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FOREWORD -
~— / ’ i - .

The appearance of this volume constitutes a milestgne in the approach to health policy'
‘formulation in _the World Health Organization. For the first time, one of the Organization' s
major programmes has been analysed h1stor1cally and in depth. This study g1ves a vast new
insight into the dynamics and..trends of policy formulatién in WHQ as a whole and in the
programme for health manpower development in particular. Such’ 1nsrght should help in the
formylation of future strategies .that are bpth yise and effective ) \

The WHO (,onstltutlon, adopted in 1946 declares that the Organlzatlon s gbjective is "the
attainment by all peoples of the highest possrble lavel of health". Why has it paken so
many years to develop forthrrght strateg1es to achieve th1s obJectlve" Thig study explo;es
the many social forces at work in WHO and -in its Member Stafes which inhibited the maturatlon
of such strategies. Not until the Thirtieth World YHealth Assembly, in 1977, was a target
'date ser for reaching the objective declared three decades earlier, -~ with the decision'tfhat
the ‘'main social target of governments dnd’ WHO._ "should be the a’ti:alnment by all citizens of-
the world by the .year 2000 of a level ef health that will permit them to lead a s cially and"

. economlc,ally prpductlve llfe ) . . . - .

, ) ¢ “n

. N . ’ AT

~ . In 1978, at the International Clnference on Pr1mary &ealth Care, hgld at Alma-Ata, USS'R

the' deeper meahing of that. target was explored in® mch greater deta.1l and .the Conference -
. declared that:. "Primary health care 'is \fhe key to attainingv this “target as’ part of develop-

ment in the spirit of social _]ustlcé The mext year, the Exq,cut;.ve Board of WHO “initiated

the formulation on even a more” pract1cal level of national, reglonal and global strategies
.+ for attaining health for all by ‘the year 2000,~ and the Global Strategy was adopted by the
Thirty~fourth World Hedlth Assembly in 198l. The need for suéh strategies and the™ impli-
cations for health manpower development had been becoming 1ncreasmgly clear for, some years
before this, and the Deglaration of Alma-Ata lent added force to the” argument that new POlle
obJectlves had to be -

. N . » - e~
-

For health serv‘ces to lbe accessible to all people, personnel were clearly needed every-
_where -that people, lived - total population coverage had to be the goal; +this meant far more
trdining .and use of health auxiliaries than most -developing countries had underfaken. To
make efficient use of auxl’llarles and Jther health personnnel, their work had to be coord1"
nated in health teams. To expect the requ1red types and numbers of. personnel tg be produced
for coverage and “efficiency, required sound planning. The attltudes and j“(xompetencm.é.\s of
health manpower had to be relevant to the real problems of the people, i1f their services were
to be effective; this demanded teach1ng content and methods very. different from conventional
patterns. Planning health manpower in reasonable quality and., numbers would result in :i'ppro—
priate training programmes only if there was . proper integration between the entities respon-—
sible for health services .and those respon51b1e for health manpower development. All these
policy ob_]ectwes £obk shape. in WHO's health manpower developm”t programme, as part of the
steadily mounting movement to ensure health’ for jall .péopte on earth. 'All of them could be
achieved only with enormous effort, and often~b)l’“_£‘1

‘ LT e - / .

The documentation of this 30-year process in ‘the pages that follow can help to guide us
to develop effective methdds of work in the futufe The many experiences of the past can
provide, invaluable lessons on the w1sest cours of’ ,action to follow towards the great health
goals tzhat lie ahead and towards the achlevemznt of heaLth for all by the year '200(5 through

‘

L)

- -~

vercoming many types of opposition. \
. )

primary health care. h .
° - : td
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o .

"To look forward with vision, it is wise to glance backward with

perception - not to be bound by history, nor to blame ourselves or our : -
predecessors, but to learn lesson§ as a springboard to the future.”~ ’

- » .

4 : Halfdan Mahler »
Director-General &

World Health Organization, 51978

3
N -

As the principal international health agency, representing almost’ all countries, the
World Health Orgagization inevitably mirrors the changing natlonaf‘conceptlons and practices
in the evolution of its policies. An understandlng of this evolution as, it affects health
manpower policy over the years sgince WHO's aneptron, should help to offer guidance of the
formukation of pollcy in the. yéars ahead, both 1in c0untr1es and in the World Health
Organization. ~ = . y : b

Objectives - T ‘ g . 2

The objectives of the study reported here which were formula}ed in late 1978, were as
follows: , . 4
. (1) ‘to identify the maLn policies, objectives and thrusts in the health manpower

ﬁevelopment (HMD) programme of WHO during its first 32 years of ex15tence, 1948-1980;

’ - . .
.

(2) to identify the factqrs influencing or determining these pollcxeg, ana to see how
.they have shaped the HMD programme through changing emphases and various modes of
implemedtation; . - N

(3) to judge how far policy changes and .achievements in health manpower development in
the WHO' Member States (156 in 1980) over. the past three decades could be:correlated, if
at all, with HMD policies and programmes in.WHO; and

(4) to draw conclusions for the sound formulatron of polrcres and programmes in WHO, for
the near and long- term future. -

-
£

divers sources. Several methods of gathering data were hecessary, wvarying with the questions
posed} Interpretation and judgement were also necessary in the exploration of relationships
(a) between political and social circumstances and HMD policies in countries, and (b) between
national HMD programmes and international HMD pdliciesgin WHO. Such Lnterpyetatlons can

~——g921ldom yield firm conclusions on cause and effect, but usually lead to general LQferences and
approximations.

N M .
. . - ]

Methodology . o R
. -

Al \ [y

Inforwatlon on the devel& ment ofr.HMD polrcres and programmes in WHO and its Member
States was gathered along several ‘lines; reviews and ciritical analysés were made of the
* following five tyggs of WHO materials: . .
. . ' v . 4 o -
(1) Records of the, govething bodies of WHO. There are several series of documents
recording detail?ﬁ dlSCuSSlOnS of the*WHO governing bodies, resolutlons adopted, etc.,” These
1 N

include principa ‘ ! v

»

(a) * Offlc;al Becords of the World Health Kssembly ‘
(b)w-OfftCLal Records of the Executive Bogrd - .
“ ~c) Resolitions and decisions of the World Health Assembly and Executive Board. .
- ° ¥
. T ‘S
Q ‘ * . . I - ‘
‘Hﬂi;ﬁﬁﬁ - E ) ' 9
e e , . . ‘

o,

. To fulfil these “objectives requireg.the collection of many types of information from

@

-



. - : : ) Vil
[ -* -

. - . o

- (2) Major reports or documents submitted by the Director-General. These .constitute a

« series of publications, ordinarily prepared by the WHO Setretariat for submission to, “and
review by, the Executive Board and Health’Assembly. They include’ principally; )

(a) Annual (lhter biennial) proposed programme bhdgels
. (b) Annual (later biennial) repotts, of the Director-General : .
(¢) The General Programme of \Work covering a Specific Period (typrcally for, 5-6 years)
. (d) Periodic reports on the world health situation.
- ’ - .
" (3) Regional office records and reports. Each of the ,six WHO regional offices also
isfues publications consisting mainly of: '

»
. -

v, ° .- :

(a) Annual or biennial reporfs of the Regional Directors _ - L .

(b) Proposed programme budgets . o, :

(c) Regiona}l Committee, Off1c1al‘ Minutes of summary records “of the Regronal Committee
meetings . ¢ . hd

) (c) Technrcal papers and related documenkts. -

. . Tore
. .’ hd 4 ~ -

(4) Technrcal books and reports.” These. 1n%fude the WHO Technizal Report’Series, which
make , available the frndrngs of the interfiat) onal groups of experts conyened by WHO; the
. Publrc Health Papers series, which contains studies drawing attention to modern trends, and
- changing concepts in public health; the Monograph Series, gontaindng technical guides and
treatises at an advanced level; quarterly and annual publications on world health

statistics; and a large number of nonserial publications on4,wide variety of health topics.

"

(%) WHO periodicals. fmong these'are the Bulletrn of the WOrld Health Organjzation,
. sthe principal scientific periodical; the International Digest of Health. Lefislation, with
reviews of currert problems- on this topic anl extracts or abst;acts of national and national
health laws; and the WHO Chronicle, containing articles on activities undertaken gnder -the

auspides, or with the participation, of WHO. A

. -

These frve types of WHO publigations were studied’ from their 1nceptron to the present;
discussions, decisions,: reportsy articles, statistical data, and.other information 1in this
literature, relative to any aspect of “health manpower development,” ‘were * identified and

—_ retrieved or abstracted, . ’ ~ i .
: ) .

. . ¢ 4

. Further information has also been gathered 1n several other\gays outside the 'sphere of -

. WHO. These sources and rgsearch, methods 1ncluded. ' (
L] -
. . . . 1
(@) guestronnarre Survey of ‘expert opinion. A detailed ,questionnaire was sent to
approxlmately 500 selected persons throughout the sworld, eliciting, their opinions on HMD.
activities in countri®s and in relation to WHO. . . :

r
L .

(7) Country "field studies. Visits“were made to six selected countries, where detailed
information on HMD policies as well as on their relationships to WHO was gathered. This was

.done primarily,through personal interviews (both styuctural and open-ended) wrth national

N health aulthorities and the 6011é§;:0n of relevant documents. _

»

. . a
(8) Selected country literatpre search. A World lrteraturé search w3s done on publl—.
‘ cations reporting any aspect of health manpower development in the six countrrgs in which
field’ studres were made. N

t (9) General HMD literature search. ‘Another general literature search was conducted with
respect, to any publications in the world tHat concerned the HMD ffeld and included *some
referencé to WHO. Concise summaries were prepared of the relevdwmt aSpects of _ these

publrcatxons. . .
.6 5 . -

(10) Health status and health manpower statistical analysrs. ‘On the basis of data on 131

countries ava1lable in WHO or from other sources, multiple correlations were calculated and, ,'

analysed on the relationships between statistical 1nd1cators of heéalth status, general
socioeconomic conditiyns, ahd health manpower resources.

. (11) Miscellaneous sQurces. Various other megans of obtaxnlng’rnformatlon on selected
issues were also adopted. These lncludfd . -
LY . -
. .- ‘
. . .
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~ information searches, in the WHQ Library; a. : M

- computermzed literature &earches through the MEDLARS system on selected topics (e 8oy 4

the-trends in the teaching "of preventive and social medicine); Co \

- consultations with 'staff members of the WHO Division of Health Manpower Development.’
L3

a
l - 7o ‘

An historical analysis of ‘this type can be presented along any of stveral dimensions’  the
most important- of which.ar's (a)_the period of time, and (b), the copcept undergoing develop-
ment. It was decided that the 1nsrght that could best serve future HMD polrcy formylation
could be.derived, asg explarned below, from analysis. prineipally according to concepts - 14
this field definable as "policy objectives'". Within the evolutionary coursé related to each

¢

HMD objective, the chronology of events and . tenJenc1es could then be traced. ; . . }
y ‘ > - .

This was .the predominant but nqt the iny/method of analysis. Por certain phases of the

gtudy, -1t was ~more Suktable to present ‘a.-horizontal.view of mapy different: HMD concepts

operative at.one fime and place. 'Other phases ,involved purely statrstrcal analysis. The

applicatron of these several approache§ will be clarified by consrderrng the framework of

presentation of thé entire report. . ) -
. . e Lo .\\ . R . K \ .
Framework af presentation o ' . .
“’ . -

This study of 1nternatlonal development of Wedlth manpower polrcy 1s the ﬁrrst attempt to
anaiyse the hisforical development Jof on& sspecific component of the broad field of inter-
national health work that 1is tarried out by WHO. In Part One, therefore, we, start with ,a
brief review of the background of organlzed.rnternational ‘health activities and the birth of
the. World Health Organization. Chapter Il describes. the structure and methods pf func-
tioning of WHO, and the adanrstratrve evolution within' it of activities related to the
education of health persognel and the ‘development of health manpower . Chapter 111 focuses
on health manpower problems -~ their perception and formulation in changing crrcumstances over
the yefrs’ 1948 to 1980, - While the problems 1identified are drawn principally from WHO's
records, they relate, of course, to experxences and observations in countrres, as percerved
by the health leaders of those cduntries. «Also in Part Oné, there is'a gqaeral discussion of

the dynamics of WHO pollcy development. and how .1t grows out of the interactidon between the

Member States and the Organization.-/.} . . .

