who participate in public health. The 15 case studies of this book illustrate
anthropological concepts and methods that can help us understand and resolve
diverse public health problems around the world. One case study shows how dif-
ferences in concepts and terminology among patients, clinicians, and epidemiol-
ogists in a southwestern U.S. county hinder the control of epidemics. Another
case study examines reasons that Mexican farmers don’t wse protective equip-
ment when spraying pesticides and suggests ways to increase use. Another
sxamines the culture of international heaith agencies, demonstrates institutional
values and practices that impede effective public health practice, and suggests
issues that must be addressed to enhance institutional organization and process.
Anthropology in Public Health provides practical models and anthropological
tools to improve the effectiveness of public health efforts around the world.

About the Editor
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ters for Disease Control and Prevention in Atlanta since 1986. He has conducted
anthropological and public health research in Peru, Mexico, Brazil, the United
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inclnding breast cancer and other chronic diseases, syphilis and AIDS, obstetrics
and internal medicine in the U.S., perinatal ethics, racial and ethnic classification
in public health, poverty and death, male-female differences in mortality, and the
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hce the end of World War 11, great strides have been made in meeting health

ie'ds, particularly in Third World countries, which historically have lagged

d industrialized regions. Death rates have fallen significantly, longevity has
kedly increased, environmental sanitation has improved, maternal and child
th facilities have multiplied, immnunization programs increasingly protect

ghildren against common childhood diseases, and the incidence of many other

seases, such as malaria, has been notably lowered.
t the same time, enormous health problems still confront most of the world,
it is highly unlikely that “Health for All by the Year 2000” will be achieved
10, 1979). Why should this be? In public health we have long since ac-
ed the skills needed to provide pure water and environmental sanitation,
mmunize against the common childhood diseases, to design putritionally
slanced diets, and to teach personal hygiene and food safety. These skills, as
jmalingaswami notes, “were largely responsible for the great transformation
ealth that took place in the industrialized world at the time of the First
lustrial Revolution” {Ramalingaswami, 1986:1097). They are also the skills
t can effect a comparable revolution in Third World health conditions. But
e failing fully to utilize these skills, according to Ramalingaswami, be-
ise of political, cultural, ethical, and bureaucratic factors.

i iThese factors are marked by a common characteristic: they are all'sociocul-
. oo
. - A2 22 Yon athar wnrde madiral 'knnw]edge and b
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medical research alone cannot bring health for all. Qur problems lie
of politics and commitment, of planning for health needs, and of admi
of programs and projects.

This is not the first time in history that administrative and planning]
have been called on to help meet perceived health needs. Perha
“international” health agencies were the Public Health Boards est
north Italian city-states ta meet the threat of the Black Death (1347=13;
only did the boards monitor the incidence and progress of illness withu
boundaries; they also exchanged information with their counterpar i
cities with a view to establishing quarantine measures. Considering thy
of medical knowledge at that time, it is perhaps not surprising that “th
development of the Health Boards and of related health legislation wer
much the brainchild of the medical profession as they were the prod
administrative talents of Italian Renaissance society. . . . From their begig
the Boards were in the hands not of the medical men but of administrat
of course, made use of the knowledge and skills of physicians and s
whenever the situation demanded” (Cipolla, 1976:20-21).

History repeats itsell today, for knowledge and skills beyond those ¢
cine alone are needed to make progress in meeting health needs. Spe
administrative, political, economic, sociocultural, and ethical factors
taken into account in the planning and conduct of health programs. Wit
field of international health this fact is appreciated in varying degrees
generally agreed that knowledge of the sociocultural characteristics of
groups is essential to the best planning and execution of health progn
widely accepted is the [act that the structural and dynamic characte
health agencies profoundly influence the planning and mode of oper
international health programs. Health bureaucracies are therefore jus
cal objects of scientific investigation as traditional communities.

To study bureaucracies, of course, is hardly a novel idea. Since the
the German sociologist Max Weber (1864-1920), social scientists hav
administrative organizations to understand how their structure and d
influence the societies of which they are a part. Empirical research has ¢
the obvious: informal relations and unofficial practices are widespre
bureaucracies, and are essential to their activities. Far from detracting fr
efficiency of the organization (as Weber's model postulated), these relati
and practices often contribute to more efficient operations (e.g., see discu
of Simmons, below). il

Although the health field has provided the arena for a number of studie
bureaucracies and the health professions within national boundaries, ré '1
little research on health agencies—in contrast to the communities they séx
has been carried out in the international setting. Among exceptions is Sim

: I -

ly useful but unofficial function health center nurses performed in mediat-

etween doctors and patients (Simmons, 1955). When in a routine adminis-
ve shift of duties the nurses were assigned full-time to home visiting, com-
Mihication between doctors and patients virtually broke down. Equally revealing
®Ehilips's review of the Rockefeller Foundation’s hookworm campaign in Ceylon
1916 to 1922 (Philips, 1955). The study is important because it demon-
tes how the physicians’ misconceptions about appropriate innovative roles
their lack of knowledge of what their activities meant to the tea coolies were
onsible for the failure of the program. Practically all of the problems in plan-
g and operating international health programs encountered 50 years later in
post-World War II period emerged during those six years.

