Glossary

Census-based, impact-oriented (CBIO) approach: An approach to pri-
mary health care developed in Bolivia. It emphasizes house-to-house
collection of data and repeat home visits depending on conditions
found, with regular measurement of program impact.

Community-based health care (CBHC): A system ofhealth care in which
community members and health professionals work together to assess
and prioritize health problems and to define ways to solve them.

Community-oriented primary care (COPC): First used by Sidney Kark
to describe primary health care services that stress the socioeco-
nomic and environmental factors underlying ill health; emphasize
preventive medicine and health promotion; and promote commu-
nity-based approaches to improving health.

Conscientization: Term used by Paulo Freire in Pedagogy of the
Oppressed to describe the development of critical consciousness that
has “the power to transform reality” (Paul V. Taylor, 1993, The Texts
ofPaulo Freire, Philadelphia, PA: Open University Press).

Lot quality assurance sampling (LQAS): A methodology for assessing
small samples, which was adapted from industrial quality control
methods to enable health workers and supervisors to monitor com-
munity-level activities and coverage of key programs.

Population medicine: The provision of health services to a defined
population.

Positive deviance: Positive difference from the usual health status or
behavior, for example, awell-nourished child in a community where
many children are malnourished.
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Primary health care (PHC): “Primary health care is essential health
care based on practical, scientifically sound and socially acceptable
methods and technology made universally accessible to individuals
and families in the community through their full participation and
at a cost that the community and country can afford to maintain at
every stage of their development in the spirit of self-reliance and self-
determination.

Primary health care:

1. reflects and evolves from the economic conditions and socio-
cultural and political characteristics of the country and its
communities and is based on the application of the relevant
results of social, biomedical and health services research and
public health experience;

2. addresses the main health problems in the community, pro-
viding promotive, preventive, curative and rehabilitative serv-
ices accordingly;

3. includes at least: education concerning prevailing health prob-
lems and the methods of preventing and controlling them;
promotion of food supply and proper nutrition; an adequate
supply of safe water and basic sanitation; maternal and child
health care, including family planning; immunization against
the major infectious diseases; prevention and control of locally
endemic diseases; appropriate treatment of common diseases
and injuries; and provision of essential drugs....”“Declaration
of Alma-Ata,” International Conference on Primary Health
Care, Alma-Ata, USSR, Sept. 6-12,1978.

Primary medical care (PMC): “First-contact treatment of illness . . .
with referral to institutional, specialist therapy at secondary, tertiary,
and higher levels” (Taylor and Taylor, chapter 6).

Scaling up or going to scale: Expanding a successful development pro-
gram to reach a larger population and/or a higher administrative
level.
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Vertical program: A health program that functions independently of
the normal health care system, having its own staff, budget, transport,
and information system. A vertical program is usually aimed at a sin-
gle health problem, such as malaria, bilharzia, or family planning.
Many focused efforts, such as the Expanded Programme on Immu-
nization (EPI), vitamin A supplements, or tuberculosis treated in the
primary health care system, are given direction, extra resources, and
emphasis from central authority but are not truly vertical.
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About the Contributors

Anthony I. Adams, MD, MPH, is Professor of Public Health at the National
Center for Epidemiology and Population Health at the Australian National
University, where he helped establish a public health training program for
indigenous students. He earned his medical degree from the University of
Adelaide and an MPH in Tropical Public Health at Harvard. After finishing
his MPH, Dr. Adams established the International Clerkship Program in the
Department of Community Medicine at the University of Kentucky. He
then taught public health at the University of Sydney for eight years before
becoming Chief Medical Officer of the New South Wales State Health
Department in Sydney. Dr. Adams served as Secretary of the International
Epidemiological Association from 1977 to 1981. From 1988 to 1997, he was
Australia’s Chief Medical Officer, leading the Australian delegation to World
Health Organization meetings and other international visits.

“While | was always interested in international health, my commitment
was strengthened during my MPH year at Harvard, thanks to the influence
of Thomas Weller and Carl Taylor. Returning to Australia in the mid-1960s,
I found myselfhelping to change public health services at the national level.
This included assisting with the introduction of community health services
to meet the public health and health care needs of defined regional commu-
nities. Later, I was in charge of handling the AIDS pandemic in the focal city
of Sydney. Representing Australia at WHO meetings and serving on
regional and global commissions on polio eradication have maintained my
involvement in international health.”

Joan M. Altekruse, MD, MPH, DrPH, MDS, is the past president of the
Harvard School of Public Health Alumni Council and Professor Emerita in
Preventive Medicine at the University of South Carolina. She earned her
MD degree from Stanford, an MPH from Harvard, a DrPH from UC-Berke-
ley, and an MDS from Loyola University Institute of Ministry.

“A desire to combine a career in medicine with public service motivated
me to enter the US Public Health Service as a medical officer. | became
increasingly aware of the need for preventive and restorative health care,
which made it clear to me that each person’s rightful claims to health care
were far from realized. This recognition gave me the personal impetus to
extend public health practice to encompass social justice issues.
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“l have had the good fortune to be associated with innovative models
that bring health and related services to specific communities. The first, in
post-World War Il Germany, was a comprehensive social rehabilitation
experiment responding to the homeless and mentally ill. The second was in
Northern Ireland, where | worked with the Irish Peace Institute to assist
those suffering from conflict. As Chair of Preventive Medicine and Commu-
nity Health at the University of California, | worked with students, resi-
dents, and faculty to adopt a community-based learning approach. This
helped them gain technical proficiency, skills in the application of intellec-
tual content, and sensitivity to the perspectives of different populations—
all requisite for medical specialists preparing for service and leadership in
public health. Since ‘retiring,” | have earned a graduate degree in pastoral
ministry and worked as a lay volunteer on a comprehensive approach for the
care of populations such as hospital patients and incarcerated women in
central Tennessee. | am committed to integrated, community-based care
that responds to those in greatest need.”

Ron J. Anderson, MD, President and Chief Executive Officer of Parkland
Health & Hospital System in Dallas, became CEO of Parkland in 1982. He
previously served as Parkland’s Medical Director for Ambulatory Care and
Emergency Services. Dr. Anderson has remained on the faculty of the Med-
ical School as Professor of Internal Medicine.