P .
< N . v . .
N

*Part Two .presents the principal analyshs of the_ development of health manpower policies
and programmes over the years'l948/to 1980. Specific programmes, projects, and activities in
health manpower development are very numerous and are carried out through divers methods of
work: consultations, meetings, studres, publications, and s¢ on. To facilitate the tracing
of trends, however, all, HMD activities were conceptualrzed under one of g}éht polrcy objeck
tives; ° the sequence of :herr presentatron 1s the’ approxrmate Lhronologrcal order in which
each obJectrve tended’ to have or to acquire p(rorrty over  the years. Thi1$ was as follows:

[}

. : . “ .2 .
1. Quanngty - greater supplxes of conventional health personnel .
- +
2. Quzlrty - rmproyed personnel standards and academic excellence. - -
A )
3. FEquality - internatipnal standards and ‘migratory freedom. ”

4. Coverage - health personnél to serve alls the people.

-

5. Efficiency - aveid waste in traininag and per formance”. .
‘ 6. Planning - prepare for future requirements.

7. Relevance°- train personnel suitable to local health needs.

»

8. Integration - health service needs determining manpower developmehts.

, With respéct to certaip objective¥, .several different programmes might be encontpassed .
Thus, under "efficiency" there are tncluded’ the training of, health auxiliaries, as we}ll as
the coordination of personnel in health teams and the strengthening of management. ‘Under
"relevance'" there are encompassed training in preventive and social medicine, as well as

promoting a community-orientation in the education of all health personnel. On the other

_hand certain programmes relate to more than one oBjective; ~for instance, the training of

auxiliarties is a matter of both -efficiency and-population coverage. Some overlap of objec~
tives is also inevitable, such as between coverage and relevance. This copceptualizatxon,
neverthelesg, permits the synthesis of a vast body of material, from multiple sources,.in a
relatively simple (and, we hope, interesting) form. -
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+ To trace the evo"lutmn of each major objective and the programmes linked- to it, the years
from 1948 to 1980 have been ‘divided inte four time-periods. These are fiot arbitrary, but
relate to the general programmes of work ‘through which WHQ plans its overall activfties. The‘
first period, 1948-195]1, was the phase jof WHO infancy, before any general programmt¢ of work
had been formulated; each of the next three periods corncrdes with the period of two
programmes of work. In 1981, we are 14 the midst of the Sixth General Programme of Work
(1978-1983). . A .

. . , « . _—

Part Three examines the entire HMD freld‘from other perspectives. Chapter X1] presents a
horizontal analysrs of alt HMD activities as obsetved 1n each .of six selected countries.
While all of t are developing countries, they represent an appreciable range along both
economic and political dimensions. In these case-studies, one gcan see the interplay of
health” manpower planning, production, and‘mamagement (or yse) in various national settings.
The relationships between each country and WHO's HMD programme are also explored. N

.
N

Chapter XIII attempts to descrrbe overall world -trends in health manpower develqpment.
W1th respect to the activities “for the  attainment of the various. objectives, what has
actually occurred in the world? We aftempt to answer this question with information avail-
agle on the international supplies of héalth manpower, the quality of ,their performance,
their efficiency, and their relevance tg_ the health problems faced 1in countr'i‘e{ We also

nn

attempt to analyse trends in broad natronal polrcres on health manpower - 1ts pl 1ng, its
coverage ‘of populatrons, ard the mtegratron'of 1ts productjon and use w1th the needs qf each
“natiod's health services. d . -
4 ° . . . N -

Also 1in Chapter XI1I we explote two further and* quite dpfficult questions. One 1% the
extent of the relation between health manpower res‘ources in countries and the he'alth stdtus
& of natronal.popula‘tlons. To shed lrght on this, 'we offer a statistical analysis of certain

measurements in 131 cduntries.! The other question concerns Jthe estimated impact of WHO on

.national heélth manpower developmen‘ts. To answer this, we rely principally dn analysis of

the responses to questionpajres sent to HMD gxperts 1n countries throughout the .world. The
. results of other studres dpn the same general question ‘are also reported. «

_dn. Chapter XIV }%’%h cqnstitutes Part Four, we summarize the findings reported in all
the previous chapters These include the course of development of the eight polrcy objec—

tives (Chapters IV-XI); the HMD experience as a whole 1in srx selected countries (Chapter
XI1);. and the overall trends ip héalth manpower resources, their characteristics, and the,
health status of populations throughout the world (Chapter, XIII). ..On the basis of this

review of developments and trends, swe propose policy directions for the future. .* In the
»light of ;the fior ldwide conserisus on _a goal of Health .for all by year 2000, we put forward our,
judgement as to the spec1h\ HMD poligies and programmes which should be most energetically
promoted both 1n countries and\rn WHO to attain that ult).mate and all~important goal
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Chapter I , ‘
INTERNATIONAL HEALTH AND THE ,EMERGENCE OF THE
7 ) WORLD HEALTH ORGANIZATION

>

a * 2 -

Since this study aims to analyse the development of health manpower policy in the World

Health Organization (WHO) in order to “acquire perspective for p1ann1ng ahead, it may be -

helpful to consider br1ef1y the geheral background of international health activities as a

whole and the emergence of WHD. Then one should have a better understand1ng of the current
+ structure and operations Of the world's pr1nc1pa1 1nternatlona1 health agency, and the place
within it involving health manpower policies and programmes. ° e

NN . . .
Background of cross—nationfal health problems and actions

. -

Almost as early as the nations of Europe engagéd'in overseas exploration and trade on a

17th and 18th centuries trading stationsgwere established .in Asia and elsewhere, it was
common for small infirmaries to be set up¥to give treatment to colonists or members of the
.ship®s crew struck by disease. As settlements of European families took shape, simple
géneral hospitals were organized, such as that in Kuala Lumpur (in what is now Pen1nsu1ar
Malaysia) set up by the British Resident in 1883.1 This was the first of what became a
network of general hospitals operated by the Bfitish -Colonial Medical SerV1ce in the Malay
States until 1ndependénce was achievwed by modern Malaysia in 1957.

~

large .scale, the .problems of disease - itjfgyre and control - were recognized. When in the -~

Religious missions were anothér source of transmission of Western scientific medicine
from Europe to Asia and Africa. The story of Dr John Thomas, who left England for Calcutta
with the East India Company in 1783, is illustrative.® , After treating the sick in India
for fiver years, Dr Thomas resigned from the Company, returned to England, and persuaded the
Bapt1st Missionary Societys to send to India missionaries who would minister to the stck;
Under this organization the first 1eprbsy hospitfal. in India was established just before
1800. The British explorer of Africa, David Livingstone, was a physician himself, and after
1840 his—explorations of that large continent led to tht establishment of wmany mission
hospitals.3 The work of ,Albert Schweltzer, the AYsatian medical m1551onary, ‘at Lambaréné
(in the then 'French Equator1a1 Africa) in the early twentieth century, is widely known.%

Ph11anthrop1%, bod1es, such as the Rockefeller Foundation, contributed also to the
extension of Western concepts of disease prevention and control to many countries of Asia,
Africa’ and Latin America - both colonies and independent nations. Some of the earliest
programmes of environmental sanitation (including control of disease vectors) and immuniza-
tion can be traced to this type of source. Indeed in the field of health personnel
training, the support of fellowships for the study of public health in the United States or
Great Brltaln was among the activities of philanthropic foundations. Recent historical
research has shown the subtle relationships, between foundation-supported public health,
activities and the econom1c, as well as polltlcai, overseas interests of the donor nation.

L4
- .

* Still another.early channel through which medical ideas weére spread from Europe and, North
America to other continents has been incidental to private business enterprlse.7 In
connection with mining, oil extraction, agricultural production (fruits, sugar, tea, etc.),
rubber p1antations, or various large manufacturing firms, corporations from the major
industrialized nations have established general medical services for*employees and often also
for their families., These programmes are typ1ca11y of much broader scope than traditional
occupaticnal health services, and sometimes - whilé very small in terms of the populations
they affect - serve as 1solatdlpdemonstrat1ons of comprehensive medical care. *

These initial mechanisms for cross-national health activity - colonial, religious,
philanthropic, and entrepreneurial - doubtless extended certain medical and public health
concepts from the industrialized countries to the economically less developed- parts of the
world! All of them, however, .were essentially secondary to other motives -~ political,
theological, ‘economic, or all of these. The motiwations of official international health
bodies, established by the joint action of nymerous national governments, were rather
different.  Their declared objective became the health protection of people, both in Europe

.
* °
. .
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and 1ts cplonies, even though economic and “political interests may have remained beneath_the
surface. Even within this objective, however, the scope of .concerns’ of these health

organizations, as we shall see, underwent a distinct evolution.

4

L] .
. LA . ' !
Early international health ¢rganizations

3

[t was the spread of disease from Asia to Europe that led to the first formal inter-

national health activity i1n the mid-nineteenth century. Around 1830, cholera had been

. . transmitted to Europe through tintected persons on ships returning [rom Ind1a.8 In order
to establish uniform policies for the tnspection and quarantine of ships arriving at European
ports, the flEEF International Sanitary, Conterence was held at Paris in 1851, with ‘twelve
European States -represented. Several further such international conferences were held,
attended by increasing numbers of countries, over the next half~century. .

a T i

In 1907, the nations - mainly European® - that had held eleven International Sanitary
Conferences between 1851 and 1903, meeting .in Rome, made an important decision: to establish
a permanent worldwide international health organization. The Office international d'Hygi2ne
gubllque'(OIHP)was set up in Paris, in order to conduct studies of epidemic disedses, to hold
periodic international sanitary conferences and implement their "conventions" (i.e., inter-
national agreements), and to serve as a cenlre for rapid exchange of epidemiological

informat ion.? The new body's first international meeting was held at Paris in 1912,
attended QX_Q& cpuntries ~ coming now not only from Europe, but also frem Asia and the
- -Americas. e " objectives of the Paris Office were shatply  focused on preventing the

transmission of communicable diseases across national borders, particularly from the tropical
colonies to the irdustrialized nations of Europe and North America.

Somewhat earlier, another international health organization had ‘been founded in the
Americas, but 1ts work was confined to the western hemisphere. In 1902i the Pan American
Sanitary Bureau (PASB) was createéd al a conference held In Mexico City. Its permanent
of fice was set up in Washington, DC, and its concern was largely focused on the infectious
and "pestilential" diseases in the American republics. PASB ‘activities were not limited,
however, to halting the spread of disease across national borders; they attempted also to
feduce the occurrence of communicable diseases within Latin American countries, particularly
by promotion of environmental sanitation and vector-control programmes {against yellow fever
and malaria). * .

v
.

A third international health organizatiom took shape with the formation of the League of
Nations folloying the First World War. The Covenant of the League, which came into force in
1920, contained a provision 'to endeavour to take steps in matters of internatjonal concern
for the prevention and control of disease".ll Soon the League established under its
Secretariat a Health Organisation with offices (like the entire League) 1in Geneva,
Switzerland. The scope of work of this body was much broader than that of its two prede-
cessors; it included not only epidemiological activities, but also technical studies of
health problems, international standardization (e.g., of biologicals and pharmace%f?cals),
reports on divers health subjecfs (not necessarily communicable diseases) by committees of
experts, international conferences on special probléms (e.g., rural hygiene), and also direct
assistance to governmenfs (e.g., field advice to China in 1929 on the organization of a
quarantine serviced. As part of 1its epid&mic,intelligénce system, the Health Organisation

"of the League maintained a Far-Eastern Bureau ab Slhgapore. “ Relevant to the cqurrent study,
it is noteworthy that by 1933 one of the ‘special expert-committees of the League was devoted
to the teaching of medicine. N .
4 .
Between the two World Wars, all three of thg}é international health GEBies maintained
their separate autonomies, although there were numerous meetings and negotiations between the

. OIHP in Paris and the Health Organisation of the League, from 1920 to 1936, in an attémpt to

" achieve coordination. - None of these coordinating efforts succeeded, _and in November

-« 1939 the Health Committee of the League of Nations (as it was later called) held its last
seéssion in Geneva. With the onset of the Second World War, most activrties of the League
collapsed, the Heaith Committee along with them. For a relatively briet period from 1943 to
1946, some internaticfal relief work was done by the Health Division of the United Nations
Relief and Rehabilitation Administration (UNRRA). None of these international health
endeavours, however, was completely free of°underlying economic or political influences.

' -
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Birth'of the WOrld Health Organization .

When plans were made in 1945 at San Fraacisco fof‘the establishment' of theTUnited
Nations,, health prablems were included in the proposed concerns of the new world body and
SPeleled in its Charter. A Technical Preparatory Committee on health was formed, and in
June—JuIy 1946 an. Internatlonal Health Conference was held in New York City. It wad this
Conferenue, ‘held under the sponsorship of the new United Nations, that drafted the document
*which was soomn to become the Qonstltutlon of the World Health Organization. An Interim
CommLSSLon was formed, with representatives from 18 natiomns, to carry out the work prepara-
tory to. convening the flrst World Health Assembly.of WHO. This -took place at Genmeva in
June&August 1948.