thodology

‘Ii'i study is based on information acquired through participant observation. In
Smmon anthropological usage, the term implies that researchers speak the lan-
ge of and participate as fully as possible in the life of the members of a group—
easant community, urban ghetto residents, staff of a hospital, or a govern-
nt agency—with specific goals in mind, such as writing a scientific monograph,
opular book, or a committee report. Information gathered in this fashion tends
‘e “interpreted” rather than “analyzed.” Anthropologists ask of their data,
at does this all add up to? What do the data tell us about human behavior,
out social organization and culture?” Competing interpretations are the rule;
re are no ways to repeat a study under controlled conditions duplicating the
t anthropologist’s work, no simple way to prove or disprove a hypothesis. The
erpretation that seems most plausible to most anthropologists is generally
-epted until and unless a more plausible hypothesis appears.
KReflection upon 40 years of personal observations and experiences in the field
Bftechnical aid, especially international health programs, augmented by exami-
Fition of the published record and discussions with colleagues in many fields,
s led to the conclusions in this study. During my professional life I have
Bhserved and participated in the development of a number of international multi-
':,_ bilateral technical aid programs, beginning in 1943 when, as a “social sci-
Ence analyst,” I joined the US Institute of Inter-American Alfairs (I1IAA), which
hid been established a year carlier to help Latin American countries develop
éir agricultural, health, and educational systems. The IIAA was the forerun-
ier and prototype of today’s United States Agency for International Develop-
nent (USAID). In 1946, after two years as a Smithsonian Institution (SI) visit-
g professor in Mexico City, I returned to Washington. There, in 1951, my
Contact with the IIAA was renewed when SI colleagues in several Latin Ameri-
.. oo trice and T aaeriad ank an initial studv of asnects of the institute’s work
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in public health. Our report (Foster, 1951), which stressed the cultural:s ;
cial “barriers” that inhibited acceptance of much of the American prog
was enthusiastically received by IIAA health personnel. It appeared t
many questions that had puzzled them, especially why new public he
ters failed to attract the clients for whom they were designed. As axe
SI anthropologists were invited to join an IIAA evaluation team fo
appraise the results of the first 10 years of its health programs (Fost
1982a),
In 1953 L accepted a professorship in the Department of Anthropology,

University of California, Berkeley, where, during the following 30 years,

as consultant in a number of overseas technical aid projects and programsye
USAID in community development and health education in India, Pakist
Philippines, Indonesia, Afghanistan, Nepal, and Northern Rhodesia (today:
bia), for periods of several weeks to six months; for UNICEF and, espe;
WHO, for periods of two weeks to three months in Geneva, Indonesi
Sri Lanka, Malaysia, Thailand, and the Philippines, with shorter stays inN :
Nigeria, Cameroon, and Kenya. ,

A considerable number of stateside and international workshops, comn

memberships, and meetings also gave me opportunity to interact with int
tional health specialists, and to observe them in action. All these experie)

added to my understanding of the bureaucratic aspects of international
agencies and programs.

organizations have stressed preventive medicine and I_?_Pblic health mea-
sures rather than clinical activities. -+

Private religious organizations such as the medical missions that have bee.n
supported by Western European and North American Christian denomi-
nations for a century and a half. Historically, medical missions have been
more concerned with curative activities than with preventive measures.
They differ from the other organizations in that meeting health needs
often is not a primary aim i itself, but rather a strategy to help achieve
the ultimate goal of making converts. Medical missions and private secu-
lar organizations are usually grouped under the rubric private voluntary
organizations (PVOs) or nongovernmental organizations {NGOs).

This chapter focuses on the multi- and bilateral organizations. Although dis-
ctive in important ways, as huge bureaucracies conforming essentially to the
i rocedures of governinents, they are sufficiently similar to one anothe.r to per-
i}]it joint analysis and comparison. Almost without exception they conform toa
“donor—recipient” pattern in which specialists from technologically advanced
Féountries work with “eounterparts” in less developed countries in improving
L:ealth services in the latter regions. This pattern is largely a product of the past
50 years. .

By the end of World War II it was clear that war-ravaged Europe required
ajor financial help to rebuild. This came largely in the form of Marshall Plan
d from the United States. It was also clear that during the war the rest of the
orld had changed significantly, and that even greater changes were an immedi-
‘ate prospect. European colonies were soon to become independent. They, and
ther countries little if at all industrialized, would need major financial and tech-
ological help in their developmental efforts, essential to achieve ligher stan-
ards of living and, it was hoped, political stability. Thus was born the concept of
uge technical aid programs in such fields as health, agriculture, and edu?atlon,
+as a major arm of foreign policy of the industrialized countries, and as a field of
operation within the United Nations and its specialized agencies (Basch, 1978).