Dr. Anderson served on the executive committee of the State Task Force
on Indigent Health Care and in 1985 played a major role in the passage of
landmark legislation concerning indigent health care in Texas. He was
appointed Co-Chair of the Attorney General’s Task Force to study not-for-
profit hospitals and unsponsored charity care in 1988, and he served as a
member of Governor Richards’ Health Policy Task Force in 1991-92. Dr.
Anderson is past chairman of the Dallas-Fort Worth Hospital Council, the
Texas Association of Public and Non-Profit Hospitals, the Texas Board of
Health, the National Association of Public Hospitals, the National Public
Health and Hospital Institute, and the Texas Hospital Association. Dr.
Anderson was also a member of the Kaiser Commission on the Future of
Medicaid.

“My interest in community-based primary health care began perhaps
because | had the opportunity to run Parkland Memorial Hospital’s central
clinic and emergency room. It was clear to me that to be effective, we had to
create more accessible and accountable delivery systems. We had to move
into the community if we were to create healthier communities.”

Mabelle Arole (and her husband, Rajanikant Arole) graduated from
Christian Medical College in Vellore, determined to serve the poor of India.
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They prepared themselves with medical and surgical residencies, respec-
tively, in the United States, and study at Johns Hopkins in public health
before returning to central India in 1970 to establish a small hospital among
the poorest, remote communities around Jamkhed. In its first 15 years, the
Comprehensive Rural Health Project grew to embrace a full range of com-
munity development activities that transformed the lives of over 200,000
people. The Aroles’success influenced first the State of Maharashtra to train
doctors and health managers at Jamkhed, and later, the Government of
India to introduce the Health Guide Scheme in an effort to bring the bene-
fits of community-based primary health care to all of India’ 600,000 vil-
lages. Mabelle and Raj were articulate spokespersons for primary health
care, especially the central role of women in development. She joined
UNICEF as the Regional Advisor for Health, turning over the leadership of
Jamkhed to her husband and their daughter, Dr. Shobha Arole, who has fol-
lowed in her footsteps. Dr. Mabelle Arole, who died in 1999, has left a legacy
of quiet, persuasive leadership and a model that has influenced thousands of
workers across South Asia and the world.

Heidi Louise Behforouz, MD, is an attending physician at the Brigham
and Women’s Hospital in Boston and a fellow of the Open Society Institute’s
Medicine as a Profession advocacy program. A graduate of Harvard Medical
School, Dr. Behforouz has focused her career on the health issues of the
urban indigent. In her work as a primary care doctor at the Women’s Health
Center at the Brigham and Women’s Hospital, Dr. Behforouz treats a large
number of HIV-positive individuals. She also serves as the medical director
of the Prevention and Access to Care and Treatment (PACT) Project in Rox-
bury, Massachusetts. Sponsored by Partners in Health, this program uses
community health promoters to advocate for the health and well-being of
inner-city residents infected with HIV.

Gretchen Glode Berggren, MD, MSc, is a semi-retired international
health consultant who specializes in practical approaches to nutrition and
women’s health. She was trained at the University of Nebraska College of
Medicine, the Institute of Tropical Medicine and Hygiene in Antwerp, Bel-
gium, and the Harvard School of Public Health (HSPH). She began her
career in 1959 as a medical missionary to the Congo and later concentrated
on management of family planning programs and on census-based, com-
munity-oriented primary health care programs in developing countries. Dr.
Berggren’s work to develop methods to reach poor families has been recog-
nized through a 1993 Presidential citation as a Health Hero for Children, the
Donald McKay Medal of the American Society of Tropical Medicine, and
honorary degrees from universities in the United States and overseas.
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As a faculty member of HSPH and the Harvard Center for Population
Studies, Dr. Berggren taught in field project sites in Haiti and the Domini-
can Republic. As a visiting scientist under the direction of Dr. Nevin S.
Scrimshaw at MIT, she directed an international research project on home-
and village-prepared weaning foods. Her publications include documenta-
tion of reduced age-specific and disease-specific mortality rates, age-specific
fertility rates, and migration rates in Haiti. She has undertaken training and
management assignments for Save the Children in more than 26 developing
countries.

“My husband Warren and | met at the University of Nebraska School of
Medicine, where both of us were preparing to become medical missionaries.
Together we sought opportunities for service and found one when we helped
open a clinic for the homeless under the Open Door Mission of South
Omaha. Working together in service was a satisfaction that never left us.

“Warren went to the Belgian Congo, and | later joined him. We were
assigned to an interdenominational hospital near Kinshasa, where we
trained Congolese auxiliary workers in the face of the drastic changes of
political independence. We realized that most of the diseases we treated
could have been prevented by such workers if given the chance to bring
services to the village level. A turning point for us was the arrival of Dr. C.
Everett Koop, then a well-known pediatric surgeon, who came to help. He
encouraged us to go into preventive medicine. We studied at the Harvard
School of Public Health and then became faculty members while commenc-
ing community-health field projects in Haiti.”

Abbas Bhuiya, PhD, is Head of the Social and Behavioral Sciences Pro-
gram at the International Centre for Diarrhoeal Disease Research, Bangla-
desh (ICDDR,B) in Dhaka.

“l am a Bangladeshi who grew up in avillage in the central east side of the
country bordering India. After receiving a degree in statistics from Chit-
tagong University, | joined ICDDR,B in 1980 and had a chance to work with
the Matlab Demographic Surveillance System. Subsequently | earned my
MA and PhD in Demography from the Australian National University, Can-
berra. During the fieldwork for my theses, | was faced with difficulties while
weighing children because around 6% of the mothers reported not having
had a full meal for a couple of days. | was bothered by this and subsequently
convinced ICDDR,B to collaborate with the Bangladesh Rural Advancement
Committee (BRAC) to implement BRAC’s poverty alleviation programs in
Matlab and to study the joint and independent effects of the health and
poverty alleviation programs on health and human well-being. This is an
ongoing study. While studying many of the poverty alleviation and health
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programs, | realized that they are not participatory in the real sense of the
term. From my own experience in my village of birth, | knew that there exists
alot of social capital in Bangladeshi society that can be fruitfully utilized for
the betterment of health of the villagers. This contention of mine encour-
aged me to take up aproject to promote self-help for health in aremote rural
area in my country called Chakaria. The project has been ongoing since 1994
and is trying to activate village-based self-help organizations to take health
initiatives. | feel privileged to share our experiences from that project.”