3

Exﬁerlences with the organization of international health act1v1t1es, going back to 1851,
had a substant1a1 influence on the basic principles embodied in WHO and its Constltutlon
One problem was the obvious difficllty caused by the existence of several different inter-
national health bodies at the same time; 1in 1944, the old Office international d'Hygilne

publigue in Paris still existed, as did UNRRA. In the western hemisphere there was the Pan

American Sanitary Bureau, and a Pan Arab” Reglonal Health Bureau lad been set up in 1946 in

Alexandria, Egypt. To achieve unity, all these entities and their functions were absorbed
by the new, World Health Organization, and .Article 2(a) of the Counstitution defines as the
first function of WHO "to act as the directing and co-ordinating authority on international,
health work". The two regional health bodies became Lntegrated essentially as Régional
Offices of WHO (although retaining a degree of autonomy —-°inasmuch as the Regional Director
would have to be'initially elected by the Member States of each region before final appoint—
ment by the WHO Executive Board). i ’
¥ *

. -

e
Another lesson of the two previous decades was to be learnt from the demise of the Heal
Committee of ~the League of Nations, when its parent body collapsed in the flames of the

Second World War. To prevent the recurrence of such a tragedy, WHO took shape as.an
independent .entity, under the control of ifs own- World Health Assembly and with 1its own
budget . Yet, ‘as stated in its Constitution (Article 69), WHO "shall be brought iato

relation with the United Nations as one of _the spec1a112ed agenctes referred to in Article 57
of the Charter of the United Nations"

Perhaps the most important difference of WHO from its several predecessors was the very
broad scope of its obJectlve and functions. No 1onger limiting its concern to prevention of
the spread of communicable diseases across national borders, or even to the greater range
of technical functions assumed by the Health Committee of the League of Nations, the
Constitution, in Article 1, defines the objective of WHO as 'the attainment ‘by all peoples ot
the highest possible level of health". The Second World War had demonstrated dramatically
the great interdependence of all people and all nations. The evolution of soctal concepts
over the past century or more had fully justified the assertion in the Constitution's
preamblé~that:

"The eaJoyment of the highest attalnable standard of health is one of the fundamental
tights of every human be1ng without distinction of race, religion, political belief,
economic or social cond1t1on ] - N

-~

To make perfectly clear the broad intent of these principles, the Constitution indicates
22 specific functions, of which the last in order is: "to take all necessary action to attain
the objective of the Organization".' Relevant to the current study, one may note that the
15th specific function spelled out in the WHO Conmstitution, in Article 2(o), is "to promote

‘improved standards of teaching and training in the health, medical and related pro-

fessions". Implementatlon of most of the other exp11c1t functlons, moreover, as shown by
subsequent experience, also requires various activities in the field of health manpower
development. . <, < .
o . <. ’ .
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HEALTH HANPONER ACTIVITIES IN THE CONTEXT °*OF . ,
WHO STRUCTURE AND.FUNCTIONS , ]* vt

i)

From the very outset of “the World Health drganization in 1948, activities for the
development of health personnel have=beea an integral componént of the .overall programme of
the Organization. rhls role has naturally changed and evolved in the course of more than
three decades as events, both 1n WHO and 1in -its Member States, have exerted their
influeénce. To appreciate the meaning of these developments and to understand fully how they
have .brought about™ changing concepts jin the area of health manpower, it is necessary to
reiew briefly the general structure of WHO, its methods of work, and certain administrative
or organizational changes that have occurred over the years.

!

WHO structure and ‘methods of work '

.

. t . -
t

As spec{Tied in its Constitution, the highest policy-making body of WHO is the World
Health Assembly, in whith sit the official representatives of its Member States. For the
uXion of policy, the Assemgly relies on the smaller Executive Board, composed of persons
hnically gqualified in the field of health who are desijnated by countries elected by the
ﬁealth Assembly. The employed staff, necessary to carry out and implement policies, is the
Secmeariat, headed by the D1rector-Genera1 who 1s appointed by. tle Assembly on the nomina-~
tion of the Executivé Board. Respons1b1e ultimately to the Director-General are a great
variety of technical. and administrative personnel in the Geneva headquarters, 1n the six
Regional Offices, and on assignment in cquntxées throughout the world. '

»

The administrative structure and composition of the WHO Secretariat have changed con-

“tinually over the years, reflecting changing health problems 1in -the world, evolving percep-

tions of priorities, and new p011c1es formulated by the Health Assembly. The methods of
work have also evolved over ’the years, particularly in the relatlve emphasis on various
specific techniques employed. The principal methods ‘that have been used for achieving WHO
objectives have been described in the SixthH General Programme of Work covering a specific
period (1978-1983).1 PR v
j .o . 4 ‘e

The broad approaches used by WHO include the prov1s1on of direct services to countries,
e.g., by field projects, shor t- and long-term consultants, provision of health personnel or
other types of assistance or cooperation for a defined period of time, emergency ajid, supply
serv1ceé, and the establishment of regional health institutions for.training, research and

"development. The international exchange bf informatipn, 1involving and issuing from the

different sorts of technical expert meetings and’ publications; “the development, adaptation,
application, and transfer of methods and technigues related to health; studies and surveys,
consultations with governments and  health  experts, collaboration in search and the
application of research findings - all these methods have been widely ployed by the
Organization and resorted to by its programme for the development of health manpower.

Another such time-honoured method was the provision of fellowships for training national
health personnel. Flnally, collaboration with other organizations and institutions, govern-
‘mental and nongovernmental at country as‘well as, at reglonal and central levels, completes
this brief overview of methods, all of which bas1ca11y fall into one of two main categories:
coordination of international health measures and techmical collaboration with Member States

as well as’promotlon of such collaboration among Member States.
P N L}
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W1th this background on the general structure and methods of.work of WHO, we may now

examine more carefully the esolution and current structure of the administration of the

Organlzatxon s functions in the, development of health manpower. Over the years the

“"organizational chart" of WHO has undergone continual change’ (especially at headquarters),

but almost .frqm the start there has been a unit concerned with health manpower. * The
1.

.
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evolution of this component of WHU reflects the changing conéepts of heafth manpower policy

.- in the world.’ » N
. —— R o . \\ .
In'1ts very first year, 1948, there was in the Headquarters of WHO a Fellowships Section,
> functioning as part of the Division of Field Operati_ons.2 By 1949, the Division of
Professional and Technical Education had taken shape, aloungside three other divisions under
+the Departmedt of Operational Services. Within the Division were ,four sections - (a)
Educational Institutions and Training Courses, (b) Fellowships, (c) Exchange of Scientific
Information, and (d) Medical Supplies, Literature and Teaching Equipment. In 1950, the name

of the unit was changed to the Divisiop of queatgon and Training Services, containing three
sections, on (a) Fellowships, (b) Exchangé of Scientific Intormation, and (c) Assistance to
) Educatidnal Instltutlonseh In 1959, the divisional title was shortened to Division of
Education .and Training; the Division 1included three sections for (a) Fellowships, _§b) )
Education in Medicine and Allied Subjects, and (c) Public_Health Education and Training. '
The title of the Division remained unchanged until 1972, but the sections within the DiVision
¢ underwent changes. L . . — . N
In 1972, to make explicit a differenf conceptualization of the whole field, which had
been evolving slowly, the name was changed to the Division of Health Manpower Develop-
: ment .0 By that year, certain WHO divisions - including this one - were %no longer sub-
divided into sections, although each staff member was assigned definite respomsibilities.
We need not review these changing allocatlons of function over the years, but may take note
that, as of 1980, the Division of Health Manpower Development (HMD) in Geneva had responsi-
bllrty for three "programme areas', whigh subsumed, in turn, seven 'specialty-areas" defined

as:
) 13

- Health Manpower Systems : ¢

. - Health Manpower Plapning .-~ s
~ llealth Team Development 3 i
~ Nursting > -
- Educational Planning . -
- Educational Communication Systems -~ . e ’

- Educational Evaluation. !
It may be noted that fellowships were n& longer eoﬂsrdered either a programme or a
specialty; the little that remained 'of these at headquarters came under the speciralty area
of Health Manpower Systems.

One must apprediate that in additiBn to the specialities that are or were the respoénsgi-
bility of the HMD Divisidn, nany health manpower development activities are carried out by
other technical programmes in WHO. This "has been done since the early days of the
Organization, but it has become more evidehAt in recent years. In reviewing, for 1inmstance,
WHO programme development in the mental health field between 1949 and 1959, we find. that the
Expert Committee on MentaleHealth considered programmes for the’ training of personnel a basic ’
requirement.’ Similar emphasts—eon“the Llmportancé of training was noted by the Expert
Committee on Insecticides in 19648 and by a WHO Study Group on Clinical Pharmacology in
1970.9  -In 1972, official reports of groups, in three specialized fields - health labora-
tory *services, !0 family planning,!l and health sta;istics1 - emphasized the role- of
proper training in order to achieve progress in these activities. In 1974, the WHQ Expert
Committee on Malaria devoted a substantial part of its report to the training of professional
malaria personnel. . :

4

In the ;eglonal offices, technical progremmes practlcally always include the training and”
development of relevant manpower. To cite Just two examples, this was stressed for~ the
nutrition programme in the Region of the Americas in 1977 and for the toxicology
programme in the Eu?opean Region 1in,“1979. 15 More important, programmes for the develop-
mént of health -manpower are carriedy out by all 51x WHO Regional Otfrces, which have staff
responsible for these programmes ands for their promotion in countries. :

CIEEEN

Thus, 1t Ef evident that health'manpower ﬂevelopment has "long been an 1ntegral part of

— technical programmes in WHO, as well as the fuqctlon of a -distinct proggaime. Training
activities, in fact, permeate the entire Organizatioun. As we shall see, the interdependent
- relationship between health manpower dnd health services has, in fact, come to be increa-
) 81ng1y emphas‘ized by the HMD programme. (W ) .
" L . x
N o . . *
l R . 0y
ERIC ‘ o <0 “ae
. - L] - .

. - - .
. .

- +




- 9 ’-‘

- P o v X . . .
Finally, before we examine in depth the polictes and programmes of WHO in health manpower

~ their development and impacts -~ some comments are in Jrder about the general- dynamics of

policy formulation ih the Organization as a'whole. . ’ °

f

» -

-y .
«

The dynamlcs of WHO policy and pwogramme devélopment

A
> 3

“As noted eartier, the WHO Executive Board works closely with Ehe Secretariat té execute
qh\cms made by the Health Assembly. The precise dynamics of this process, of coufse, are
mudl§ “more coxqplex than the fundamental and straxghtforward provisions of the WHO Constitution
nght imply. . Before examma.ng And analyzmg the deve%pment of policy and of programmes in
health manpower over the last three: decades, it mag. e’ helpful to probe more carefully how
poheres and programmes are developed - in WHO as a whole. - -

In order fo facilitate its function oi carrying out WHO pohctes, the Executive Board -
according to Article 28(g) of the Constitution - periodically shall "submit to the Health
Assembly for cdnsideration and approval a general programme of work covering a specific
period". To enable the Board to do this, the' Director-General submits a draft of such a
General Programme of Work to the Board for 1its review, .modification if necessary, and
approval. This planning document is then submitted to the Health Assembly for study,
further alteration if ' necessary, and then final, approval, therdhy establishing policy for the
Organization for .a stated period., ".The general programmes - of work (GPWs) were initirally
formulated for perm‘as of four years, but these periods have been extended to five and even

six years. - - . - R
‘ . - .
The fLrst GPW began in 1952, and- WHO 1s currently in the midst of 1its sixth such,

. programme (GPW 6).. To identify policy and programme changes that have evolved in health
manpower (or, indeed, any other field), it is helpful to be aware of the periodicity of a11
GPWs since the origin of WHO. These have been as follows:,

.

b ) .
General Programme _of Work

)

Years
. 1948 - 1951 - * None : o
1952 - 1956 3 .1 - B
‘ 1957 ~ 1961 o 2 ' :
” . 1962 - 1966 3o T .
1967 - 1972* , L ' ‘
. 1973 - 1977 s )
1978 - 1983 S -
. S C—— S

Discussions and studies for the'pre;;ar‘ation of each GPW to be submitted to the Executive
Board begin in the Secretariat two or three years in advance; currently the seventh GPW is
being prepared for the six-year.period 1984-1989, ) . ’ '

° &

At the Twenty-ninth World Health Assembly in 1976 when GPW 6 (1978 - 1983) was approved,
a further requirement was introduced into the Jolicy-formul_atlon proceéss. Th taking action
on GPW 6, the Assembly in resolution WHA29.20 stated that ‘the Programme provides an
appropriate policy framework for the formulation of medium~term programmes" Then, at
the Janpary 1977 meefing of the Executive Board, a method for, planning medlum—term programmes
(MTP) was presented and approved. This method+ requxres‘ the detagiled specification of
actipns to be taken 'year by year not .only ‘at the country_ level, but at the regional and.
glogal levels as well, to facilitate the 1mp1ementatron of the broad policy statements
included in the GPW. o

~e o

The first medium~term programme in a majo.r WHO programme to be formulated at the global
. level (that is, in all six WHO Regions, "as well, as at headquarters) dgalt.with health
manpower development. This document outlined a detailed plan of activities for each of
.of the six years in the 1978-1983 period’ for each of the six WHO Reglons- and headq@prters
TGPW6 declared two major HMD obJectx,ves as well as somg approaches and agtivities 1n>very
broad terms.) The plan embodies a ''reorientation’ (of WHO activities) towatds increased
soctal— relevance and _technical cooperation with coun&;.vés' These' activities®involve

. . ‘v

o . S . ‘ ' ‘
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three major programme aregs for which there are ll spec1f1c targets. Moreover, each target
anludes precise cr1ter1a by which performance in-meaching the target may be assessed.h It
need only- be added that %this first MTP.{(for health,h manpower development) was reviewed ‘and
approved by the Executlve Board in January 1978 20 and adopted ‘by the World Health Assembly,
.by resobution WHA31l. 36 in, May l978 21

. e . R -
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N The protocol and pro. &iur\es ofor pochy formulat;,on in WHO just descrrbed may appear
somewhat mechanical, but' w %11%5 beh).hd them i5 a turbulent pumecess of actions-and inter-,
actions 'in health éﬂffairs arfd among countries of the world and with WHO . A detailed
description of this process and ifs ramLchatLons would requ1re elaborate analysis and
discussion but, on the basis of numerous SbsefVvations over the years, we may offer here an
outane of the elements and general sequence °€ the process. - :

.