Types of International Health Agencies
Organizations working in the international field may be classified as follows

1. Multilateral organizations, exemplified by the specialized United Natian
agencies such as the World Health Organization (WHO) and the U
Nations Children’s Fund (UNICEF). The critical characteristic of th
agencies is that membership is open to all countries, whose repres
tives collectively set policy.

2. Bilateral governmental agencies such as the US Agency for Interna
Development (USAID), based on working agreements between the I
organization and the ministries of health of recipient countries. Although
improved health is also the goal of such agencies, basic policy is set largé
by the donor organization, and its activities constitute an arm of l:he,-_f g
eign policy of the supporting government. '

3. Private secular organizations such as the Rockefeller, Ford, and other |
multipurpose foundations, and myriad smaller and more specialized gro

that danend an rhaviknhla acedeiladioen fee e TTeoe. . T a1

volving Models of Technical Aid

‘. From their beginning, technical assistance programs have been based on under-
tlying assumptions judged to be self-evident by the program personnel. Tendler
tates the basic assumption: “Development assistance was established on the
remise that the developed world possessed both the talent and the capital for
elping backward countries to develop. Development know-how was spoken
bout as if it were like capital—a stock ol goods capable of being transferred

EWAL L W NN
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From this it logically follows that if some people have “know-how” and.
do not, those with the know-how are the proper ones to plan and execni
transfer. Technical aid and developmental planning in general are, as .
and Alfonso point out, “based on an organizational model which'as,sum:
the major planning decisions will be made centrally based on economid;
ses prepared by highly trained technicians. . . . The decisions are made;
perts far removed from the people and theijr needs, and implemented th
structures intended to be more responsive to central direction than loc
ity” (Korten and Alfonso, 1981:2).

Premises change over time. This is as true of premises underlying inte
tional health organizations as of other large bureaucracies. Over the past &
three sequential models of the perception of problems encountered in d
ing technical aid can be identified: the “silver platter” model, the sociocul
model, and the bureaucratic model.

osed to them, and that given the opportunity they would quickly adopt them.

fhe errors underlying this “transfer of techniques” approach. are beautifully
gllustrated by the early health program of the US Institute of Inter-American

M {fairs, established in 1942. The centerpiece of the program was American-type
k- blic health centers, emphasizing preventive activities in such fields as mater-
and child health care and environmental sanitation. Initially these centers
ed to attract anticipated patronage. Behavioral research revealed that in coun-
es where people have limited access to modern health care, they are unin-
rested in prevention until their first priority (treatment of iliness) has been
jeatisfied. Only after curative services—initially lacking—were added did health
jcenters begin to play an important health role (Foster, 1952}.

‘The Sociocultural Model

y the mid-1950s this early ethnocentric view of technical aid began to give way

a new approach which postulated that the major problems in the transfer of
dvanced technologies, including those of the health sciences, are rooted in the
‘society and culture of the recipient peoples, and that programs and projects
i himed at redressing poverty, poor health, inefficient agriculture, and illiteracy
Emust be designed to fit the needs and expectations of these people. The popu-
- lations toward whom these programs are pointed, itis argued, want to raise their
tandards of living and are willing to modify their behavior when they perceive
 advantage in the new ways. But psychological, social, and cultural “barriers”

inhibit these changes. Consequently, ifthese barriers can be identified through
‘,sociocultural research, and if the motivations to change can be identified, then
' developmental assistance can be presented in such a way that client peoples will
‘eagerly accept it. This model represents an enormous advance over the silver
platter model. As [ar as it goes, it is correct. Without an understanding of the
ocal community, its worldview, and its comprehension of the innovative alter-
. natives presented to it, planners and technical specialists are working blindly.

The Silver Platter Model

In the early years of technical aid, planners and technical specialists— .
personnel included—felt that their task was to attack problems with the {
niques and institutional forms that worked well in industrialized countries’
though speaking only of higher education in (then) British Africa, Ashby

described the picture for all technical aid: '

Underlying British enterprise in providing higher education for her people
seas was one massive assumption: that the pattern of university appropriat (:'1"
[ﬂanchester, Exeter and Hull was ipso facto appropriate for Ibadan, Kampala;and
Singapore. . . . As with cars, so with universities: we willingly made minor ;
cations to suit the climate, but we proposed no radical change in design, an
did not regard it as our business to enquire whether French or Americal; mod
might be more suitable. (Ashby, 1966:244)

The result was universities often poorly suited to the needs of developing coun

In the history of international health programs, the same underlying assu
tion repeats itsell continually: the health strategies that have served the
are universals, equally suited to Boston or Bombay. Health programs have
seen as exercises in the transfer of techniques, in the implantation of educati
preventive, and curative services based on the biomedical model, in which ':
major challenge is to persuade people to abandon their traditional beliefs ati¢
practices in {avor of the new. As with British higher education, this assum .'

often has produced inappropriate and ineffective health services in Third Wor d
countries.