Paul Boumbulian, DPA, MPH, is an associate professor in the MPH pro-
gram at the University of Texas in Dallas. Throughout his career, he has been
involved in working with communities to develop community-based solu-
tions for the delivery of medical and health services. He earned his MPH
from Berkeley and his doctorate in public administration from the Univer-
sity of Georgia. He served for 15 years as the Senior Vice-President for
Strategic Planning for the Parkland Health & Hospital System, and he held a
similar position at the University of California Davis Medical Center. Pre-
ceding his work with health systems, he directed comprehensive commu-
nity-based health planning initiatives in Utah and in the Appalachian region
of Georgia. Dr. Boumbulian has published widely and received numerous
awards for his work, including a fellowship from the Fetzer Institute.

“l was humbled early in my career when | learned that professional
expertise was not sufficient to create a sustainable improvement in a com-
munity’s health. Effective change required professionals working within the
values, beliefs, and priorities of the community. Luckily, I learned this lesson
early. It has served me well.”

John H. Bryant, MD, PhD, is former Dean of the Columbia University
School of Public Health and former Chair of the Department of Commu-
nity Health Sciences at the Aga Khan University in Karachi. Dr. Bryant has
also worked at Mahidol University in Bangkok, the Office of International
Health in the US Department of Health and Human Services, and with the
Council of International Organizations for Medical Sciences. While at
DHHS, he was responsible for treaty relationships in health between the
United States and other countries, including India, China, and Russia. In
1969, Dr. Bryant authored Health and the Developing World. With Halfdan
Mahler and Carl Taylor, he played a formative role at the Alma-Ata Confer-
ence on Primary Health Care in 1978. Presently he is on the Board of
Trustees of the Hopital Albert Schweitzer in Haiti.

“In 1994,1was asked to write an article for Health Policy and Planning,
entitled “Stepping Stones: Reflections on Careers in Health.” In that article, |
listed critical events in my professional life and six guiding concepts for



336 COMMUNITY-BASED HEALTH CARE

working toward health development: (1) equity: A concept as old as justice,
given new life at Alma-Ata, and the fundamental challenge for health systems
development in all countries; (2) ethics: There, often unused, like a silent
scream, waiting to call attention to violations of human rights and sensibili-
ties. Important for both individual and institutional thinking and action; (3)
values: Respect the indigenous values, culture, and religion of a society, and
beware ofimporting values uncritically from the developed world; (4) trust: |
asked Raj and Mabelle Arole in Jamkhed, India, to what they attributed their
remarkable success. “The community trusts us!’they replied. To encourage
the vulnerable to enter into a relationship of trust is at the heart of develop-
ment; (5) patience: Personal and institutional patience for the development
process to allow the integration and consolidation necessary for sustainabil-
ity; and (6) vision: Soyou know where you are going, and have the support of
clear vision forwork on the complexities of the development process.”

A. Mushtaqgue R. Chowdhury, MSc, PhD, is Deputy Executive Director
and Director of Research at the Bangladesh Rural Advancement Committee
(BRAC) in Dhaka. He earned MSc and PhD degrees at the University of
London.

“The War of Liberation in 1971 that led to the creation of Bangladesh was
the most important event of my career. This motivated me to think about
the country and its people, particularly the poor. Considering the popula-
tion explosion to be a major problem facing Bangladesh, | decided to study
demography in graduate school. But soon | discovered that there were other
underlying and probably more important reasons that the people were so
poor. This led me to concentrate on public health, primary education, envi-
ronment, and poverty alleviation.

“Having read statistics as an undergraduate major, | was constantly faced
with its limitations in explaining human behavior. Use of ethnography
solved some of it. While studying the reasons for low usage of oral rehydra-
tion therapy (ORT) in rural Bangladesh, | discovered how the villagers per-
ceived diarrhea and its causes, which was entirely different from what is
taught in medical schools. This clearly explained to me why many villagers
were not using ORT even when knowing very well how to prepare it with
home ingredients. BRAC, which was implementing the ORT program
nationwide, quickly incorporated this finding; and the usage rate shot up
fast. This confirmed two things for me: first, the value of integrating qualita-
tive and quantitative methods into research; and, second, that BRAC is a
unique organization that listens to research findings. The Research and
Evaluation Division (RED), developed over the years at BRAC, has derived
its existence and excellence from the applied creativity of the BRAC organi-
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zation. With more than 125 interdisciplinary staff, RED is an important
department at BRAC and is playing increasingly important roles nationally
and internationally. | have been with BRAC for all 23 years of my profes-
sional career, and the joy of seeing one’s own research being implemented
nationally is certainly an important reason for this continued association.”

Hugh S. Fulmer, MD, MPH, is Executive Director of the Center for Com-
munity Responsive Care, Inc. (CCRC), a national organization whose board
of directors is made up of institutions representing medicine and public
health. Dr. Fulmer, who is trained in family practice, internal medicine, and
public health, believes that the education of health professionals must focus
on integrating community health into undergraduate, graduate, and con-
tinuing medical and public health education. While working toward this
goal, he has held faculty appointments at Syracuse and Cornell Universities
and the Universities of Kentucky and Massachusetts.

As Director of Ambulatory and Community Services at the Carney Hos-
pital in Boston from 1983 to 1988, Dr. Fulmer designed and directed the
COPC multidisciplinary fellowship at Carney and a network of community
health centers. In 1993, he and colleagues founded, and have continued to
direct, the CCRC, which trains multidisciplinary health professionals to
merge medicine and public health in caring for communities. As a consult-
ant to the Griffin Hospital (1995-98), a Yale-affiliated community hospital
in Derby, Connecticut, he was involved in the design of the now fully
accredited four-year combined residency in medicine and preventive medi-
cine. He has been the founder and/or director of five residencies in preven-
tive medicine throughout the country. Most recently, he has become associ-
ated with a new medical school, St. Eustasius, which will train 21st-century
physicians from the United States and developing countries in the five-step
COPC process to improve community health in their countries of origin.

