and democracy. If the proposed
International Health Agency were to work well, and surely if it were to be directed
by thoughtful and knowledgeable people in international health activities, then
coordination of efforts and cooperation with those in other disciplines would be
guaranteed. Given the failure of health to be recognized as a priority item in
foreign assistance, given the vast network of missionary and voluntary agencies
working overseas who desire to be identified with America, but who are justifiably
hesitant to do so through existing organizations and agencies, given the multitude
of federally-funded medical programs working in isolation even from one another
overseas, given the clear priority that health has in every developing country,
and, most importantly, given the clear desire of the American people to be
involved and identified with humane endeavors overseas—it seems to me, there
is no alternative at the present time but that you, as our leaders, provide the
organizational apparatus necessary to elevate international health to a position
of significance and dignity in this country.
I pointed out in the introduction to my book how not all medical programs

overseas are successful. During my time in Egypt one of the major projects carried
on at that time by our government was on zinc metabolism in Egyptian dwarfs.
I still recall how both Egyptian physicians and political leaders, knowing of this
"research", asked whether we had chosen that topic to offend when it was quite
obvious that they had enormous other medical problems preventing them from
developing as a people and a nation. Better direction and coordination. of our
medical activities overseas, and a clearer recognition of local needs and priorities.
is sorely needed.



183

During my discussions regarding the bill before you, the question has been
raised—can we afford it? I think the question really should be—for the many
reasons given above—can we afford not to do it? As obliged as you are to carefully
consider expenditures, I can only submit that appropriations requested for inter-
national health activities by a new agency will almost assuredly pay dividends
beyond any expectations of a government accustomed to substantial outlays of
funds.

Unless we address ourselves to the health problems of the developing world, can
we expect them to economically develop? This will be considered in more detail
by Dr. Perlman before your Committee. If we do not try to assist the developing
nations towards better health, can we expect the economic growth that will be
necessary for American export markets in the years to come, and, even more
importantly, can we expect the world stability that we seek? If we do not involve
ourselves overseas in international health problems we will be, in this jet age,
more and more the recipient of those problems on our own shores. If we do not
assist the developing countries in solving their health problems, we will surely
have more importations of human, as well as animal, diseases. The rapidity with
which infections, such as the equine encephalitis currently spreading in the south-
ern United States, can afflict man and animals, and the economy of an area, is so
obvious that it hardly needs comment.

This country sees 140 million international travelers every year; would it not
be less expensive—if we even consider the problem solely at that mundane level—
for us to concern ourselves beforehand in this battle to contain infections rather
than treat them on our shores?
We certainly do not have all the answers. We do know, however, that the

major diseases of the developing world are the infectious diseases for which, in
many instances, we do have specific vaccines and medicines that can radically
alter the epidemic status of afflictions that have cursed mankind for centuries.
Dr. Lythcott will review some of his own experiences with smallpox eradication in
West Africa and I could tell you of my own work in epidemics in East Africa and
Asia. In most instances, we do have the diagnostic tools available for rapidly
defining the presence and incidence of the major diseases. For the past seven years
I have worked on and off in Somalia—at the invitation of the Somalia govern-
ment—helping to define their diseases so that they could use data on local diseases
to devise a health system within their own framework for their own local problems.
Many of the studies in this program were done at our National Center for

Disease Control in Atlanta, Georgia, as a personal cooperative work between
myself and a colleague but that type of laboratory support could be made availa-
ble so that people working around the world might better define local problems
so that local solutions could be devised. Missionaries could be educated and
directed to rechannel some of their energies from the emotionally satisfying
therapeutic ventures to those in community health that will have greater, more
long-lasting impact. I hAve assisted quite a few missionary workers around the
world, and I know that there would be few, if any, of that group who would not
readily alter their approach to better serve their constituents if the means to do
so were explained and provided.
I concluded the report on the study in Somalia with an old Somali poem:

"Is not he who never fails you in your weakness one of the brethren?"
That, after all the words, is what this is all about. It is whether we, as a nation,
are going to identify ourselves clearly with the priority need of people around the
world as they see it. We have personnel working in this field all over the world
but we, as a nation, have failed to identify with them and so they work in isolation.
We have federal programs working overseas but they are uncoordinated. We have
international health sections in vast departments, such as HEW and AID, but
they are small and, often for justifiable reasons, are unlikely to be able to expand
or have the flexibility to encompass the challenges and opportunities that are
present. We have international organizations and these should be supported, but
they are not, the final or sole answer for America's involvement in the international
health arena. We have the war and we can win it, but it will take your direction
and mandate to accomplish this.
I have limited my comments here, at the suggestion of the Committee and Leg-

islative assistants to a broad over-view. Other speakers will address themselves to
specific problems and opportunities in medicine and diplomacy and economics.
I shall be happy, needless to say, to answer any specific questions that any of the

Members may have.
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Response to Question posed by Senator Javits

Prepared by Drs. C.E. Taylor

J. Bryant

Question: "What is an appropriate mix for U.S. assistance to 

international health activities?"

The key to finding an appropriate balance in U.S. funding for

international health activities is to better define the functions and

responsibilities of the various organizations involved and their

interrelationships. Adjustments in the funding mix can then be made

on a flexible and continuing basis.

The public organizational mix of U.S. Government agencies is

in special need of attention. The prospects for getting a single

U.S. agency to assume all responsibility for international health do

not seem good even if it were desirable. There are too many existing

legal and organizational complexities and vested interests. Particularly

baffling is the polarization between the need for technical linkages

with health professionals as represented by HEW and the diplomatic

constraints which require international programs to be part of the

Department of State and AID. It seems increasingly evident the more

we study this problem that a single official international health agency

would probably be less able to cover all the required functions effectively

than an appropriate mix of agencies. An effort has, however, been

made to provide coordination of private activities through the new

National Council for International Health and the proposed General

Assembly for International Health.



185

-2-

While a detailed proposal developing an acceptable organizational

structure will require more study,a tentative suggestion is to develop

a stronger health unit in AID with earmarked funding similar to that

already provided for population activities and another strong unit

in HEW with clear distinction in their functions. Then there should

be a joint coordinating body with senior representation from AID, HEW,

the National Council for International Health and other agencies. This

group could set policy, maintain communications and advise Congress

and the AdmInIstration on the continuing mix of funding and programs.

It could also help in U.S. relationships with multilateral international

agencies, especially those related to the U.N. and WHO. Appropriate

mechanisms can then be worked out for adapting the response of the

various U.S. agencies to the particular needs and resources of less

developed countries and for collaborative arrangements with the more

developed countries.

October 3, 1972

Senator HUGHES. The hearings are closed.
(Whereupon, at 12:50 p.m., the special subcommittee recessed,

subject to the call of the Chair.)
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