+(1). Certain health problems‘exist and ’bécome evident or even prominent in a country.
o . . M v - ’ -
N

(2) The existence of the pgoblem ig *perceived, and bet¥mes articulated by -commiinity

. and/or national leaders;¢ exactly how and .vhen the problem is ‘formulated depends on the

social and polrtrcal envirdonment .in the cohn' Ly . : .
"sﬁ : .
(3)1 Proposed solutions to the healthc pl'obrem (L.eé, actlon programmes) are puf forward
usually by more than one group or 1nd1v1-dual and become the subject-of didcussion and debate
until some action is dgclded upon,, '

<

.
N . -

(4) The decision may, indeed, involve kaking no action, but ‘if action is undertaken - or
at least advocated - then a "health’péograme“—o*f some sort is farmulated. (In many low-
income developing countrles, some ltea}th programmes that are a,dvo:.ated‘ and formulated are not
implemented for various eCOHOJTllC and polrtrcal reasons, Indeed), e “same Is often true in

affluent industrialized countriés efor reasons that are more lLk to b‘e polLthal than,

economic.) P } P codh ,

E
¢
(5) \Jhien an idea for a health- programme becomes widely accepted Ln a couqgtry, lt uSuall%

tends to be supported by national health authorltles and eventually becomes p@;t of natiopal
health policy. . . .
policy _ — N ~ .

n
5

(6) At international meetings - partlcularly of the WHO governing “bodies, ~ there is an
opportunlty for national health leaders to excharge ideas about their own country s health
problems, its experiences with programmes, and natronal policies. .

(7) Factual information on health problems ‘and programmes in numerous countrieg is
meanwhile communicated to natLonal health representatwes by technical personnel pf the.WHO'
Secretariat - pé‘rsonnel in a posu:mn to make observations sand assimilate information from

many sources. Similar Lnformatlon £f%ws in the other direction. > . o <

» "

e

(8) Eventually, from this exchange,-there emerges a decision on WHO policy through a.
* resolution adopted by the World Health ‘Assembly ., ' Most,such decisions’ qonstr;»te ad\focacy of

an objective - along with prqposals that certain actions should be tak&h in countries, as
well as by the Secretariat, to solve specified hedlth problems. The types of action

proposed may vary in their nature - héal.!‘:h’ promotion, disease preverion, treatment, reha=

bilitation, etc.. They may also vary efnormously with respect to, the political echelon
concerned (national, provincial, local), the possible involvement of international organ).z{
tions, and other considerations. - ¢, -

- . -

(9) On the basis of Health Assembly policy dELlSlonS on obJectLves and/or programmes,
the Secretariat may take numerous dellbe"rate initiatives to plan, promote or
appropriate programmes. The final Timplementation of a policy in a country\ of course,
depends on that country. Countries may ‘also be sthulated to request collabora ion from WHO
(or, indeed, other organizations or nations as well) to undertake certaip” programmes.
Without any external agency participation, morebver countries may simply/carry out pro-

. ,
. *

(10) The experiences of countries. widh health programmes, whether WHO-stimulated or wmot,
generate furfher ideas, expressed by nationa}l héalth leadegs at WHO meetings.

Y

elp implement °

-




- ) -1 - = . , - S
» . .\ . ~
L (11) leemse-the experience with one programme in solving or reducing a problem may
bring to the surface another problem that calls for action. To cite a classical example}
the reduction in infant deaths - brought about through many activities in health and in other
settors - has conttibuted to action for population control through family plannmg In the -
HMD fleld pursuit of the goal of academic quality has, as we shall see, gggravated the -
_ problem of the irrelevance of many educational programmes. -’ .

- R , ’ .
(12) Thus the wheel of health policy formulation and programme development .comes full
circle, and a new cycle of problem identification, policy decisions, and programme implemen=

tation starts over again. e v
y«f;——\_ > * - . .

This entire process is seldom as clear-cut and orderly as one might infer. from the
" sequence just described. Many intervening variables, in the political and social settings .
. of different countries and in the operatlons,of WHO itself, affect the. sequence, the timing,
thes relative_ proportions, and the entire smoothness of ,the above process. World events -
entirely outside the health sector influence the procéss 1n countries, fas we shall see below.

In a nutshell, the process of pollcy formulation and programme dekelopment and implemen-
tation may-be described as a ﬂam,tc interaction between WHO and 1ts Member <States. The
st1mulatlon and influences flow in both directions at the same time. In a sense, WHO acts
as a forum for ‘the exchange of ideas among countries, and also as a channel or conduit to

® countries for new ideas. An idea for & health programme that is-:old in one country may be .
new in anothef. Moreover, the precise shape that a programme wi1ll take —in each country -
where it may-be implemented is likely to vary with the -social, economic, and political
circumstances of that country. d , . . R
. - %

As a result of.this dynamic interaction; the formulation of policies and the 1mplementa-
tion of programmes undergo continuous change within countries and also within WHO. Thus, a
programme that launched at one time does not necessarily disappear when another, newer
programme comes alang. Like animals in Darwinian evolution, the old species continue to
., exist as new ones evdlve. To cite an example in health manpower, a programme for training
more physicians does now terminate when a policy for increased training of auxiliary health ..
workers 1s implemented lateg. In a very fyndamental sense, one of the major roles »of WHO,
in its dynamic interdction W countries, is to promote the generation and extension of
ideas .that the majority of its ber States (usually the vast majority) considers to be ,
. promotive of WHO's central objective L the attainment by all peoples of the highest possible
level of health" - and is prepared Lo act"'aﬁ,\w‘i\t:\:;ithout the.c.dllabgration of WHO. .
*
To understand the many programmes designed to ac Mls ultimate objective - whether
they concern health manpower,- control of SpeCLfLC diseases, "E“a“t‘tlr-servme organization, or
other pagts of the large health gector - it is.important to distinguish objectives from

methods of work. A brief summary of the numerous.methods of work employed by, WHO has been ¢
of fered above. Among them, for example, are fellowships and tralnmg courses (one of .the
types of technical meetings). As a verbal short-cut, there has often been a tendency,

however, to speak of a fellowships programme or a programme of traxnmg courses, in the same
way as one might speak of a_programme Lo reduce tuberculosis or 4 programme to increfse -the
supply of nurses. The attainment of health objectives ultimately requires many practical

programnes, whlch m turn, may employ various methods of work. In this study, we are
concerned pr1nc1pally thh the development of WHO health manpower policies and programmes, to .
which numerous methods of,work may contribute. .
¢ °
) ™ ) . -y - *
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- - . Chapter III )
- .r\
. HEALTH MANPOWER PROBLEMS : THE EVOLUTION OF
o .* THEIR PERCEPTION IN WHO
~ .

Health manpower problems hadve, of course, existed for centuries, they persrst today; and
they will doubtless continue to challenge nations and stimulate new poligy formulations’ in
the futhre.‘ The nature of: these problems variesy with time and place and with social,
economic, and polrt ical circumstances. The type of aFtron taken in responsé to a problem in
the health sector (or any other sector), however, depends greatly on how the problem is
perceived by the.person or ZFrodp taking the gction. The same problem - e.g., high infant
mortality ~ tay be perceived and interpreted at a given time and place in one way, and at
another time .and place in a totally different way, 1f infant deaths are perceived as a
consequence of poverty and deficient health service, the actions taken in response will
obviously differ from those taken if such deaths are perceived as an effective strategy for
.population control ‘or as a conseguence of Divine Providence.

.
. - { ‘
The evolution of problem identification

4

.
(SN -

.

A proper understanding of health manpower policies and programmes in- WHO and. Member
States requires a review not only of problems. in this field throughout the world and their
changing nature, but more especially .of the®evoltution of Lthe identification and interpréta-
tion of those problems over the years. These problem identifications or perceptions, as
noted in Chapter II, have emerged from a dynamic 1interaction between WHO and its Member

SQtes. . To understand the operaJJ.on of this 1nteractron, it 1s necessary to qonsider {he

many circumstances and happenings withjin WHO and also w1th1n countries, as they Have evolved
over the years’from 1948 to the present. - .- . :
In order to trace the numerous complex events in the world that influence’health affairs,
and also the developments in WHO with which these forces- interact, it is helpful to consider
the 30-year span of time being reviewed according to certain periods. A convenient basis
for such periodization is—provided by the Generdl PrOgrammes of Work. (GPWs) of WHO, explained
and listed in Chapter II. Except for the Organization's first few years, one can defime
developmental periods, consisting essqltrally of two GPWs each, which result as f%s

-4

. Period ) GPWs o - Years - . ) . !
' I . o None T 1948-1951 L.
1l » 1and 2 ., 1952-1961 )
: IIt . 3 and 4 1962~1972 p -
e v . 5 and 6 1973+1980* > . = - .

. - . . .
. 4 -

T *In fact, until 1983, but this studyswas closed in 1980.

o .

Any division of history. into time-periods is somewhat arbitrary, but since GPWs are

ob_]ectlvely definable and attempt, at least, to demarcate new, poliey and prog amme Eotmula—
tions, there is a logical tationale for thyir use. In this® chaf:ter we w bri

summaries of major world events in each of :kese four time-periods in se f as they‘M

to have had an influence on WHO as a whole or on.the perception and interprftation of health

manpower problems in particular. We will also summarize the various ways in which specific

health manpower problems have been interpreted or percelved within MHO, especially in the
deliberations of its governing bo!res. This background should mgke for a better under-

standing of the development of numérous health manpower policies agHl programmes that will b
summanzed in subsequv&lt chapters. These strategies may then be conceptualized ac to

their 'obj ectives, towards the solution of the perceived problems. lﬁ‘f‘/]’fhe scheme of{

’

classification of these objectives will be discussed later.

-
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One must realize, of course, that certain world events. may intluence the way “differen
problems are perceived. Moreover, the identiftcation of ~one problem may stimulate
approaches to its solytion along many lines.v * Thus, perception of the problem of a severe
shortage of doctors in rural areas « in contrast to their urban concentration - epitomized as
a problem of ‘geograph{cal maldistribution of personnel, may give rise to several different
T strategies. It can stimulate the trajning of healfh auxiliaries; legally impose mandatory
periods of rural service for all new medical graduates; provide smoral -and financial
incentives for work in rural areas; -and organize health teams, to name only a few strategies.

. i <\~ . * \_" ) . .

On the'other hand, the perceptions of several differ'ent problemis.may all converge on the
formulation of one policy objective and an associated programme. Thus the perception of
several different health problems — such as .the high®costs of medical education, the sparsity
of physicians willing to work inm rural areas, and the frequent distrust of untamliar health
_professionals by village people - may stimulate the organization of one programme: " the
training of lacal health ‘auxiliaries... ‘

i
o

e .
What then, were the major world-ev‘en?/ of the four time-periods defined above, and how
did they influence the perceptions of h&alth problems in Member States and in WHO 7?7 The
circumstances and problem’ perceptions in each of “the four periods may be con@i(iered in
sequence. ° . ' : ’

L3

¢

'
L

- ‘

Period I :'Circumstances and perception of problems (1948-1951) R
i o .
. 4 ‘ a & . N \“e
' \)llomng tRe’ devastation of Second World War, most countries of Europe were left with
6. masstve destructiqn of their physical znd human resources, and this was true also in many

countries’ of Asiar\~ During the war, _of course, many established’ schools of medicipe,
nursing, etc. coulg”not'-function normally, and the output of new personnel was retarded.
Yet the severe “trauma, malnutrition, and disease caused by hostjlities made the need for

developing couxtries 1ncrease¢_fror'nr~’o3z of 40 Member States (247 out of:56) to 53% (41 out of

' 78 % T:; xrend for all four ana'lytm periods is shown 1n Talzlé 1. _This growing strength
* of {deve¥ping countries in the World Health Assembly, where Wi policies are, laid down, was

to have a substantial_influemrce, as we will ,see, on the evolution_saf policies-and programmes
. related to health manpower development. > . N .