Philip T. Hagen, MD, MPH, has provided community-based primary
care to diverse populations at Mayo Clinic for the past 15 years. Dr. Hagen
learned the science and art of providing population-based care and individ-
ual care through fellowships in internal medicine and preventive medicine
at the Mayo Graduate School of Medicine and through public health train-
ing at the University of Minnesota School of Public Health. He is currently
Vice-Chair of Clinical Preventive Medicine at Mayo Clinic Rochester, Direc-
tor of the Mayo Preventive Medicine Residency Program, and Medical
Director of Mayo Health Management Services.

Dr. Hagen has led the development of a number of innovative projects,
including acomprehensive health promotion program for populations. This
includes a monthly newsletter, self-care book, Web site (MayoClinic.com),
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online Health Risk Appraisal, and training in implementation. He has helped
develop a computerized structured medical questionnaire, called Patient
Provided Information, which has been administered to more than 500,000
people and supports the Rochester Epidemiology Project with data on symp-
toms and behavior to assess health and disease profiles of the community.

“| feel the guiding hand of many bright people in Mayo’s past 100 years,
people who by dint of diligence, creativity, and dedication to their commu-
nity developed a system to care for that community that is simultaneously
caring and cutting edge. This care takes both the big picture and the per-
sonal perspective into account. 1 was drawn to it like a kid to a candy shop. |
have the privilege daily of moving from looking a patient in the eye, to plan-
ning a population health initiative, to teaching residents, to tinkering with
an experimental high-tech tool.”

C. William Keck, MD, MPH, FACPM, is Director of Health for the City
of Akron, Ohio, and Professor and Director of the Division of Community
Health Sciences at the Northeastern Ohio Universities College of Medicine.
Dr. Keck is past president of the American Public Health Association, the
Ohio Public Health Association, the Association of Ohio Health Commis-
sioners, and the Summit County Medical Society. Dr. Keck isboard certified
in preventive medicine/public health. He is a Fellow of the American Col-
lege of Preventive Medicine and a member of the Association of Teachers of
Preventive Medicine. His career has focused on providing quality public
health services, teaching community health sciences to medical and other
students in the health professions, and linking public health practice with its
academic base.

Jim Yong Kim, MD, PhD, is a physician-anthropologist and trustee of
Partners in Health (PIH), a public charity that works to make a “preferential
option for the poor”in health care. Dr. Kim and colleagues founded PIH in
1987. Dr. Kim earned his MD degree and a PhD in social anthropology at
Harvard University. He completed his residency in internal medicine at the
Brigham and Women’s Hospital in Boston, where he is now Chief of the new
Division on Social Medicine and Health Inequalities. Dr. Kim is also Direc-
tor of the Program in Infectious Disease and Social Change at Harvard
Medical School.

In 1994, Dr. Kim, with PIH and Peruvian colleagues, founded Socios en
Salud (SES), anongovernmental organization based in apoor urban-squat-
ter settlement on the outskirts of Lima, Peru. In addition to providing food
and health care for children and building both latrines and more than a
dozen community pharmacies, PIH/Socios en Salud has successfully treated
patients suffering from multidrug-resistant tuberculosis (MDR-TB). The
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World Health Organization had previously recommended to national TB
programs that patients suffering from MDR-TB not be treated. After the
results of the PIH/SES project were announced, WHO initiated TB control
projects that included the treatment of MDR-TB. As a result of PIH’s suc-
cessful MDR-TB treatment project in Peru, the Bill & Melinda Gates Foun-
dation awarded a $45 million grant to the organization for further work on
drug-resistant TB in Peru and other countries, including Russia. Dr. Kim is
principal investigator of this grant, which is the largest private gift for TB
control in history.

Dr. Kim has authored papers in various scholarly journals and served as
editor-in-chief of Dyingfor Growth: Global Inequality and the Health of the
Poor. This book, which includes case studies from Haiti, Peru, Cuba, Sene-
gal, Mexico, and Russia, explores the relationship between neoliberal eco-
nomic policies and the health of poor people.

Judith Kurland, BA, has, since 1997, been Regional Director of the US
Department of Health and Human Services Region I, comprising the six
New England states. From 1988 to 1993, Ms. Kurland served as Commis-
sioner of Health and Hospitals for the City of Boston, the only woman ever
appointed to that position. Previously she was Vice-President for Strategic
Planning at New England Medical Center and a founding member of the
Neighborhood Health Plan (an HMO based in community health centers)
and the International Society for Technology Assessment in Health Care.
She has been a faculty member at Tufts University Medical School, Boston
University Medical School, and Simmons College, and presently teaches at
the Harvard School of Public Health.

Ms. Kurland’ career has been guided by two fundamental principles: first,
communities possess the strength and integrity to create and sustain social
change; and second, powerful institutions must be led to act in ways that sup-
port and advance that change. Working at the federal, state, and local levels,
she has shaped public policy, generated fresh political discourse, and devel-
oped innovative health and human service programs, all of which have been
directed at harnessing the power of these principles to improve peoples’lives
and strengthen their communities.

Ms. Kurland is recognized as the architect of Healthy Boston, a widely
hailed and much-copied model of urban social change. It integrates com-
munity empowerment, economic development, service delivery, and popu-
lation-based health and education programs. Her commitment to local
empowerment has also taken Ms. Kurland overseas, where she has advised
the North and West Belfast Health and Social Services Trust, the Depart-
ment of Health and Social Services of Northern Ireland, and the Institute of
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Public Health in Ireland on the use of public health as a vehicle for commu-
nity renewal. Since 1998, she has served as the Acting Editor of Public Health
Reports, the journal ofthe US Public Health Service.

Joyce C. Lashof, MD, FACP, DMSci (Hon.), is currently Professor
Emerita of Public Health at the University of California at Berkeley, where
from 1981 to 1991 she was also Dean of the School of Public Health. Dr.
Lashof’s distinguished career has combined academic medicine with public
service. In 1965 she carried out a study of health care needs of populations
living in poverty in Chicago, where she was instrumental in establishing,
and then directed, the Mile Square Neighborhood Health Center. She served
on the Institute of Medicine Committee on Community Oriented Primary
Care and has maintained a lifelong interest in the relationship of public
health and primary care.