The Bureaucratic Model

Even the most sophisticated applications of the sociocultural model, however,
§: often failed to produce the desired results. Little by little we have come to real-
i ize that not only is it important to understand the recipient’s culture, but it is
. equally important to understand the sociocultural forms of innovating organi-
zations. Just as barriers to change are found in peasant communities, so are they
E found in the structure, values, and operating procedures of development bu-
! reaucracies, and in the individual personal gualities of planners and change
I agents. In other words, the bureaueratic model says that to develop the most
! effective aid programs it is essential to understand the culture of the agency

It was further assumed that people in less developed countries, the re
ents of help. would immediately appreciate the advantages of the new ways, ongg
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sreaucracies also resemble communities in that, within norms of behavior
alues, individual members exhibit great variation in abilityycharacter, per-
ality, views, and judgment. The personnel of bureaucracies are not simply
Hiers of their organizational cultures; they are also psychologica] beings need-
go gratification and satisfaction from their performances. T.hey are charac-
ed by emotional securities and insecurities, likes and dislikes, hopes and
. Sometimes they feel successful in their accomplishments, and at other
s they feel threatened or rejected. To understand the working of bulreau-
ies, it is essential to pay attention to the ever-present psychological dimen-

of personnel.

developing and guiding a program, as well as the national and internati
sumptions (both conscious and unconscious) that shape bureaucratic )

For many reasons, the bureaucratic model has been less completely;
than the sociocultural model; many health personnel still reject it, insis
the community, and the community alone, is the problem. It is eas
the sociocultural model has been so readily accepted: it is nonthr
agency personnel, for the problem is defined as “out there,” away fron
ters of policy, planning, and program operations. No one in the innova
nization need feel responsible, or on the spot, in accepting this model!

Even for those who realize the validity of the bureaucratic model;;
psychologically difficult to admit that “we are a part of the problem
reluctance to attempt the innovative action that the bureaucratic modeligs i
of course, is psychological. Staff members of bureaucracies fully understagg
limits of their organizations, of their inherent rigidity, and of the many ¢
they place on reflective thinking and action. Since efforts to bring abon
organizational changes so often seem futile, staff members find it easi
cept organizational norms as a given, and to place their hopes on ch
community forms that will make clients more receptive to their prog
haps they are realistic in taking this position, Certainly the changes in traglig
communities since the end of World War 11 suggest that they can indeed
more rapidly than entrenched bureaucracies. '

luating International Health Agencies

sidentification and evaluation of the strengths and weaknesses of interna-
i nal health organizations is a highly subjective exercise. A pessimist will look
- he world’s unmet health needs and conclude that, a half century after their
ding, these agencies fall far short of what was expected of then.m. An opti-
t, comparing conterporary world health levels with those prevailing at the
of World War I1, can only conclude that the agencies have accomplished
fruch more than might have been anticipated. For the fact is, as pointed out
arlier, enormous strides have been made in meeting the world’s health needs,
cularly in developing countries. That much remains to be done is more an
L J: cation of the magnitude of the task than of the shortcomings of health
0 Eganizations.
International health agencies have helped significantly in raising world health
i vels by a variety of means: they have attracted able and dedicated administra-
& s and technical specialists and they have drawn on the latest biomedical knowl-
Ige of the world’s medical research jnstitutions. By means of travel grants,
& traineeships, and fellowships for Third World health personnel, they have helped
; zs?it'rengthen indigenous ministries of health and health care f; acilities in the coun-

Bureaucracies as Sociocuftural Systems

In their structural and dynamic aspects, bureaucracies are much like com
ties. Normally they are composed of people of both sexes and differe
organized in a hierarchy of authority, responsibility, obligations, and fung
tasks. They also have social structures that define the relationships, rol
statuses of their members. Through formal and informal educational metl]
new members of bureaucratic societies learn appropriate role behavior anditig '
values, routines, and premises that guide the organization. ' ;;t_,l'ies concerned. _ )

Bureaucracies further resemble communities in that they are integrated,_ } 1t is widely assumed that multilateral agencies have major advantages over

| x .2 . 1
tional units in which the parts fit closely together; consequently, no ¢ hilateral ones. In the case of WHO, for example, all r.nember nations can f?ie
at this is our organization, no longer dominated (as in the early years) by the

West, In the WHO annual General Assembly there is opportunity for broader

input and discussion of a wider variety of concerns and ideas than in any bilat-
eral program. Moreover, the continuing interaction of personnel {rom many
’countries in the same office permits dialogue on a wide spectrum of ideas that

{lcannot be achieved in an organization largely representing a single cultural

i tradition.

oceurs in isolation, without rearrangement in the role relationships of the
Ders, without increasing the responsibilities and authority of some and
ishing those of others. Like community members, the personnel of largeion
nizations jealously guard their traditional perquisites and privileges; they de
easily surrender their vested interests, except in exchange for something as!
or better. They rationalize their positions by assuring themselves that whatg
good for them is best for the organization. 58

i
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Worldwide campaigns such as smallpox eradication, immunization against
childhood illnesses, and oral rehydration therapy to treat infant diarrheal dit
eases can be pursued with a vigor and degree of support impossible for an
lateral agency. And, with respect to educational and legal efforts to persu
mothers to nurse rather than bottle-feed their infants, the multilateral org
zations do not suffer the political constraints imposed on some of the bilat
agencies. There are problems, of course, as when member nations insist
specific diseases are not found within their borders. For example, when the
cases of AIDS were recognized in 1983, many Alfrican governments refuse ‘
acknowledge cases within their borders. Yet it has proven easier for WH
persuade these countries that they must be involved in AIDS control than:
would have been for any bilateral agency.

