
During the 20th century, healthcare witnessed more changes than in a millennium 
past.  This booklet is not meant to review those changes in any detail but it is 
necessary to quickly examine three major clinical and academic landmarks that 
had a major impact on the healthcare status in the world in the early years of the 
21st century.  These are: 

 Discoveries (Clinical Drugs and Academic Dogmas) 

 Disappointments (Clinical Disease and Academic Deprivation) 

 Disengagement (Short-term Disillusionment and Long-term Distrust) 

Discoveries: 

Drugs:  With the discovery of Penicillin, a new era of pharma-therapy was 
ushered in and to the naïve it implied that the human race had finally conquered 
all diseases.  The shocks came in waves, labeled TB, polio, cancer, HIV, etc… 
Some we kind of conquered and some we haven’t! 

Dogmas:  Maybe equally important is how our academic dogmas have changed.  
A lot of attention has been given (and continues to be given) to healthcare 
education and training.  Not only what of that art and sciences we pass on to 
future generations but HOW we pass it on… Consequently, there was a push for 
standardization, accreditation and certification; at least in the “Western” world 
and developed countries. 

Disappointments: 

With major geopolitical changes and two world wars reshuffling wealth and 
power around the world came major disappointing developments in healthcare, 
both clinical and academic.  While the developed countries continued to improve 
the quality and status of their clinical and academic levels in healthcare, the 
developing countries continued to struggle with mostly deteriorating quality of 
clinical services and even more so with almost nonexistent academic services. 

To bridge the gap, those countries resorted to an import-export system which 
was more of a Band-Aid than a real solution.  Worse yet, it postponed the needed 
radical changes and made the problem much more chronic and more difficult to 
deal with!  

Some of the most devastating health disorders are the ones that smolder 
symptomless and by the time they are discovered, the irreversible damage they 
have caused is usually devastating and irreversible.  Retroperitoneal cancers, 
open angle glaucoma, and brain tumors are just examples.   

The status of specialty and subspecialty medical training in developing countries 
is going through a similar disorder of occult danger with very few of us 
recognizing the depth and width of the problem.  Most of the Middle East, Asia, 



Africa, and Central and South America are currently suffering from a lack of 
adequate numbers and distribution of well trained specialists (in particular, 
surgical specialties).  This in spite of the fact that most of these regions have 
some presence of Western trained specialists (either Nationals or 
transplants/missionaries).  

The Western world has responded to the needs in the 19th and 20th centuries by 
allowing  “foreign medical graduates” to train in North America and Europe with 
the hopes they would return home and use what they learned.  Some went back, 
but many didn’t.  That was a great problem, but no where near the problem 
looming now. 

While many “foreign medical graduates” did not go back, the few who did made a 
big difference in elevating the status of health care in their countries and regions.  
One of the best examples is Lebanon where the American University of Beirut 
and the (French) St. Joseph University kept close medical ties with the USA and 
France (respectively), and for many years both medical schools and hospitals 
were staffed with superbly trained doctors and professors who were able to train 
and send their graduates to the best Western centers for further training. 

As the geopolitical situation and health care conditions have continued to 
change, however, it has become nearly impossible for “foreign medical 
graduates” to receive adequate clinical training (especially surgical) in the West.  
And countries like Egypt, which were already struggling due to a lack of adequate 
quantity, quality and distribution of specialists, will now face a much more 
dangerous situation, as the few well-trained doctors and surgeons they do have 
are reaching the retirement age and/or refusing to transfer their skills.  Countries 
in Sub-Saharan Africa and Central Africa face an even more dire future. 

The results will be more unnecessary suffering, blindness and death! 

The good news is that like some deadly silent cancers, this situation can be cured 
with proper diagnosis and treatment. The bad news is that the problem will 
exponentially grow and become near impossible to cure if we continue in denial 
and in limiting our approach to old inadequate solutions.  

One solution was the export model, which consisted of two parts.  The first 
aspect involved sending young healthcare professionals for accredited training in 
the West, with the idea that they would return to their home countries after 
training,  to share the knowledge and skills they acquired and thereby improve 
the quality of care throughout their home countries.  But this approach has, for 
the most part, failed to meet this goal, and if anything, has caused a “brain drain.”   

The second aspect to the “export model” involved sending difficult cases abroad, 
since the higher-quality care they needed was not available in their own 
countries.  However, this approach is merely a drop in the bucket.  For every 
patient who traveled overseas for care, there were many more who needed 
higher-quality care who simply did not receive it. 

A second solution attempted was the import model – sending competent 
healthcare professionals from more developed countries (mostly the USA and 
Europe) into less developed countries to care for patients, either on short- or 
long-term missions.  Short-term excursions, sometimes referred to as “surgical 
safaris,” are at best band-aid fixes supplying clinical care (needed relief) but little 



if any training or long-term (sustainable) benefit. Sadly, short term trips have 
sometimes caused more harm than good (because they often don’t ensure follow 
up to surgical patients, are expensive, don’t build the capacity of nationals, and 
are ultimately unsustainable).   

Some longer-term projects have also been attempted, but are sporadic and 
isolated, and they are declining in number: Transplants from the West sacrificing 
their careers and even their lives to serve in underserved areas.  This has brought 
much-needed clinical relief, but the effect remains limited in view of the great 
unmet needs and the bleak future in the absence of well-trained nationals. 

Many individuals and groups have tried to remedy the situation with valiant 
efforts and varying degrees of success.  Some of these projects, training 
nationals and setting up local training, have been the closest we have come to a 
cure. Currently, however, most of these efforts remain sporadic and limited in 
scope.  

These inadequate responses to the ever changing landscape of global healthcare 
has caused so many negative repercussions, perhaps the worst of which is the 
progressive frustration leading to disengagement. 

Disengagement: 

The ironic coexistence of despair due to the enormity of the problem and denial 
that the occult problem is by far larger  than the visible problem has further 
inflamed the near total disengagement fueled by frustrations at all levels ( 
countries, agencies, resources and individuals) … Sadly, all of that is happening 
in the midst of a noisy theater full of well-meaning players trying to help while the 
situation keeps getting more dire and the efficiency and effectiveness of the help 
keeps on diminishing.  This in turn is discouraging many and is resulting in a 
vicious cycle of disappointment leading to disengagement which in turn leads to 
more dysfunction, disconnect and disappointment! 

Christian medical missions (CMM) were traditionally the best antidote to break 
such cycles but lately, even CMMs have found themselves in need of adapting 
rather quickly to avoid being sucked into this vicious cycle (black hole). 

Fortunately, it is possible to break the vicious cycle, uncover the occult danger 
and start to fix the problem. 

What is needed is a coherent strategic plan charting the long road to a permanent 
solution. The success of this plan is contingent on responding to the two 
seemingly contrasting driving forces: Despair and Denial. 

Once we recognize the occult dangers, our denial may vanish but our despair 
may grow even more! 

Therefore the best approach is one that admits the full enormity of the problem 
but accepts that the solution can only come in strategic stages that have to be 
modified as the geopolitical scene continues to change, ever so rapidly. 

 