“From academic internist to dean of a school of public health may seem
like a strange route but there is some logic to it. | have always had an interest
in issues related to the health care system and universal health insurance.
With the advent of the War on Poverty, | had the opportunity to develop and
run an Office of Economic Opportunity Neighborhood Health Center. This
experience served to demonstrate forcefully the importance of social and
economic factors in determining health status. So moving to become Illi-
nois State Director of Public Health was a logical step, which led to my fur-
ther governmental positions. Throughout | worked to integrate public
health and medical care. | owe a great deal to Mark Lepper, who served as a
mentor throughout, and to Jack Geiger, from whom | learned much about
community-oriented primary care.”

Rebecca Marshall, MA, is awriter and editor at Management Sciences for
Health. She earned her BAin English literature from Smith College and was
awarded a two-year fellowship to pursue graduate studies at Clare College,
Cambridge University. Since beginning work with MSH in 1998, she has
worked with health programs around the world, including programs in
Bangladesh, India, Kenya, and Boston.

“l decided to forgo further graduate studies in literature to pursue my
interest in health, particularly in relation to issues of poverty and human
rights. But even now, working to understand complicated issues related to
international health care, I'm drawn most strongly to people’ stories, rather
than other kinds of evidence. Such compelling truths emerge from the
voices and experiences of individuals. In working with domestic and inter-
national organizations, most recently the PACT Project through Partners in
Health, I've been convinced by the stories 1've encountered—from clients,
case managers, health care providers, and volunteers—that a community-
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based approach to care is not only the most ethical, but also the most effec-
tive way to increase equity in health care.”

William Newbrander, MA, PhD, is the Director of MSH’s Center for
Health Reform and Financing. He is a health economist and hospital admin-
istrator, with master’ degrees in hospital administration and economics as
well as aPhD in health economics from the University of Michigan.

Dr. Newbrander served with the World Health Organization for eight
years in Papua New Guinea, Thailand, and Switzerland. He managed hospi-
tals in the United States and Saudi Arabia prior to his work with WHO.
Today, in addition to managing the Center for Health Reform and Financ-
ing, he provides technical assistance for MSH in health reform and health
policy, social health insurance, issues of equity and the poor, hospital man-
agement, and decentralization. Dr. Newbrander teaches health financing at
universities and international organizations, and directs international
teams of technical experts. He directed the Asian Development Bank’s Sec-
ond Regional Conference on Health Sector Reform: Issues Related to Pri-
vate Sector Growth.

Dr. Newbrander has published widely on health reform, health financ-
ing, decentralization, and issues of equity. His most recent book is Ensuring
Equal Access to Health Services: User Fee Systems and the Poor.

“My family’sinvolvement in international work came naturally from my
childhood, since | was born in Japan of missionary parents and spent my
early years in Asia, and my wife was born in Afghanistan and lived there for
nearly 20 years. Having people from many countries in our home gave our
family a global perspective. | was also influenced to become involved with
public health generally, and management and international work specifi-
cally, by those 1 worked with earlier in my career: Dr. Avedis Donabedian not
only taught me the importance of quality health care but also helped me
bring intellectual rigor to my work. Colonel Richard Hansen of the US
Army taught me much about managing people and health institutions. And
Dr. Dragan Stern of WHO inculcated in me the importance of public health
issues in national health systems.”

Robert R. Orford, MD, MS, MPH, a native of Canada, earned his medical
degree from McGill University in Montreal, Canada, in 1971. He earned his
MS degree from the University of Minnesota and an MPH from the Univer-
sity of Washington, Seattle. He is board certified in internal medicine, gen-
eral preventive medicine and public health, aerospace medicine, and occu-
pational medicine. He joined Mayo Clinic, Rochester, in 1988, and moved to
Mayo Clinic, Scottsdale, Arizona, in 1996, where he is Chair of the Division
of Preventive and Occupational Medicine.
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Dr. Orford has extensive experience in public health, as a member of the
Alberta Board of Public Health from 1979 to 1986 (Chairman 1985-86) and
as Deputy Minister of Community and Occupational Health for the
Province of Alberta from 1985 to 1987. While in Rochester, he worked
closely with the Olmsted County Public Health Department, where he
served as amember of the Olmsted County Environment Commission from
1991 to 1996 (Chairman 1993-94). He was the Director of the Mayo Preven-
tive Medicine Residency Program from 1992 to 1996 and plans to develop a
preventive medicine residency in Phoenix, with the Maricopa County
Department of Public Health.

“As a Canadian, | have lived and worked for many years in a country with
a strong public health tradition, and was privileged to work within that sys-
tem at a senior level. Following my return to Mayo in Rochester in 1988,1
was struck by the many similarities between the public health system in
Alberta and the system in Olmsted County. The basis for both systems is the
love for the community of both county residents and health care profes-
sionals. Support from volunteers was strong in both areas. Both systems
were relatively well funded and employed superlative staff. Both systems are
models for the practice of community-oriented preventive medicine.”

John C. Pearson, MA, MD, MPH, is Professor Emeritus of Community
Medicine at West Virginia University, where he was Chairman of the
Department for 20 years. His original goal was family medicine, but after
two years as Medical Officer, he appreciated having a wider role as a physi-
cian and pursued an MPH at Yale to add to his pediatrics training. He had a
wonderful succession of preceptors and colleagues: John Paul, Ig Falk, and
Dick Weinerman at Yale; Bob Logan at Manchester, UK; Kerr White and
Osier Peterson; and John Last at Ottawa. His three greatest professional joys
have been working in Manchester with the inspirational Bob on multiple
regional and cross-national studies, working in West Virginia shepherding
the state to a higher level of health and health care, and being able to work
and lecture around the world.

Henry B. Perry, MD, is an international public health specialist whose
major focus is on community-based primary health care. Dr. Perry worked
in Bangladesh from 1994 to 1999 with ICDDR,B, the BASICS Project, and
the World Bank. He holds honorary faculty appointments at Emory Univer-
sity and Johns Hopkins.

“I visited the Hopital Albert Schweitzer in Haiti in 1979, when | learned
about its innovative community-based health program that reached out to
every household in the population through routine systematic home visits.
By this process, a register was maintained of everyone, and the health infor-
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mation system made it possible to determine which persons were in need of
basic services. Furthermore, vital events (births, deaths, and migrations)
could be recorded on a prospective basis, making it possible to determine
mortality and fertility rates in the population. In addition, the most fre-
quent, serious, preventable, or readily treatable conditions could be identi-
fied along with those persons at greatest risk; and program activities could
be directed to them. | was inspired at that time by this fresh new approach
and learned that Warren and Gretchen Berggren had developed it with
guidance from their professor at Harvard, John Wyon.