For reasons like these, increased channeling of health aid through multil
eral institutions has emerged as an attractive solution to many of the probleni§
encountered in bilateral programs. Yet the evidence is not all one-sided. Bascli
states the problem: “This step, it is asserted, would reduce many of the tensiony
and obligations implicit in bilateral arrangements, distribute aid on the basis o
need rather than political loyalty, and make assistance contingent on poli
reforms backed by world opinion.” Yet, he continues, “while this may be sof
multilateralization introduces into the ODA [official development assistan 4
picture at least a third bureaucracy with its inherent red-tapism, delay, and.a
ministrative expense, and it blurs the special relationships and specific mutu g
interests of the parties concerned” (Basch, 1978:339). Moreover, at times, bi
lateral organizations can innovate in ways that the multinational organization
for all their strengths, cannot attempt for policy reasons.

funds for future activities they cast their past achievements in the best possible

light and describe future plans in the most glowing terms. International health

‘agencies are not immune to this exercise. To justify their budget requests they

need quick results, especially results that can be counted: numbers of latrines

installed, children vaccinated, and family planning methods demonstrated. Long-
range strategies that take time to produce results suffer in comparison to pro-
grams such as these. Again, the need to show that the organization is forward-
looking creates pressure to generate new projects simply for their own sake, often
ithout adequate research and evaluation of all of the implications of the pro-
posal. Moreover, the launching of new projects may necessitate the dropping of
promising ongoing projects before they have had time fully to demonstrate their
18 potential.

Limited Corporate Memories

E. Health agencies, like other corporate groups, often seem marked by what can
" be called a “limited corporate memory”; only with difficulty do they learn from
' their own past, and they fail to draw on the relevant prior experience of others.
: For example, by the end of World War II the history of medical missions, and
. data from the early Rockefeller international health programs and other cross-
b cultural health activities, contained invaluable information about strategies most
' likely to produce results in designing and carrying out health projects in devel-
E: oping countries. Yet when the major multilateral and bilateral agencies began
" their work 50 years ago, they paid little attention to this wealth of experience.
Consequently, they repeated mistakes made many times in the past, mistakes
which might have been avoided.

More recently, the concept of primary health care {PHC) offers a similar pic-
ture: the reinvention of the community development (CD} wheel of 20 years
earlier. In this process international health agencies have made many of the same
mistakes and suffered the same disappointments as the earlier enthusiastic CD
advocates (Foster, 1982b; Muhondwa, 1086). As Bichmann writes,

Problems Encountered in International Health Agencies

In considering the problems encountered in international health agencies, any
in looking for ways in which their effectiveness may be increased, we are dealy
ing with “the art of the possible” (Ramalingaswami, 1986:1097). Some of th
factors that prevent health agencies from realizing their full potential are inhe
ent in all bureaucracies and little can be done about them. Other problem,
however, seem self-imposed; with innovative action from within the organi
tion they can be significantly reduced, to the benefit of the agency and its ¢
ents. Examples of both follow.

There are surprising analogies between the PHC and the GD approach . . . butin
the documents promoting the PHC-strategy, no clear reference to this fact is
given. . .. As PHC with its comprehensive approach encompasses sector-external
health-related subjects like agricultural development, road infrastructure, educa-
tion, ete. so did the CD programmes of the fifties and sixties aim at integrated rural
development including health-related activities. . . . Generally speaking, CD did
not yield the expected results on a nation-wide scale. . . . Why then should PHC

Rationalizing Budgets produce a better outcome than CD? (Bichmann, 1983:7)

Agencies never have all the [inancial resources they believe they can spend pro.

itahly Wanna affiniale af oll haivsanneacine (o tha natnral thing in 1‘F'r111PQI’1'I'l()‘:r ]

It is difficult to tell whether failure to consider prior relevant experience is
inharent in hureaucratic structures, or whether it reflects a reluctance of per-
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sonnel to diminish the appearance of their creativity by giving
Whatever the explanation, in contrast to budgeting problems
insoluble, appropriate research resources can improve the c
problem. After all, learning from experience is commonplace;

unity participation has been the subject of a numbét of subsequent
etings and studies, none of which has seriously questioned the validity
Nehidea. It continues to receive ritual obeisance within the organization, in