.

v . . . ¢ . .
Trends if®he distribution ot develdped and developing«

coungrigh, by seldcted y 1948-1980. - ) . .
. . T .
' .. Percentage of @euntries
otal of Members yeveloped Developing- ° . ) .
_] . s . K
. 1948 )* f~s6 - 57 43
- 1951 L L 78 . 47 53 Co-
I B ) . -
\\ . P a3 SN 79 . e 4T 53
“1961 ) 108 R 7 66
S "o _ .
1962 ) 115 - 3% . 66 L
) 1972 L 136 29 RY) U <
) 1973 ) . 139 . 29 Somn '
1930 yIv s 156 26 74 T
& ' ; ,

The defeat of “Fascism by ﬂé“Ani'ed Nations, which organized, the United Nations, also—led
to an important philosophical concept that was prominent in Period L.  During the war, many
of these countries had engaged in post—war" planning in order to provide a clear purpose for

all the wartime suffering, beyond the fégative one Jf defeating an enemy. In the United
. 5 - ' . '
, . ’ ‘. N w
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health services, and for personnel to provide, them, greater than ever. In spgte of wartime
» deaths, the population of: the world contidued to increase, although-this was most markdd in
= the less developed countries of/j’?tin Ameri1¢a, Asia, :;‘nd Atrica.l” * vt '
. ‘ .
e Ay 2 Nel réconstructi *also @ peri
The post-war perioy was not only a time for mation 1 réconstruction, but ‘also & pertod of
}"\ birth of new sovere} ga.,tions. In the -btief perioa from 1948 to 1951 (period 1), the
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Kingdom, for example, the Beveridge Report, issued in 1943 at the height of the war, led -
eventually to the institution of the National Health Service *in order to provide publicly
financed comprehensive health care for exery resident.? In Chile, legisldtion was passed
in 1950 that led to the rmplementatlon xn 1952 of* its Servicio Nacional de Salud, which
integrated for the first time in Latin America the three major health-care subéystems (the
Soctial Secur1t§ and the peneficencia societies), in order to achieve
much greater populatxon coverage. In India, work was starting on implementing the
monumental plans advocated by the Bhore Commissian in 1946, to attempt coverage of the
;uuntry s huge population with a regionalized network of properly staffed health centres and

hospitals. In the USSR and in countries of Eastern Europe, work was actively proceeding
on the reconstruction of the massively destroyed infrastructure of nationwide health care
systems.s . .

. -

o

Other 1mportant health-related events ;? the years 1948-1951 mlght be recited, but their
philosophical significance in the early years of WHO can be simply stated: the concept of
equity as a goal of health service was becoming widely accepted. (Far-sighted public health
leaders had advanced such a goal for centuries, but now political consensus on it was very
broad.) Even if the achievement was usually far less than the espoused goal, there was
widespread agreement on the principle that health resources and services should be accessible
to all people in accordance with their true needs rather

position.
mental rights of every human bein
ratified by Member States in 1948.
this social environment,

In

among nations in 1950;

than thetr personal wealth or

"one of the (funda-

The ‘concept of "the highest attainable standard of health" *a
g" had been explicitly written into the WHO Constitution,

health leaders obvioysly could
enormous disparities in health manpower resources known®to exist among countries.
accurate data available were on the supply of physicians,
these are indicated in Table 2,
the Inter1m‘Comm1551on, formed in 1946 to lay the foundati'ongs for WHO,

4

passively . the
The ,most
which showed extreme variations_,
Thus, at the very first session of
the delegate of Brazil

not accept

Sierra Leone

. Pakistan’
. ' ?Hailand
B i 3
‘ “ fw van

El Salvador
Peru t .
"Brazil

France
Czechoslovakia
Australia
Canada

Denmark
Switzerland
USSR

United States o

L4

spoke of the énormous problem of inadequate supplies of physicians, nurses, public health
teachers, and sanitary engineers faced by countries throughout, the world. . .
Table 2. Physician supply: Physicians per 10 000 population in selected countries, 1950
B A -
. . 4
’ Country Physicians per 10 000 .
. population .
- >
Ethiopia . .
Nigeria , . . :
, Ghana . ]
Mozambique . )
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. Source: WHO Division 'of Health Stgtistics,'unpuslished data, 1978
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_ But numerical shortages of health manpower, while very conspicuous, werg” not the only
problems perceived.within countries and in WHO during Period L. In discusstdbns at the early
World Health Assemblies, references were, indeed, wadeét to suc robtems as the narrow
technical views of so many physicians and \the need for " rype of physician" - one who
‘would be more sensitive to social conditions.8 ~The" worldwide problem ofs "geographical
maldistribution of doctors and other health personnel was identified by several health
spokesmen from poth industrialized -and develoging count;igix,,‘Pgoblems related to qualigz
. rative "standards" in professional education-Were also identified at World Health Assembly
“ and Executive Board seséiops, the implic%;ibn being that in some countries standards were not
high em)ugh.9 Even the need for each doctor to be "an active member of the community and
know its economic and social structure, which has, so much influence on health and disease"

was recognized —~ with the obvious implication that igjp was rarely the case. . .
>
!

The actions taken on all these problems will be diséussed in Pater chapters, but with

. respect to the general social circumstances of Period I, the last two years of the period
(1950-1951) were a time of great polifical turbulence in the world. In Korea, hostilities

broke out that led diréctly to tﬁghaccentu§tioq of a worldwide cold war. .
Repercussions of this strained political environment were soon felt in WHO. In

.

- 1949~1950, the USSR and eight other socialist countries withdrew from active participation in
the World Health Organization.11 Not °until 1957, in Period II, did most of these Eastern
B ropean countries resume active WHO membership.

- -~

‘

Period II : Circumstances and perception of problems (1§52—i961)

The period of worldwide political tenmsion, with which Period II started, did not begin to
change until about 1955, when the leaders of the United States of America and the Soviet
Union met in Spitzerland, reaching agreement at a summit conference on certain issues that
soon became lagelled "the spirit of “Geneva". The path to this modest rapprochement was

,paved with the termination of hostilities in Korea in 1953. Nevertheless, national view-
points on_many issues remained divided.

-

! The first part of Period II, therefore, had ideological impacts on the' perception of
problems in WHO that led to cautious afd conservative policy decisions. One Efall reflec~
tion of this atmGsphere was the rellitively great stir caused by WHO' issuing the report of a
small consultant group on "Medical Aspects of Social Security™.*<- This document endorsed
social insurance as a means to finance medical lcare, in support of a proposed convention of
the International Labour Organigation on this subject. As a result, the World Medical
Association ssued a ‘direct attack aghinst WHO for becoming involved in Tontroversial
political matters_concerning "socialized medicine".13 * The effect was predictable - namdly
the subsequent avoidance by the WHO Secretariat of involvement in aspects of health related
to the general orgapization in countries of overall health services (especially medﬁca} care):

. /

The types of health problem identified and leading to policy responses in this atmos-
phere, therefore, were those which could be regarded as distinctly technical, rather than
soctal or political. This meant assigning very high priority. to campaigns on specific
diseases in developing countries, such as malaria or tuberculosis, at the expense of support
for the general organization of health services (identified in WHO budgets as '"public health
administration"). WHO expenditures on selected activities in 1952 and 1962, shown in Table
3, reflect the priorities formulated. Thus the spending for malaria work rose ‘from 8.6% to

. 16.7% of total WHO.expenditures, while that for general public health admipistration declined
From.15.8% to 10.5% of a muth larger total. Problems of communicable disease control were,
indeed, important in the developing regions of the world, but there was a price to be pat

fo;.policies that overlooked the basic importance of a firm infrastructure of health service -

organization in all countries - a lesson that was to be tearned only some years later.
. ‘

At the same time, as already shown in Table 1, the years of Period II ﬂ1952-1?61) were a
time of national liberation, pafticularly in, Africa. In North: Africa, several® former

_colonies (e.g., Libyan Arab Jamahiriya, Morocco, Sudaf, Tunisia) became sovereign WHO Member
States during this period. In 1960-1961, no fewer than 18 newly ipdependent countries of
sub~Saharan Africa became WHO Members. Developing countries grew from 53% of dctive WHO
Member States in 1952 to 66% in 1961. While these developing countries had, of course, a
wide spectrum of viewpoints, their overall 1impact tended to counterbalance, in a sense, the
pressires for cautious conservatism noted above. ) .

ERIC - . 20 '
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Table 3. World Health,/ﬁréanization expenditures in selected health fields: amounts and

percentages of total expenditures attributable to malaria work and public health

., . administration, 1952 and 1962. - a
° Malaria ,  Public Health " Total WHO
Year ‘ work Administration Expenditure
1952 expenditure $ 685 135  § 1 254 978 $ 7 938,850
Percent of total 8.6 15.8 100.0
- . "

1962 expenditure 4 991 691 3 136 318 29 975 997
Percent of total "16.7 .. 10.5 100.0

' et

Source: WHO _Official Records No. 47 (1953) and No. 126 (1963)

-

“Thus, in the two comprehensive reports on the world health situation issued during Period

II1 (covering the years 1954-1956 and 1957-1960), there was frank recognition of the under-
lying role of sheer poverty in the genesis of disease. As stated in the first of- these

reports: . .

1

"The advance against sheer poverty has been uneven, although the world has made great
strides in both industrial and agricultural production. In the less developed areas,
however, progress has been hampered by the rapid increase in population, the distractions
of war, and the uneven bflance between industry and rural occupations". 4

Yet the perception of problems of the health sector in these reports *did not include
reference to the weak infrastructure of community health services (which undoubtedly pre-
vailed at the time in developing countries), but was expressed rather in terms of specific
diseases against which mass campaigns might be launched. In éummary, the second of the
above~cited reports states; . )

"several of the problems were common to many countries in varying degrees. Individual
diseases (malaria, tuberculosis, ., bilharziasis, heart disease), the nutritional
deficiencies, environmental conditions, shortages in_ equipment and personnel, adminis-
trative complexities ~ all these appcared repeatedly."

Still -oshar specific diseases were singled out for identificaPion as serious problems:
leprosy, trachoma, filariasis, trypanosomiasis, typhoid fevers and dysenteries, helmin-
thiasis, venereal diseases, cancer, and mental disorders. The closest this type of
problem-identification came to concern for the geﬁerql structure of health service organiza-
tion in dountries was the somewhat vague reference to "administratiye complexities",

In health manpéwer, the problems identifiied were numerous, and the importance attached to

the subject steadily increased over the span of Period II. As reflected by interventions

~  during the World Health Assembly on issues related to education and training, these increased
——from 22 in the Fifth (1952) to 71 in the Fourteenth World Health Assembly (1961), a rise of
223% (while Member States in this period increased by only 35%).1§ . The content of the
interventions, however, was almost entirely related to the basic production of health
“personnel (including the characteristics of the ttaining recgived)J and hardly to the

. planning of health marpower ‘or the way thatfpersonhgl functioned (i.e., their management) in
health service systems. Among a’ total of 369 *interventions on health manpower problems
(cited each at ledst 5 times) that could be ideptified in all the World, Health Assemblies

;;‘Helq during Period II, the nature of those - problems showed a percentage distribution of .

interventions as follows:l .. . . .
_ ) s e s
L o }
9
o ' . - .
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Problems identified _ Percentage of

2 interventions
(N = 369)

Problems related to-fel"lowships ' ~ 30.0
Need for nursing, midwifery education :’ T 16.5
Need for training auxiliaries ’ ' 13.0

v

. General shortage of health :persbnnel Q. ' . 8.4

Need for teaching preventive and social medicine 6.2

Née{a for standards in education - 4.9

Need for school of public health'expansion 4.6

Need for a team approach - C 1.9

-— . )

Other problems - 14.5"

b

All problems~ 100.0
20 . ) , .

It may be noted that only*the need for a team approach is réferrable to the management or
functioning of health personnel in the delivery of heGlth services, and interventions on this

S

problem accounted for only 1.9% ?f the total. : . >

°

Aside from fellowshiips, which may, of course, be relevant to many different health
issues, problems 2, 3, and 4 in the above listing all relate basically to a shortage of
needed health personnel, and. amound to 37.97 of the interventions on specific problems
identified. All three of these specified problems would suggest a policy solution aiming at
expanding the quantitatfve output of health personnel.