I lived in Bolivia from 1981 until 1984, trying to establish a similar com-
munity-based health care program on the rural altiplano with the guidance
of John Wyon. Although the start-up proved to be terribly slow and diffi-
cult, the seeds sown eventually took root. Today, an organization has arisen
from this effort— Andean Rural Health Care—and ARHC has as its central
focus what we call the census-based, impact-oriented approach. This
approach continues to guide my own professional thinking as well. | believe
that it has enormous potential for maximizing the benefits of community-
based health care among impoverished and difficult-to-reach populations.
My own time in Bangladesh as a technical advisor and researcher has con-
vinced me further of the validity of this approach. My current role as Direc-
tor General and CEO of the Hopital Albert Schweitzer in Haiti is giving me
further opportunities to develop this methodology and to document its
effectiveness.”

S. Sue Pickens, MA, Director of Strategic Planning at Parkland Health &
Hospital System, has worked in health planning and community needs
assessment for the past 25 years. She is a graduate fellow in the Healthy
Communities Program sponsored by the Healthcare Forum and serves on
many committees assessing the health of populations and working to
improve the determinants of health for all populations. She holds a master’s
degree in education from the University of Texas and is currently a PhD stu-
dent in sociology at the University of North Texas. Sue has published widely
in the area of community health and community health assessment.

“I have discovered that my purpose in life is to create a world of joy and
learning. To reach this goal, | see myself working on projects that create a
community environment healthy enough to support learning as a natural
course of community and individual growth. I am also creating this world by
teaching and learning at the University of North Texas, Texas Woman’s Uni-
versity, and the University of Texas Southwestern School of Allied Health. |
am very fortunate to be able work in an organization such as Parkland Health
8 Hospital System that is mission driven and allows me to live my values.”
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Niels Porksen, MD, now retired, was from 1984 to 1999 the Director of
Psychiatric Services at Bethel, in the city of Bielefeld, Germany. Before that he
was the director of a psychiatric hospital at Liineburg in northern Germany.

Dr. Porksen completed his postgraduate training at the Laboratory of
Community Psychiatry at Harvard Medical School. In 1970, he founded the
German Society of Social Psychiatry, also serving as a member of the board
and the president. He was amember ofthe Mental Health Commission ofthe
German Federal Government from 1970 to 1975 and from 1980 to 1988. He
isamember ofthe board of the German Psychiatric Association, president of
an organization of psychiatric hospital directors, and current President of
the German-Polish Association of Mental Health. From 1986 to 1994, he was
President of the German-Italian Association of Mental Health. He received
the Friendship Prize awarded by both governments in 2000. Dr. Porksen is a
member and past President ofthe Mental Health Board of Bielefeld.

Gail Price, MS, has spent much of her career identifying ways in which
the health care systems in different countries can learn from each other. Ms.
Price completed her master’s degree at the Harvard School of Public Health
in 1986. She joined Management Sciences for Health (MSH) in 1994. At
MSH, she has led several projects to improve community-based services in
the United States by adapting international models for the domestic envi-
ronment. Before joining MSH, Ms. Price worked for the Boston Depart-
ment of Health, where she was instrumental in launching Healthy Boston, a
citywide project to improve community-based health and human services.
Ms. Price is President of the Harvard School of Public Health Alumni Coun-
cil. She has written several articles on innovative health and development
projects, and she has co-authored an article on transferring the lessons of
international health to the United States. Ms. Price has traveled in 23 coun-
tries and speaks Spanish fluently.

“My interest in community-based primary health care began when | was
working with a team at the Harvard Institute for International Develop-
ment to evaluate a community development project in Cali, Colombia.
Healthy Boston was, in part, based on the Cali model. | later became
involved in enhancing the use of lay community health workers (CHWS) in
the United States and have educated policymakers about the importance of
CHWs. I am currently leading a project to improve community-based serv-
ices for culturally diverse populations in the United States.”

Ashok Reddy, BA, completed his bachelor’s degree in anthropology at
Emory University in 2000. In 2001, he joined the Boston-based community
health project, Prevention and Access to Care and Treatment, of Partners in
Health. As a case manager, Mr. Reddy has contributed a unique perspective
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to the project, having worked as an emergency medical technician and seen
the effects on the urban poor of the inability to access proper health care. He
intends to attend the University of Washington School of Medicine in the fall
of 2002. In his career in medicine, he is committed to calling upon his back-
ground in anthropology and social work to help him provide outstanding
service and to facilitate long-term follow-up care among the underserved.

Nathan Robison, BA, was born and raised in Bolivia and has spent all of
his professional life working in rural development on the high plains of
Bolivia. Mr. Robison earned his bachelor’ degree in economics from Van-
derbilt University in 1974. For 11 years, he worked in assorted rural devel-
opment efforts, including rural electrification, the organization of coopera-
tives, and the management of nongovernmental organizations. In 1986, he
became field director for Andean Rural Health Care’s activities in Bolivia,
eventually engineering its transition from a US-based private voluntary
organization to a prestigious national nonprofit specializing in community-
based primary health care. Mr. Robison has participated on Bolivian Min-
istry of Health commissions for restructuring the national health informa-
tion system and for monitoring the EPI program. He is a recognized leader
in the national NGO community, particularly among those dedicated to
public and community health.

“l became interested in community health as a result of my association
with Andean Rural Health Care, which I joined primarily because of the
organization’s keen interest in measuring the results of its work. Henry
Perry and John Wyon, pioneers of ARHC? census-based, impact-oriented
approach to community health care, rapidly brought me to the cutting edge
of this vital field.”

Jon E. Rohde, MD, is the Senior Technical Advisor to the EQUITY Project
in South Africa. He graduated from Harvard Medical School and completed
apediatrics residency at Children’s Hospital in Boston. Following his medical
training, he joined the Rockefeller Foundation as Visiting Professor of Pedi-
atrics in Indonesia. He came to MSH as the Chief of Party for the Rural
Health Delivery Project in Haiti and then served as the Chief Technical Advi-
sor for Child Survival for the PRITECH Project, funded by USAID, in India.
His subsequent work in India included working as the Special Advisor to the
UNICEF Executive Director and serving as the UNICEF Representative.