Constraints Imposed by Agency Doctrines

Burteaucracies usually must develop policy in the absence of mug} we Eonstraints Imposed by Westérn Ideologies
mation that ideally should be available. The dangers inheren

can be guarded against partially by periodic reviews of progres ternational health agencies, basic policies, program priorities, and doc-

e presumed to reflect the considered judgment of objective and dispas-
health professionals. Often they do. Yet there are always supraorganizational
Wiliionces underlying the policy-determining process, the impact of which is not
W=ys appreciated. Stone suggests that the “cultural imprint of the West” is
ifest and expressed in “the rhetoric and the fads,” and in the style and ap-
: of development. “It is as though the world of international develop-
" although ostensibly geared toward maximizing its relevance to the poor
githe Third World, has become like a mirror in which the values, interests
ilosophies of the West are found reflected” {Stone, 1989:206). Com-
- participation, which “now stands as an established development strat-
s an example: the concept entails the Western values of self-reliance,
2 ahty, and individualism, values to which most of us subscribe. Yet, she points
s a mistake to assume that these values equally characterize Third World

have been solved. In international health agencies, however, it so
as if ideologically attractive but untested policies are raised to the
trine more because of the enthusiasms and special professional inite
in a position to make such decisions than because of objective coniside
what is known. And, once policy becomes doctrine, it is the rare stal]
who can afford to question it. The life expectancy of whistle-blower s NS
cracies is not long. i
The concept of community participation (CP) as a major cor%p,
mary health care strategies illustrates this point. First broaché
ing PHC approach in 1975 in WHO’s widely quoted Healthi
(Newell, 1975) and in the study Alternative Approaches to M. eetirftg, ]

Needs in Deueloping Countries (D k ic ch, 197 I G : ti tion a
) ;4 -}Ontempm ary interna 'onal concerns 'W'Ith nutriti lld interest in “women

mittee on Health Policy report, “Community Involvement in P gold ,e__\'relopment" also reflect a contemporary Western ideology, Stone believes:

Care. A Study of the Process of Community Motivation and Co
ticipation” (WHO, 1977), Z
This study illustrates a common bureaucratic practice: the use f;
to legitimize previously decided-upon policies rather than to pro ic
judging the desirability of the policies. There are good things abo
analyzes, and draws conclusions from, case studies of projects m eat
countries in which it can be argued that the community had indeedlii
volved.” However, a tenth case study was excluded from the ﬁna'l dr
its findings were contrary to the desired conclusions. In fact, in 10,
the sample random, and no serious effort was made to consider o
dence. The study disingenuously notes that “time did not permi.f :
study,” and the methodological weaknesses of the report are madécl
of these obvious limitations, the report was accepted as the soﬁd :

which the role of CP was spelled out in the 1978 Alma-Ata Confereng @»
marv Health Care (WH 1078)

Nutrition is now a major and growing focus in development programs. And regard-
less of the scientific soundness of this focus, the fact remains that nutrition loomed
a major thrust in international development circles at the same time as “nutri-
on” became a subject of great popular fascination in the United States. Nutrition
programs multiplied in the Third World around the time that the Americans
began to criticize their junk food, measure their cholesterol, and to perceive sound
nutrition as a solution to their problems.

Another, perhaps more pointed, case is “Women in Development” (WID), now
a major concern within virtually every development agency in the world. Again,
regardless of the value or soundness of WID programs, they did not arise from the
expressed interests and felt needs of the masses of the Third World poor. Rather,
a development focus on women grew from the fact that the status of women, and
attendant questions of sexual equality, became burning issues in the West. {Stone,
1989:206)
BN

Of course, the cultural ideology of the West as reflected in the international

it 2t bt o Sraenan
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in development.” It constitutes a basic statement about a sociopolitical @ompetition for Clients
nomic system, the correctness of which is self-evident to its leaders and,m2
its people. The bilateral health agencies must operate within the constg :
this ideology. They must be cautious in advocating policies such as majogEiEs
reform and wealth redistribution, even though sociopolitical and economic i}
in much of the world are seen by program planners as necessary to achiev
health levels. The multilateral organizations are somewhat more flexible :
points; they can advocate socialist as well as capitalist responses to healthf
Yet they, too, can go only so far, since withdrawal of the financial suppor]
West would render them impotent; they must walk a fine line indeed. :

B reaucracies, international health agencies included, need clients to justify their
tence. The worst thing that can happen to such a bureaucracy is to solve the
problems it was set up to solve, and thus to be left without clients. At least two
ﬁps of clients of international health agencies can be identified. The first is
dividual community member, a human being in need of health protection
care. There are adequate numbers of these clients, enough for everyone
arching for a client, and the supply will not dry up. But help to community
bers is filtered through intermediate clients, the health ministries and ser-
s of the countries receiving developmental aid. In contrast to community
Constraints I ib . 1 mbers, these clients are limited in number; there are not always enough of
ons ram_s ) mposed by Professional and Personal thiem to satisfy the needs of all organizations involved in international health work.
Characteristics of Agency Personnel i "- sleads to competition among donor agencies, with results sometimes inimi-