. ~. ! - :
, Perception of fthis basic issue of personnel shortlage in Periood I1 is reflected in the
ghoice of a topic. for the®first Technical Discussions held at a World Health Assembly in
1951, the last year of Period I.. This topic was simply "The education and training of
' medical and public healgh _;ﬁ)gar:sonm-zl","‘7 and it was followed in 1953 by one of the first
g’rganizational"studies of the Executive Board, namely on "The Education ‘and Ttaining
Programme' ., 18 . ¢

~

9] . . .
All the other problems identified, such as numbers 5, 6 and 7 1in the above listing

related to other basic objectives in the health manpower field (relevance, quality “sta;nda‘rds,
apd planning). These will be explored in later chapters. - ’

¢

-

. Problem number 6 abbve — the ''need for‘!standards in education" - provoked some heated
discussions at more than one World Health Assembly in this period. India and 'Pakista‘n
advocated certain.uniform minimal standards for medical school curricula, while other nations
did not regard the diversity of methods of medical training as a problem. It, is relevant
that the second report of an expert committee in the health manpower field had concluded 1in.
1952 that "the formulation of international standards of medical education was ... not
feasible at the present time"; instead "“careful adaptation" to lotal circumstances was
advocated.19 Yet the same expert Jommittee had also stated "... that certain minimum,
essentials in undergraduate medical education should be universally aqc:c-zptc-zd".19 When
resolution WHA9.33 was later adoptgd by the World Health Assembly, it simply called ‘for
further study of 'this controversial issue of '"minimum educational standards on an inter-—
national basis for docters".? One of the hidden motivations at the back of this debate
came to the surface inol958, when an Executive Board discussion referred to internmational
standards of medical education in order to "help to remove obstacles in the way of people’
going from one country to another to study or to practise medicine".2l °

Problems related to the training- of health auxiliaries also surfaced in Period II. -
Although expert committees, had twice advocated the value of such personnel, both ia indus- .
trialized and developing countries, opposition to them took various formss— it was said, for
example; that auxiliaries might degenérate into quacks. As late as 1961, at an Executive
Board session, it*was proposed that the training of auxiliaries be made the subject of

. ¥
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Technical Discussions at the next World Health Assembly; after debate, however, the topic
decided upon, was "Educat ior and training of the physician for the preventive and social
aspects of *clinical pracblce . *

Health manpowef‘ pfablems of other programmes of WHO - malaria control, xronmental
health, nutrition, and so on - were also frequently identified during Per:i.oﬂl Almost
1nvar1ably the greatest obstacle to progress in these programmes was said to be a SQILOUS
shortag% of adéquately trained Ifealth personnel. Thus, the problems 1dentified* i1n these
other WHO programmes 1nev1tab1y créayed pressures in the education and traiping field.
Likewise the equatlon and tralnlng programme exerted influence on the oth§£ health pro-
gragmes. This was very prominent in respectvof the nursing programme - oriented pr1nc1pally
to training nurses at several levels, but the effects were also evident in the broad sphere
of "strengthening national health service". The latter WHO programme influenced health
manpower policy with regard to both reinforcing the preventive and social aspects of basic
medical educatlon and promoting improvements of schools of public health.

These varied political, social and health conditions in the world, and the perceptlbn of
problems by Member States in WHO, led to policy formulations and programme activities
directed towards specific objectives, to be reviewed in later chapters. :

e P

Perioa IIl : Circumstances and perception of probfems (1962-1972)

t

- s

The yorldW1dé social and political SLtuatlon in the decade 1962-1972 remained -turbulent,
exerting an ipevitable influence on the identificajion of problems and issues in WHO.
Towards the end of Period II, for example, a social revolution in Cuba brought into power in
1959 a new government. ' That event, in turn, stimulated the Organization of American States
to form an ,Alliance, for Progress throughout Latin America. This 1ncluded much bilatera?
(malnly USA) financial support for health resources and services, particularly for tackling
praoblems }n rural areas.

~ " The ney "cold war" conflicts were aggravated by further hostilities occurring 1n Viet
Nam, which did not end until 1975. During these years, the international tension remained
high, and it inevitably had repercussions in the United Nations amd all the specialized
agencies, including WHO. :

Partly related to the Viet Nam conflict, but also doubtless for many other reasouns that
"were not entirely clear, the late 1960s were marked by rebellious demonstrations of young
people against the preval}lng political and social systems 1in many countries throughout ‘the
world. National liberdZion movements continued 1in Africa and elsewhere, leading to the
epancipation of more former colontfs and adding new developlng countries to'the membership of
© WHO. Between 1962 and 1972, the'Se countries continued to 1nurgase from 66% to 71% of total
WHO membership (Table 1). In the years 1964-1967, the developing countries even formed a
kind of internal "caucus" or vdting block within the United Nations and the specialized
agencies - known as the "Group of 77" even after its participants numbered more.than 100.

.

% .« —

At the same time, the 1960s were a perlod 6f advances 1n the social organization andv~ﬂ L
planning of health resources and services in many,1industrialized natlons Social insurance
for medical care in Sweden, for example, was extended to 100%"of the population 1in the
1960s. The USA enacted in 1965 the first national programme of social i1nsurance for medical
care ("Medicare" for the aged) in that affluent and free-market setting; . a year later 1in
1966, the USA also passed its first legislation explicitly referrlng to comprehensive health!
plannlng With this ‘action, attltudes towards hemlth planning in many countries changed
from “~suspicion to overt support. 1t may not. be cidental, that the first official WHO
Technical Report dealing with national health. planning’was issued in 1967. *

‘ ’ N 4

Towards the end of Period III, in 1972, the People's Republic of China occupied, after 23%
years, the seat,of China in the World Health Assembiy (following eguivalent action in the \\\“
United Nations). As. soon became evident, 1important developments had been occutrring in the
health sector of this vast country - and particularly in health manpower policies and
programmes.24 The change on ,the representation of China had 1nevitable impacts on the .«
tdentification of problems and the problem formulation of policies in WHO, and so did the .~
further steps tdken towards ensuring universality of the Organization ission of countries
for whom earlier the road to membershlp was barred for purely polltlcal reasons, e.g. the
German Democratlc Republlc) . :

i

a
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» The decolonization of Africa and other regions continued dramatically during Peribd
I1I. Although national independence frequently brought campaigns for extension of community
development, greater 1}teracy, and improved health care in these countries, the early years
of self-government were often turbulent politically. The civil war in Nigeria -{1967-1970)
was only one of the more dramatic among many such tumultuous events. Recognizing a widening
socio—economic gap’ between the developed and developing nations, the United Nations desig-
nated the 1960s as the United Nations Development Decade, and in 1971, towards the end of
Period III, a “Second Development Decade" was declared. Moreover, the impact of health upon
economic development came to be incredsingly appreciated. (the opposite influence - poverty
causing disease - had been long understood), so that the United Nations Development Programme
(UNDP) "increased its financia) support of health sactivities, training among them. *
“ . . ¢ -
At the same time, the expenditures for health services img the highly industrialized
capitalist nations were rising rapidly, at a pace much greater than the growth of the gross
national pwoduct (GNP). - In the United States, for example, health expenditures from all
sources rose from 5.3% of the GNP in 1960 to 7.9% in 1972.2 These financial pressures
induced even the affluent countries to plan the preparation of less costly types of health
manpower (e.g. '‘nurse practitivners" or '“physician assistants") than’ the customary pro-
fessions. .Greater efficiency in health care delivery, involving the utilization of health
‘?anpower~was also being widely explored. - : :

- .

The health status of most .national populations- in Period III showed sqm; improvement
according to sach measurements 4s infant mortality rates, or death “rates from, tuberculosis,,
but the burden of communicable diseases and malnutrition in the developing coundries remained
enormous. In the Third Report on the World Health Situation, 1961-1964, it is noteworthy
that, along with specific diseases, the major national health problems listed included
“administrative and organizational deficiencies (including personnel priciencies)".26 .
Greater attention was also given.in this period to the problems created by rapid population
growth - often almbst nullifying™the increase in a nation's GNP, In the Fourth Report on
the World Health Situation,” 1965-1968, moreover, an entire chapter27 was: devoted to the
problems of health manpower. Both of these world health assessments in the 1960s stressed
the extremelj important interdependence of socioeconomic, conditions and health.] The fifth
report, for 1969-1972, even devotes a chapter to "Economic Development and the Oranization
of Health Services".28 :

%

N\ A dramatic experience in the fight against malaria ma;kéd "the later years of Period
I1I. In the 1950s, WHO had mounted a global campaign for the eradication of this highly
prevalent and serious disease. After steady progress for many years, largely through a

strategy of regidual spraying of houses with DDT, the mosquito vector began to develop
resistance to -this insecticide. Rather suddenly, in the late 1960s, a major resurgence of
this debilitating diseade occurred in many countries. Significant lessons on general*public
health policy were soon to be learned from this experience (see Period IV).

. Perception by countries of problems involving health manpower sharpened duiiné Period

-

. '1I1, beyond the level in Period IL." An analysis, of interventions relating to health man-

power at-all eleven World Health Assemblies in the period showed an increase from an average
of 43.7 per yedr in Period II to 88. per yéar in Period III (the growth by Member States
being far less than this 100% rise).? The greater share of this increase in the identi-
fication of health manpower problems was attributable to developing countries. The topics
chosen foy Technical Discussions at the World Health Assemblies in 1963 and 1970, moreover,
were in the health manpower field. ’ ) '
- - .

Especially significant was the very great variety of healyh manpower problems identified
in World Health Assembly discussions during Period III. Counting only interventions on
problems which were cited at least 10 times, there were 828 which could be clagsified as
being concerned with definable issues in health manpower development.  The great diversity
of these problems, as shown by the percentage of interventions on them, is shown in
Table 4.29 The far wider scope of these problems|igentified in Period III, compared with
Period II (listed earlier), isﬁimpressive. Not on%ﬁb‘ye there numerous problems articulated
concerning the production of health- personnel (potﬁ

4&uantity and quality), but there are
various problems concerning effective personnel management (including the geographic distri--
bution of health.workers both within and across countryies) and also specifically concerning
health manpower planning. Especially interesting, bn the«light of the subsequent evolution
of health manpower policy, are the 3.1% of interventions 'on the need for coordination between

s
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schools training health personnel "and health administrations. The modified rank order ot
problems identified, " compared with Period II, is also significant: fellowships, for example,
declined from first to fourth place, wherels ®the shortage of health personnel rose from
fourth to first place, and the 1dentification of wholly new problems’, such as the .'"brain
drain" (third place) and the need for health planning (22nd place). Several other problems
that had been noted infrequently té be included in the list for Period II (items 7, 13, 14,
15, and 20) rose to the surface in Per#dd IIIL. As we shall see, the explicit definition of
these problems reflects increasing concern for policies on the relevance of health personnel
.education ,to the real health needs of countries.
Table 4. Health manpower problems: Percentage distribution of interventions on the main
\ problems identified by Member States at World Health Assemblies, 1962-1972,

Problems identified . Percentage of interventions
. . R a o  (N=828)

1. Shortage of health personnel : . 12,9 ‘
2. Need for training auxiliary personnel ' 11.3 )
3. "Brain.drain"-between‘countries \ T ; - 8.2
4. Problems related to fellowships 7.5
5. Need for cross-national equivalence of diplomas ) 7.4
6. Need for nursing, midWifery educati?n 6.0 , .
7. Need for adaptation of curricula . : 5.7
8. Need -for teaching preventive and social medicine . 5.2
9.° Training of national health ﬁ%rsonnel <. 3.9 . N
10. Need for more -medical ‘schools e 3.7
11. Definition‘of "physician" — . o i 3.1 - :
12. Need for coordination between schools training . R '

health personnel and health administrations 3.1
13. Need for training of teachers o ‘ ) 3.0 !
14, Need for proper management of health personnel - 2.8 ’ .
15. Shorgcomings of medical education 2.8 .
16. Qged for strengthening of schools of public health 2.4 . R
17. &eed for standards in medical educatjon ) 2.4
18. Need fo; raising the quality of medicil educatign N 1.9 ’ '
19.'Lack of rural health personnel ~ 1.8
20. Relation betweéep socioeconomic conditions and health 1.3 4
21. Personnel maldistribution within countries ) L L2 T T s
‘22, Need fef nealfh manpower planning e ' 1.2 . ‘J
'23. Need for regional tiaining centres ‘ _1.2

A1l problems identified “g.:, _100.0 . ,

\ . -

A theme“that permeated WHO deliberations throughout Period II as, of course, assistance,
1 to the newly 1ndependent countries. This crycial need, which felt in health manpower as
in other fields, was got always articulated explicitly as a problemﬁ but rather was often
included on the agenda of several World Health Assemblies and Executive Board sessions.
Resolution WHA20.50 in 1967 speaks of '"the ever greater disparity thWat is developing in
health programmes as between the developed and newly indepeddent countries",30 In the
e-vein, the agenda topic "Training of National Health Personnel”, frequently came up at
meetings of WHO governing bodies in these years, and referred essentially to the gquestion of
how WHO could "heglp countries in training their own nationals, bearln in mind the close link
between training and the planning and development of health services" .