“When | left Boston for Dhaka in 1968 with the USPHS to do research on
cholera, I didnt expect to stay ‘out there’ for the next 30 plus years; but ‘way
leads on to way’and the challenges of the poor countries have been exciting
and rewarding. The avoidable plight of mothers and children has continued
to seem such a solvable problem, and also such a deplorable injustice that
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can be set right, requiring robust available as well as affordable technology,
good management, and some common sense. All too often it is the latter
that is in shortest supply! The lessons are all around us, most readily learned
not in classrooms but in villages and slums, and applied by people close to
the problems. Oh, to immerse all experts and bureaucrats in reality once in a
while (as Carl Taylor used to do annually at Narangwal)!

| left Boston for a challenge, to apply the gifts of my good fortune in an
education and to get away from the crushing materialism of a system that
seemed to be losing its soul. In the cyclone of 1970 and the War of Libera-
tion that freed Bangladesh, | found I could bring science to large numbers of
people and have fun in the process. | could raise my family with value sys-
tems I believe in and sleep well each night.”

Samuel Ross, MD, has put the community-oriented primary care con-
cept into practice in Dallas County through expanded access to primary
care and a comprehensive community services program that incorporates
health center advisory boards and local coalitions to better define commu-
nity needs and implement effective interventions.

Since completing his residency in family medicine in 1983 at St. Paul
Medical Center in Dallas, Texas, Dr. Ross has completed a 4th-year Chief
Residency in Family Medicine, served 2 years on the faculty of the Family
Medicine Residency Program of the St. Paul/University of Texas Southwest-
ern Medical School, and spent 5 years in private practice. For the past 11
years, he has worked at Parkland Health & Hospital System in various med-
ical and administrative leadership roles. He is currently the Senior Vice-
President for Ambulatory Services.

David S. Shanklin, MS; is the Director of International Programs at
Curamericas (formerly Andean Rural Health Care), where he has worked
for the past 11 years. He has been active in public health research and pro-
gramming for the past 22 years, specializing in health program evaluation,
and nutrition program policy, planning, and evaluation. He holds two mas-
ter’s of science degrees: one in clinical dietetics from the University of Ken-
tucky (1977) and one in public health from the Harvard School of Public
Health (1979).

“My interest in and passion for community-based primary health care
have come directly from my experiences in Bolivia, and through my associa-
tion with such consummate public health practitioners as Henry Perry and
John Wyon. | have seen firsthand the enormous effect that simple, effective
community-based health services have and now feel compelled to share my
experiences with all who are interested and care. At present, | am very inter-
ested in the improvement of childhood nutritional status in marginalized
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populations, as well as the reduction of maternal and neonatal deaths
through appropriate, field-based actions.”

Carl E. Taylor, MD, DrPH, is Emeritus Professor of International Public
Health at the Johns Hopkins School of Public Health, where he chaired his
department for 15 years. A graduate of Harvard Medical School, Dr. Taylor
directed the celebrated Narangwal Study in the rural Punjab of India until
1973. He played a catalytic role—with John Bryant and Halfdan Mahler—
in convening the Alma-Ata Conference on Primary Health Care in 1978 and
has been an equally strong influence behind USAID’s focus on child sur-
vival. After retiring from Johns Hopkins, Dr. Taylor served as UNICEF’s
Representative in China for 5 years. Throughout his career, he has con-
tributed extensively to the literature on public health and primary care.

“Going back to Narangwal days, | like to define myself as a simple Pun-
jabi villager. Actually, I learned most of what | have tried to implement from
my medical missionary parents, who served Terai jungle villages in the
United Provinces of India for 54 years. Then | learned from John Gordon,
my academic guru. | was privileged to sit at the feet of John B. Grant (the
father of primary health care) for aweek every year in Puerto Rico with my
class of Professors of Community Health while | ran that program at Har-
vard during the late 1950s. Jimmy Yen, the founder of the Ding Xian Experi-
ment and of 1IRR (International Institute of Rural Reconstruction), was a
role model through the 1960s. It was a privilege to have the inspiration pro-
vided by Jim Grant and Halfdan Mahler through the years. | have been
blessed by these associations.”

Henry G. Taylor, MD, MPH, was raised in Boston, Baltimore, and the
Indian subcontinent, and is now a West Virginian by choice. He received his
undergraduate degree from Haverford College, then spent a year on a
National Geographic project studying temple monkeys in Nepal. He gradu-
ated from Harvard Medical School and did his residency in general internal
medicine at the Francis Scott Key/Bayview Medical Center of Johns Hopkins
University.

Dr. Taylor and his wife, Nancyellen Brennan, a family nurse practitioner,
came toWestVirginiain 1982. They helped establish Pendleton County Com-
munity Care, 1of 13 national demonstration sites for community-oriented
primary care. Dr. Taylor spent 13 years in Pendleton County as a “modern
country doctor,” practicing internal medicine without a hospital, and devel-
oping community-based programs in workplace wellness and elderly care.

Taylor became involved with the West Virginia Public Health Advisory
Council and was instrumental in promoting the establishment of an MPH
program “without walls” for West Virginia. In 1995, Taylor left clinical prac-
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tice to earn his MPH at Johns Hopkins. There, he refined his career-long
interest in “helping people in communities identify and address their own
unique health issues.” Central among his successes is the Public Health
Transitions Project, which is helping state and local health departments
focus on how to provide and pay for essential public health services for the
citizens of West Virginia.

Joseph J. Valadez, PhD, MPH, ScD, is Senior Advisor for Monitoring and
Evaluation in the NGO Networks for Health Project funded by USAID. He
is also Health Programs Coordinator for PLAN International and a Senior
Associate in the Department of International Health at the Johns Hopkins
School of Hygiene and Public Health. He has more than 15 years of experi-
ence working in 36 countries and has authored or edited eight books and
written numerous journal articles and monographs.