Bureaucrats do not, and cannot be expected to, function with formalisticke the host country’s best interests.
bersonality. They have likes and dislikes, prejudices, friendships, nd e _ terling gives a vivid picture of such competition in Kathmandu in the mid-
These, and many other personal characteristics, influence their role p
mances, and hence the functioning of their organizations. Personality
these are individual. Other personality traits may be thought of as grou
characterizing the members of professions, and professionals as a class
also affect the performance of individuals and, consequently, organizat
activities. Competent professionals have a positive self-image; they ba ‘
dence in their ability and they take pride in their work. Some professio
work quietly, satisfied with the knowledge that they are doing a good
many more exhibit—or conceal with varying degrees of success—a need g
gratification, which comes from recognition by their peers. Hence the;f;
promote activities in which they can demonstrate their professional skills..
times this leads to confusion of personal and organizational needs.
Pride in performance and a positive self-image obviously are import
ments in stimulating the best possible work. But when present in exc
projects where cooperative efforts and intersectoral policies are desirable;, flra:
personal-professional factors can jeopardize planning and program operatiad
For, carried away with enthusiasm, some professionals readily believe th ;
contributions are the key to program success and that they should have fi
on resources. In primary health care, for example, lip service is paid to
portance of in tegrated programs that include agriculture, education, access B
and the like. Yet few whose primary field is health doubt that health activifies Zations are quite dazzling; USAID meetings in Washington, UNICEF meetings
and particularly their own specialties—should receive first attention. ; i :New York, WHO meetings at headquarters in Geneva and in the regional
The policies, programs, and priorities of large organizations, includin ;ifﬁces.
concerned with international health, reflect a pair of processes: a pub B One is led to speculate as to their raison d’étre. Some justifications are obvi-
explicit planning mechanism, and the often private professional concernsEgy it is important that world leaders in various health fields meet and discuss
i ramon concerns, that they assess the gravity of health threats (such as AIDS),

ot

" At last count when I was there, about 700 missionaries ol progress were racketing
around town in their Land Rovers and Toyota jeeps, representing some fifty donor-
b. states and agencies, all urging assorted projects on & nation the size of Arkansas.
Among the foreign benefactors are USAILD, the Indian Cooperation Mission, the
Chinese, Russians, British, Canadians, Australians, New Zealanders, Pakistanis, and
Swiss, the Japanese Overseas Cooperation Volunteers, the German Velunteer ser-
vice, the Ford Foundation, the Rockefeller Foundation, the Dooley Foundation
(using volunteer airline hostesses who take six months off for good works), Anglia
University, Cornell University, {and] the World Bank. {Sterling, 1976:14)

these are only a few examples. Such an abundance of foreign aid stresses
_‘E capacity of many Third World governments to provide the counterpart ser-
ies and personnel expected by most development agencies.

he Workshop Syndrome

etings are the lifeblood of bureaucracies. The simplest form is that well-known
eaucratic phenomenon, the staff meeting, At higher levels meetings take the
fiim of longer regional and international conferences and workshops. The num-
;r's, varieties, and frequencies of such meetings in international health organi-

e tloasninerne af nasoerfal individiosle and araune within the oreanization:i
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that they take stock of progress in controlling diarrheal diseases;
plan future activities. Major workshops can play another impo
validating organization pelicies and programs. For example, Just
Nepal that “Kathmandu officials place great importance on hi

ional participation in WHO regional meetings is attractive for f‘mapcial and
Drestige reasons. Temporary appointees receive both a dafly honorarium for

gy

ences because they are a visible activity that extends ]egitimacyt O Lhesiwhere salary scales are low by international standard.s ' Especmlfl)t'l ‘th::
as ICHP [Integrated Community Health Program]” (Justice, 19853578 participants stay with local friends (often the case), thus saving m([’St Of L l})Iar

Beyond these obvious justifications there are latent reasons whyjthefnatima e, payment for a two-week meeting may f‘qual several Hl“mt ‘S_f; r;g of
is so popular, particularly in multilateral organizations. This has t6id0N UL AT 3 National participants of regional meetings also have the satisfaction

nature of professional employment in Third World countries, , t least thev share
traction of a career in the United Nations agencies. In develoj 4 [ackithe status and salary of permanent WHO employees, at lea y
employment in international health organizations can be challen peripherally in the good life provided by the organization. behat ,
esting, and professionally desirable. But whether the agency is pub Ui fortunately, this pattern of sharing may reflect I_)atrox'lage e '1av1(;r no
compensation is comparable to that in many other lines of work. Tollan istent with the highest levels of professmnal_practlce. Since regiona CE“'
with USAID is not, for an American, a particular financial plum a nce participants usually are nominated by national 11(?&1lth aut]l(;ntle;fi rather
reason, a technical specialist leaves the organization, comparable the meeting organizers, administrators of'ten. aPP01"t faithfu hil“lf‘ n;.em-
elsewhere is a reasonable expectation. whose turn to travel has come, rather than individuals whose qufi l.‘lC'ﬂ .IOT;S
But the picture is quite different in WHO, for example, where a HAerdty: of fit the conference specifications. Consequelltly, workshop Ii’fr;mlp_‘";l :

the professional jobs are now held by physicians and other health specialistsiirm n have little notion as to the goals of the meeting; at best they are dead weight,
Third World countries. For them a WHO (or UNICEF, or World B at worst they squander valuable time with extraneous talk.