3
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The several references to health manpower problems in the WHO reports on the world health
situation in Period ILIL .have been noted earlier, and, these problems were also 1identified

kg other contexts. In 1971, there was submitted to the Executive Board an

"Assessments of UNICEF/WHO-assisted Education and Tra1n1ng Prdgrammes'. 2 The first,

problem identified 1ne this report was the weak liaison in countffies between health and
educational authorities. Other problems specified were the poor adaptation to local needs
of health curricula (which were based instead on western models of 50 years ago), the lack of
practlcal community-oriented teaching (it being too hospital oriented), the "brain drain"
1nadequate textbooks and teaching equipmeut, oppositipn {from both physicians and polltlcans)
to the uge Qﬁ health auxiliaries, and the lack of a team approach.

One must appreciate that many of these health manpower problems, identified as such, were
matters of controversy. Without enumerating all the details, the general lines of conten-
tion wére between those spokesmen who advocated health personnel gquality abové all and others
who criticized bitterly the 1rre1evance to local needs of so much professional (especrally
medlcaléff“aucatlon. The 'quality camp" wusually advocated internationally acceptable
standards— for medical school curricula, cross-national equivalence of —aCademic degrees,
etc. This’view was .advocated for such reasons as: (a) facilitating the free movement of
doctors between ‘countries, (b) promoting exchange between countries for postgraduate

training and experience, and (c) enab11ng developing countries to assess foreign doctors,

coming to them, so that they would "not become, a dumping ground for 1neff1c1ent doctors

In ‘opposition. to the "quality camp" was the basic argument that training should be
suitable and relevant to.each country's needs. This position was well summarized ,by a
statement at the 1972 World Health Assembly that:

"There was no need for rec1proca1 reCOgnltlon of degrees to facilitate the migration of
" physicians ... There was' little need for standardization, since every country trained

phys1c1ans to meet 1ts own requ1rements in terms of quallty and even of numbers.

But during the entire Period III, this basic d1sagreement in problem definition was not
-clearly resolved. In a sense, the wiews of the two opposing schools of thought were
embodied in ré€solution WHA24.59, submltted by the USSR, which recommended both "fundamental

international standards in medical education" and also, recognition of "local circumstances
that reflect the specific character of the state of health ot the population ang éf the

public healtbkservices in different countries and regions."3> .

e
.

Another indirectly related problem, prominently identified in Period 1It, was the so-
called "brain drain" of doctors trom the less developed to the more developed countries.
This was also a matter for contention between those who advocated freedom ,of movement of
personnel and those who emphasized loss of expensively trained manpower from countries that
.already had shortages in relatlon to their own needs. - -

Finally the need to train auxiliaries was a problem generatlng mch'controversy. «~ Un the
one hand there was the view (expressed in many ways) that health .auxiliaries, were valuable
because ''scarce medical time must not be wasted on work doctors need not do" 47 On the
other hand, there was the repeated claim that the quallty of medical service must be main-
tained above all, that additional doctors were the major need, and that auxiliaries were, at
best, .qdy a temporary expedlent. It was only in 1971, towards the ¢nd of Period ILI, that
a consensus began toqtorm in favour -of the definite value of auxiliaries - with ‘a USSR~
sponsored resolution in' 1972 (WHA25.42) urging "Member States to ;intensify their effofts to
promote the tfaining and utilizZation of health auxiliaries".

The gradual identification and clarification of these healt Jnanpower problems towards
the end of Period LIL paved the way to a clearer 1nterpretatlon of issues in Period IV, which
led 1n turn to rather substantial modifications.of’ emphasxs in WHO policiesand programmes
including those concerned with health manpower. et -

. . !

. . }

Period.IV : Circumstances and*perception of problems (1973-1980) . .

The general political environment:of the world seemed more placid in Period v (1973-
*1980), perhaps because of the ‘development of ''detente" in 1nternatlgna1 relationships.
Nevertheless, 1oca1 wars and revolutions continued to occur, such as the Middle East military .
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sconflict in 1973, the -hberatron from colonial status of both Angola and Mozambique in 1975,
and the revolutions that radlcally changed the powet structures of :Nicaragua and Iran i'n
The number of develeprng countries ih WHO continued to increase,, but.‘at a slower pace

1980 (Pable ). ¢ - . ; / _

Economically, many countries - beth 1industrialized and developing - had great diffi-
cultied 1in this period. Provoked in part by the worldwide oil crisis of 1973, many
countries entered a form of recession in which unempldyment was paradoxically combined with
inflation. The rates of growth of GNP owed down in almost all countries, but most
riously in the very poorest ndtioms. etween 1971 and 1975, the GNP growth in 40 of the

world's poorest countries (with 1 200 000, 000 populatioh) was only 1.12.39 Stimulated by
these ,serious economic difficulties, e General Assembly of the United Natioms in 1974 made

a declaration calling for the Establishment of a New International Economic Order and adopTe
» a programme of action to achieve this. '{'hts declaration’ called dramatrcally for:

« -

"a new 1nternat10na1 economrc order based on equity, soverergn eqqahty, Lnterdependence,
common Lnterest and cooperatron among all States, irrespective of their economic and
soclal systems which shall correct 1nequa11t1es and redress existing LnJustrces, make 1t
possible’ to eliminate the widening gap between the developed and the developing countries
.and ensure steadrly accelerating economlc and social develépment and peace and justice

for present and future generations" . s

. e

From the reaction that occurred throughout the United «Nations and the specialized

agencies to -such a declaration, one can understand the sweeping character of the historic
fsolution WHA30.43 adopt\ed by WHO in 1977 and.stating that the World Health Organization:

basic human right and a worldwide social goal, and that 1t
1s essential to the satlys on of basic humanlneeds and the qality of life ... decides
that the main social ta of governments and WHO 1ia the’ coming decades should be the
a&tamment by all the citNzens of the world by the year 2000 of a 1eve1 of health that
will permlt them to lead a soctally and economlcally productive life.'

"considering that hea

Accordingly, 1t became more and more wrdely recognized tltat health was not only a desirable
social goal itself, but also "a means and, indeed, an LnJ“'Lspensab,le component, 1f not pre-
requisite, o social and economic development". z ., -

Finaﬁy, certain other general sociocultural features of the 19705 should be noted 1in
considering the ' infldences on, health problem identification within WHO. lonitially o

certain affluent 1ndustr1a112ed countries but soon spreading very, widely, there emerged a.

"women's liberation -movement" through which women of many countries claimed a right to
greater ,equality in economic, -social and legal affarrs ,than had preva11ed hitherto. The
's vast growth of industrial production and the great use of “Butomobiles in highly deqeloped
countries caused serious atmospheric pollution in many Jf the world's large cities; 1in
reactlon there arose wxdespread emands for env1ronmenta1 protection, #hich evolved into an

"ecology" movement and a rejection of urban culture as art}ifmlal . In the health sector,
this soon became expressed in a mounting distrust of excessive medical techmnology, compared
with the benefits of srmple, naturalr 1ifestyles. . .

i

, ' L

The WHO revielw of the world health situation for 1973-1977 was ‘compelled to conclude that:

a

""In spite of some important areas of progress during the period under reyiew, povérty
remains the lot of substantial parts of jghe populations of .the Third World, and it is of
course this continuing poverty that is at the root of the ‘world's most pressing health
problems" .43 3 : T
Toards the end of Period IV, WHO was prodd to announce, at its World Health Assembly in

1980, that ''the world and all its peoples have won freedom from smallpgx" and that this

»

achievement "... demonstrated how nations workfng together in a common cause may further
human progress” (WHA33.3). 44 The corresponding attempt to eradicate malaria, as noted
earlier, had not been successful. As pointed out by many, the failure of a mass campaign
approachto most st health problems was due basu:aL}.y to the lack of an effective worldwide
infrastructure of general public health organtzatlon inh developing countries. 45 This
experience taught WHO and Member States an 1mportant lesson, which soon had d1rect impacts on
policy formulation for health manpower. { . =
u‘c X .. v ” l

. . - - °
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than in the previous two periods - rising, from 71% of the total membfrs in 1973 to 74% in

<
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] Among the many, consequenced of this ‘rediscovery of the importance of a comprehenstwe
na*mﬂﬁf\heal}?ﬁ system ~ even if the goal was to congier a specific disease like malaria -
was the organization of a speciilaa?iﬁ,t_ernational meeting, to which senior officials of all
Member St;r.t'es were invited, to € xne the ‘central question of how to assure negded health
services ’f}ar all people in the world, After 30 years of effort, the main objective.of the
WOgld""Heaitﬂ Organization ~- "attainment, by “all peoples of the highest possible level of
héalth'. - was very far from achievement. The problems of disease, malnutrition, and
fure death, especially in the developing countries, remained enormous. A large propor-—
tidn of mankind did not have access® to even elementary health care. Recognition of these
grim realities had, indeed, been mounting over the year$. . A
e + . . L
: - . After extensive preparatory worl% a global Conference on Primary. Health Care wag "held "in
September 1978 at Alma-Ata, USSRY™™ From, this epochal meeting, there came the Declaration of’
Alma-Ata, which defined primary health care as: ° - . } <

.

s
-

* . . -

"esgential. health care based on pracktical, scientifically sound and socially acceptable:
methods and technology made univefsally accessible. to individual's and families in the
. ®Wcommunity ...[Furthermore] prima v~ health care relies, at local and referral levels, on
' health workers, including physiciafis, ndrses, midwives, auxiliayes, and community workers
. as applicable, as wéll as rraditiondl practitioners as needed, suitably trained socially
and technically to work as a health team and to respond to the exprgssed health needs of
the dommunity." _ ’ < ‘
— 1 . .
In order to achieve <this objective of extending primary health care to everyome, the
Declaration continued:’ . ; . ‘

. .- ' RS

"All governments should formﬁlate national policies, strategies and plans of action to .
. launch and sustain primary health cakte-as part of a comprehensive national health system
in coordination with other sectors. -Td this end, it will be necessary to exercise

, political will, t¢ mobilize the. country's resources and to use available external
resources nationally." .

- -
. 5

It is evident that the attainment of such sweeping objectives required a fresh, more daring
orientation of the work of WHO in all fielde, including health manpower development.

T . ) ~ U o ©t > L4 . N
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In these circumstances, ik can be no surprise that the perception of health manpower
problems in WHO and its Member States” conttnued to sharpen during Period IV. In terms of,
- interventions -at World Health Assemblies held Erom 1973 to 19807, those relating to health

manpower rose further from the average of 88.2° per year im Period III to 122.7 per year in

Period IV = this rise of 397 again gr?eatly e)gcgeaing the increase'in the number of Member

States between the two periods: 7 By contrast with the previous period, however, the

greater share of these interventions in Period IV came from the more developed countries;

the latter countries were evidently coming~to appreciate more keenly their owa problams in

the health manpower field. A . R

.

-

N . .
Analysis of the content of 715 interventions on health manpower problems (each mentioned = -
at least 10 times), identified at World Health Assémblies Ting Period IV, also shows some
significant differences from the spectrum .found in’ Period IIL. The basic data are shown in
Table 5. Especially noteworthy 1is°the top rank attained by probler‘%\involving auxiliary
: health personnel, as well as the closely related subject of primary health workers.. .The
disappearance from the list of .any problem involving thé® whole issue of "qua‘\iiﬁgp' (elevating .
standards, equfi,,xé’*lence'of academic degrees, etc.) j§ equally ignificant. Thé "heed for more
medical school, occupying tenth rank ig Period III, has also disdppeared in Period*IV. The
inclusion for the first time ameng the main problemg of_issues ‘related to traditional birth
attendants and practitioners of traditional medicine is likewise significant.  Newly
] identified problems in Table 5 are alsgy those numbered 8, 105 19, and 21. The steady
descent in importance of problems’ related .to ' fellowships 1ig noteworthy; while still
discussed, they have fallen from the top-ranking problem in Period II to 17th ig rank in
Period IV. Finally, the need to integrate the development of healfh services and health
personnel, while mentioned in previous periods, rose §o fifth in rank during Period IV.
- ., . ; B r ' - ~
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Tgﬁle 5 Health manpower problems: Percentage d1str1but1on of interventions én the main
- },;* problems 1dent1f1ed By Member States at WOrl? Health Assemblles, 1973-1980
Main problems identified : Pertentage of interventions
_ . (N = 715) .
s ® \ " N
1. Need for auxiliary health personnel / 16.2
2. Need for primary health care persennel 11.2
3. General shortage of health personnel -3 8.3 -
. 4, The "brain drain' iproblem ‘ . 6.9
- 5. Need for integration of health servicesd and personnel 5.5
6. Need for training of teachers, . - 4,9
7. Problems of medical education, - : * 4.6
8. Need for a team approach in personnel use 4.6 v
‘9. Need for adaptaticn of‘tugficula 4.3
10. Need for commun1ty-or1ented curricula ‘ 4,2 '
11, Need for post- graduate/contlnulng education . . 4,2
12. Problems of nursing and midwifery education 3.4
13. Problems involving traditional birth attendants 2.9 ~
. 3 14, Maldistribution of personnel within countries - 2.8
15. Need for health manpower planning 2.7 -
16. Need for proper management of health personnel 2.5
17. Fellowships 2.1
18. Need for reor1entat1on of educational programmes 2.1
*19, Problems of university centres for health sciences 2.1 '
S 20. Problems on practitioners of tradltlonal medicine 1.7
44&« 21. Problems in technical cdoperation among developing
’ countries ’ 1.5
22. Lack of teaching/learning materials ¢ 1.4
All health manpower problems ) . ’ * 100.0 / '

v R -

In order to respond to a resolution of the 1972 World Health Asseﬁblyf(WHAZS.AZ), which
requested the¥irector-General to submit concrete proposals for the future activities of WHO
in the training of health personnel for a number of years, a long-term programme with a broad
list of key problems was prepared and endorsed, after discussion, by the sixty-first session
of the Executive Board and the Twenty-nlnth World Health Assembly. This inventory of
problems grouped the health manpower issues throughout the world in four main classes
(systems, planning, production and mad%gement), and 19 specific problems. In summary, this
cataiogue of problems was as follows: s :

With respect to health manpower systems, the problems were identified to include:

- absence or inadequacy of national health m;;power policies;
- absence of a well-conceived national health manpower system, as an 1n£egral part of
the overall MQalth system;
- lack of integration or coordination of three elements of the HMD process (planning,
production, and management)
- failure of training institutions to take account of health manpower plans quantita-
tively or qualitatively, absence of monitoring of health personnel development, and
) lack of feedback on such observations; s
~ - lack of coordination between the HMD process and other relevant socioeconomic
sectors (general education, sociak security, labour, etc.).
L3 A B . [ . »

e
wlth respect to p}annzng, the pro?lems were: .