“l came to the field of public health through acircuitous route. Following
an undergraduate social science degree, | studied for a PhD in International
Relations in the UK at the Richardson Institute for Peace and Conflict
Research. My postdoctoral studies focused on program monitoring and
evaluation, and on computer simulation. In 1980, 1realized that | wanted to
focus my life’s work on public health, and | decided to study for an MPH at
the Harvard School of Public Health. During my first hour at Harvard, | met
John Wyon, my advisor. When | began studying for a second doctoral
degree, this one focused on international health, John Wyon again served as
my advisor.

After serving on the faculty of the Harvard Institute for International
Development for four years, | became the Director of Projects for the
African Medical and Research Foundation, an NGO based in Nairobi,
Kenya. For four years | developed and managed community-based projects
in Tanzania, Sudan, Ethiopia, Uganda, and Nigeria, as well as Kenya. In
1995, | joined Johns Hopkins School of Hygiene and Public Health and
worked in JHPIEGO in clinical contraception. During 1996,1returned to
work with NGOs by joining Plan International but retained my affiliation
with the Department of International Health at Johns Hopkins. Since that
time, | have aided PLAN to apply the community-oriented approach in
child survival, safe motherhood, family planning, and HIV/AIDS preven-
tion programs throughout the world. In 1998, | was elected as the first
Chairman of the Board of the Child Survival Collaborations and Resources
Group, a consortium of 35 leading US private voluntary and nongovern-
mental organizations working in the health sector in developing countries.
The members of CORE work together to improve community-based public
health practice by sharing resources and experiences.”
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John B. Wyon, MB/BCh, MPH, is retired Senior Lecturer at the Harvard
School of Public Health, where from 1953 to 1988 he was in the Department
of Population Sciences and International Health. He earned his medical
degrees from Gonville and Caius College, Cambridge University, and an
MPH from the Harvard School of Public Health. Dr. Wyon served as a Med-
ical Officer in Ethiopia during World War Il and then as a medical mission-
ary in Uttar Pradesh, India, from 1949 to 1952. In 1953 he became Field
Director of the India-Harvard Ludhiana Population Study, better known
since as the Khanna Study, which he authored—with John Gordon—in
1971. Dr. Wyon received the Distinguished Alumnus Award from Harvard
School of Public Health in 1995 and, also that year, a Lifetime Achievement
Award for Excellence in International Health from the American Public
Health Association.

“In 1943,1was a conscientious objector to military service, but | was per-
mitted to join a Quaker organization. They sent me to join a group already
in Ethiopia. | became the only Western qualified doctor in the Province of
Tigre, with a government hospital of 100 beds and six outpatient clinics for
about 1million people. Our team included about 20 fine male “dressers,” the
only woman nurse in Ethiopia, and two briefly trained British staff. In 1945,
waiting for boat passage home, | worked in a flooded area around Calcutta.
The medical conditions among the villagers were little better than in
Ethiopia. | left these two experiences with the conviction that we had con-
tributed little to these people for a limited time and with no lasting effect. |
wondered how might it be possible to practice scientific medicine effectively
among a poor illiterate people.

As a medical missionary, | set out with my wife for India in 1949. Our
missionary society wanted us to find out how to practice medicine in rural
India without a hospital. Hospitals had become too expensive. Within three
months | had met Carl Taylor, another medical missionary. Two years later, |
was invited to join him as an MPH student to prepare myselfto work with
Carl’s adviser, the epidemiologist John Gordon, to test the possibility of
changing the birth rate through application of birth control in some Pun-
jabi villages. Gordon had practiced community-based epidemiology in a
small town in Romania, where he had recorded an epidemic of scarlet fever
from its first case.

I worked with John Gordon for 7 years in India and for 10 years at Har-
vard analyzing and reporting the results of the Khanna Study in 11 villages
in the Punjab, India. After that, | developed a seminar at the Harvard School
of Public Health called the Student Project Design Seminar. Each student
had to identify a community and a problem, and report to the seminar on
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his or her definition and analysis of the community and how to address the
selected problem in that community. Several of the students went on to
implement their projects.

Since 1970,1have been closely connected with community-based proj-
ects as a consultant: in India for 2 years; in Sri Lanka for 6 years, working on
malaria control with Oxfam America and the Sarvodaya Shramadana
Sangamaya of Sri Lanka; and in Bolivia for 18 years, with Henry Perry and
Andean Rural Health Care. Currently | am involved with the Greater Boston
Interfaith Organization, which guides faith-based organizations to find
common goals among their members and to pursue them. In Boston, 100
religious institutions have selected affordable housing and elementary and
high-school education as their present focus. This approach has the poten-
tial to contribute to the solution of numerous public health problems.”
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Management Sciences for Health (MSH), Inc., is a private, nonprofit
organization, dedicated to closing the gap between what is known
about public health problems and what is done to solve them. Since
1971, MSH has worked with policymakers, health professionals, and
health care consumers around the world to improve the quality, avail-
ability, and affordability of health and population services.

MSH has assisted public and private health and population pro-
grams in more than 100 countries by providing technical assistance,
conducting training, carrying out research, and developing systems for
program management. MSH’s staff of more than 600 work in its
Boston, Massachusetts, headquarters, offices in Arlington, Virginia,
and field offices throughout the world.

We provide long- and short-term technical assistance through four
centers of excellence: Health Services, Health Reform and Financing,
Leadership and Management, and Pharmaceutical Management. Our
award-winning publications and electronic products augment our
assistance through the centers of excellence.

Current major efforts by MSH to address problems in public health
include the following:

m MSH manages two global programs funded by the US Agency
for International Development: the Management and Leader-
ship Program and the Rational Pharmaceutical Management
Plus Program. The worldwide Strategies for Enhancing Access
to Medicines (SEAM) Program is funded by the Bill & Melinda
Gates Foundation.

m MSH is the managing partner of the Partnership for Child
Health Care, Inc., which implements USAID’s principal child
survival project, Basic Support for Institutionalizing Child
Survival (BASICS II). MSH also manages the consortium that
carries out Advance Africa, a major program for integrating
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and scaling up family planning and reproductive health serv-
ices in Africa.

m MSH is carrying out several national projects, including three
in Africa (Guinea, Senegal, and South Africa), two in Latin
America and the Caribbean (Haiti and Nicaragua), four in
Asia (Bangladesh, India, and two in the Philippines), and one
in the Newly Independent States (Georgia).