ment i a financial plum. At international salary levels they enjoy a
living far above what they might otherwise expect, in addition to
ment, a generous pension, international travel, and association wi ca
on a regional and worldwide basis. Consequently, such appointm
gerly sought after. In comparison to professional colleagues in their hof
tries, Third World UN staff members are a highly privileged group. 'Th }
however, vulnerable: to dismissal because of poor performance, or perfo
deemed dan gerous to the well-bein g of the organization; and to the e
less fortunate national colleagues,

Vulnerability, of course, leads to cautious behavior. Tendler illu
pointin her analysis of USAID, where she found that “outpost-level”
responding to the uncertainties of Washington political and interage
straints opted for “a kind of safe-for-all-occasions, problem-avoiding";ag
to their jobs (Tendler, 1975:25). But what is safe behavior? Talk and dis¢ priate vehicle for raising heéalth levels. ' Tsis il N
rather more than vigorous action. I believe that multilateral hezlth orgajifz; B Probably it is unrealistic to expe.ct.tbat behavioral anla ysis ‘l")’; e‘ieillzat)l; o
meetings, many on the same topic, repeating similar general recommendationy of arole in policy and planning activities. C?n.e par.t of the problem is e <t
al research rarely is concerned with administrative orgamzzthons..To illus .ra ei
§: the concept of “community participation,” an often-enunciated internationa
health doctrine, sounds attractive as a basic policy. What could be more demf)-
cratic than inviting villagers to join government administ_rators and plannTs in
- deciding how best to meet local health needs? Yet experience shows thflltl .t 0se
#in positions of power in centralized g?vemmel_ltal systems are _rz‘nrely willing to

Poor Quality of Behavioral Research

good deal of the behavioral research carried out by international hea!th orga-
zations has been of poor quality. I have described (Foster, 1987) h()\-\" inWHO
the early 1980s bureaucratic constraints and the l‘eSGaI‘C!l as'sumptions of th(c-lz
edical profession significantly inhibited first-class investigations. I sugge'ste

that “even the most comprehensive statements on the importance of 'behavxoral
search stress communities, not health services. Health bureaucracies operate
the assumption that the purpose of behavioral research is to find out how to
persuade target populations to change their behavior more nearly to confolrm
o what health projects call for” (Foster, 1987:711). It is tal_<en for granted that
alth care delivery programs, in spite of minor shortcomings, are the appro-

the role of providing visible evidence of concern with health problems
activity that carries minimal risk to participants.

I have noted, particularly in the regional offices of WHO, that, in additionits
providing safe-for-all-occasions activities for permanent stalf members
ences and workshops also fulfill an envy-reducing role vis-a-vis national coll
who would like to, but do not, hold similar annaintmente T tlon 1ose..
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not the concept of community participation is diametricall
istrative policies, which do not change easily.

A second part of the problem is how to incorporate beh4
into the planning process. Time constraints inherent in the:
cess place a premium on rapid decisions. Although good:
can be done more rapidly than is sometimes thought, it take ,rtiﬂf
mation to work its way up the ladder. In any event, high-level o i
the utility of behavioral information. To illustrate, in Nepal
officials in donor agencies and in government “generally agre
information is rarely used in planning.” Among the reasons g ’
that such information was not available, and “when it was availg
very useful” (Justice, 1986:111). In the case of USAID's projectip
its Nepal health and family planning programs, Justice found tha e
ness analysis” was condensed to three pages (plus eight in the ap
representatives whom I interviewed implied that it was inclu 3,
formality to fulfill the requirements specified by Congress” (p, 116

For reasons such as these, behavioral research in internationél
zations probably will continue to play a minor role, largely limited
fication of social and cultural factors that are relevant to communi
or rejection of health programs decided upon by distant planners, p
which the community has had little input.

e of powerful personalities? Or is an occasionally adversarial process
the appropriate way to determine organizational policies?

Bf:How serious is the “competition for clients” syndrorfi% in development
assistance programs? Can, or should, anything be done about this problem?
P 1oes the “workshop syndrome” divert international health agencies’ per-
sonnel from other activities to the extent that overall goals of the institu-
ffons are compromised? Should the number of meetings be limited?

¥

ow can the scope of behavioral research in international health agencies
sbe broadened to include not only client groups but also the agencies that

his is a revision of an article first published in Social Science and Medicine 25
:1039-1048.
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