[y

.

| - lack of proper planning of health teans; -
- undue emphasis on conventional types of personnel (especiall?"pgﬁgjﬁﬁansl and
nuﬁses), overlooking other categories.”™ —, :
- | -
With-respect to production, there were problems involving:
- shortage of fac111t1es to train the required numbers and types of health personnel
needed in some f1e1ds, while excessive humbers existed in other fields;

. . °© J
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- shortage gf prbperly qualified teachers;

- lack of proper preparation of new types of health personnel, and reorientation ot

conventional types;
- yEde disparities between academic training and objective health service needs;

i

- _ 1little appreciation of out-of-hospital health servite needs, particularly ~for~\
ptevention dnd healthy promotion;
- lack of collaboration between educatxonaiiand healthgscare authorities; L
- hostility Yo change from certain professional groups. .
With respect to the management (utilization) of all types of health personnel; the
problems concerned: .

. °

-~ poor wgrking- conditions, especially in rural areas;

- lack of job security, with uncertain career prospects;

-~ . lack of job satisfaction;

- inadequate coqtinuing education towards maintenance of technical competence;

- inadéquate training of senior- and middle-level health programme dministrators.>0

This comprehensive inventory of health manpower problems servéd to bring together
virtually all the issues that had been disclosed, explicitly or implicitly, in numerous other
documents of the World Health Assembly and Executive Board during Period IV, In these
bodies some controversy persisted (though at lesser Lntensxty) over auxiliary health per-
sonnel and the use of traditional practitioners, but the previous debates about international
curriculum standards and equivalence of academic degrees had significantly ended. .

]

. ) —

.
.

This completes a rather streamlined review of worldwide circumstancés during 1948-1980

that impinged on the perception of health manpower problems in WHO and ¢ts Member States, as

well as a summary of the ways that those problems were perceived and interpreted in WHO.

(An exhatistive discussion of those circumstances, influencing factors, as well as of these
problems, is to be found in the report of the document analysis.'’) Doubtless many more
events than those we mentioned have contributed to theﬁlnterpretatlon of these problems by
national health leaders, who v interacting with one another and wirh WHO - have formulated a

series of policy objectives. We may now attempt /to make a systematic analysxs of those
policy objectives, formulated to tackle these problems, and the programmes designed to carry
them out. . ° ) e—

. -

&

An_approach to policy objectives

o~ o .

As noted earlier, the—manner in which problems are Ldentxfled inevitably Lnfluences the
formulation of policy objectives, which in turn stimulate various action programmes. In

order to shed light 6n the evolution of these policiés (goals, priorities, main dirdctions) .

and associated programmes, with the advantage of hindsight (provided, of course, by any
historical review), one can conceptualize some eight basic objectives that over the years
have determined WHO health manpower strategies. In very rough chronolog1c31 order, with
respect to their evolving importance and priority, theSe have beed as folldws:

1. Increased quantity of conventional health personnel
2. Improved quality of medical and nursing education
3. Cross-national équality of health personnel training programmes

7 Geographic coverage of:.countries with personnel

5. Efficiency in production and use of health manpower -

6. National planning of health manpower ° A’
7. Relevance of health personnel to.national HJ';S

8. Integration of health manpower and health services development./

This is, of course, somewhat of a simplification of the actual developments, but it can help

g US analyse a very complex process in a systematic way. . .
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As we will see, the importance attached to these eight general objectives has tended .o
change over the years. Some objectives have grown more important while others have become
less so. Moreover, in any one of the fdéur time-periods through which the policy evolution oo
is‘ traced several different objectives have continued to exist side-by-side, determining the

programmes to be implemented. An approximate representation of this complex evglutionary _
process is shown in Table 6. .
: . . ‘ . - (‘ o T
Also, as we will see in the coming chapters, the-programmes implemented under each of the -. -
eight objectives are certainly not mutually exclusive. The expanded training of health
auxiliaries, for example, has contrfbuted to the attainment of the objectives of geographical
coverage, as well as those of efficiengv and of relevance. The strengthened teaching of
preventive and social medicine in medical schools-has been supportive of the objectives of
efficiency, of planning, and of relevance. Some objectives, on th& other hand, seem to_have
generated unintended side~effects, which in turn _gave rise to other programmes. Pursuit of
the goal of achieving high-quality academic standards, .for example, gave rise to much
unsuitable and irrelevant training that was not adapted to the true needs of most countries '
and especially of developing countries; this irrelevance, in turn, generated certain
corrective actiops. » .
. . N -
Table 6. Health manpower policy objectives: Approximate evolution in WHO from
# 1948 to 1980, by time-period and degree of importance¥* )
‘ ' ) y . -
— AV Period I Period II Period III  Period IV Y
{Objectives 1948-51 1952-61 1962-72 . 1973-80 .
= — > =
Quantity of, conven- X X X X X x, X x X 5 :
tional personnel
. 2
. High quality of medical X X X X X X X
and nursing eddcation s
= s S ( T
o ] ) A .
Equality of credentials X X X N
* cross—nationally - @ .
Geographic coverage Y X X £ x % X X X
°* , in countries . . v
. — N A -
* Efficiencf of health s X XX X XeX ;
personfel " . ’
. : N - .
Planning of health’ . - X X X X X
© , manpower . ! -
- : v S
. ;?‘! - S
Relevance of health- X Tk X xx 9
__personnel . S .- :
DU N ;\L ° .
. . X T
Integration of the X X X X N )
development of man- & o’ . . Tl .
power and services - .. . ~
. ¢ . A ’ - - RN
’ ) \(\‘\ . N P
. —— ’ A .
| * The check marks indicate approximate degrees ok importancef from slightly important (x)
- , to very,important {(x x x): . . .. . -~
/
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With this conceptual framework, we may row proceed to ait analysis of WHO objectives, and
their associated programmes over the last 30 years.. One mush never lose sight, of course,
as explained in Chapter I1, of the fadt that WHO poligies emerge from a dynamic 4nteraction

between the Organization and the problems and, activities in its Member States. ) .
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S ' Chapter IV

QUANTITY OBJECTIVE: GREATER SUPPLIES OF CQNVENTIONAL
HEALTH PERSONNEL

- =~ .
The formulation of any objective may be explicit and direct or —~ for various social and ’
. psychological reasons - it may be implicit (in various degrees), without clear articula-

tion. The very first health manpower objective to be explicitly formulated in WHO, however,
was to increade the worldwide supply of health personnel, and this meant the conventional
categories with which nations were most familiar - mainly physicians and nurses. The keen
and widespread perception of a serious problem of personnel shortage from the very birth of
WHO has been noted in Chapter IIIL.

In the early World Health Assembly dlSj;SS{OnS reference was made to the need also for
"auxiliary personnel', but the term was ployed to mean virtually anyone .assisting the
doctor, such as laboratory technicians, pharmacists, and nurses. Only some time later did
"health guxiliaries" acquire the more specific current.meaning of personnel who might be
auxiltary to_the nurse or, to the pharmacist, as_well as the polyvalent primary health worker
with modest training, which the term most often 'connotes today. Moreover, only much later
were specific programmes .implemented for the training of  health auxiliaries, as a matter of
high priority. ; M

H . o

.

The problem, perceived as a 'shortage of doctors", gave rise to several sorts of correc-
tive action in developing countries. When these had been colonieq the response was to send
physicians to them from the 'mother country". Another solution was. to send students from
the developing country (usually after independence) - for professional training abroad. The
ultimate solution was to .establish medical schools in developing countries where gone existed
and/or to increase the output of existing schools. However, these schaols were at first
inevitably manned by expatriates and only at a later stage of develapment were they gradually
replaced by nationals of the country concerned. °~ From these several strategies, there would’
follow different programmes of action in countries and in WHO. -

,
‘ .

Increasing conventional hea}th personnel - Period I

- The very first WOrld_Héalth ‘Assembly, in 1948, took action to promote the policy objec-
tive of increasing the supply of physiciags everywhere; there was no explicit focus on
developing c0untries."le This objective would be promoted by a programme of education and
training. . Resolutiop WHAL.28 made reference to fellowships, medical literature, and
emergency Services asi the means o this end.! The first annual report of the Director-
General, moreover, refers to teaching material and equipment among the activities to promote

y education and training. It - will be recalled from Chapter II that ia‘this initial year,

thedé activities weré a responsibility of the Fellowships Section in tHe WHO Secretariat.
By 1949, however, there was established at the‘Geneva headquarters a Division of Professional
ahd Technical Education, responsible not only for fellowships but also for several other
activities. .

.

. — )
_ The Second World; Heakth- Assembly, in 1949, added further refinements to the strategy of
expanding the supply of health personnel by encouraging in resolution WHA2.7 the "developmént
by government of national educational institutes in the field of health" (underlining
added) .2 The implication was clearly. that schools should be available within each
country, so that students would not Have to go abroad for professional "education. The need
for actions beyond simple numerical increases 1in personnel -~ such as correcting the geo-
graphic maldistribution of physicians ~ was, indeed, identified at WHO discussions ih Period
I, but programme’s were not formulated in response.

.

.3
The achievement-Jf even the Simple quantitative objective of increasing health personnel
was evidently not so easy in the first years of WHO. Thus in 1948, out of the total WHO
budget’, 16.6% was allocated for "Education and 1raining" (about US$797 0Q0), but only 27% of
these funds were actually §peqng3 By 1951, Education and Training (kT) was being allo-
cated 26.3% of- the total WHO budget, and the programme was sufficiently developed to spend
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some 67% of thid larger allocation. It is also noteworthy that within} the ET account, over
the years 1949-1951, the 1lion's share went to' support fellowships, Nevertheless, even
between 1949 and’1951, the share of money for fellowships declined” slightly from 68 to 59% of
the ET-funds, and that for training courses rose from 26 to 32%. s

In these frrst years of WHO, explicit attention was given also to the 'training ot nurses
and other auxiliary personnel"4 _(one may note that the term ''other” implies that nurses
were regarded as one type of auyxiliary). The marrative text connected with this referred to
enabling "all countries to extend the health caré .of the masses of their population"”, but
this verbalization of an objective did not really lead to practical activities until many
years 1ate_rz The importance attached to intranational training, however, was corroborated
in the Director-General's report for 1951, which stated that ''local trarnrng and tratining
within the region" was indeed, being duly empha51zed

N
These 1initial years of Period I *(1948- 1951) were naturally the first formative phase of
WHO policy and programme developmerit, when expansion of the world's, supply of doctors and

nyrses was clearly the primary goal - although as we shall see, other o¥jectives were also
pursued or, at least, hinted at.._ The 'quantity objective' may now be considered for Perrod
11, covered by the Orgamization's first two General Programmes of Work (GPWs). .

Increasing conventional health personnel -~ Period II

bty

?hejfrrst WHU General Programme of Work (GPW1), issued in 1951 for the® 5-year period
1952~ 1956 gpve professional and technical education of medical and auxiliary personnel a

very high priority - along with the strengthening of national health administrations. In
elabdration of GPWl, three aspects were stressed, of which one was .simply extension Of
professional and' technical education (other aspects will be nqted in latervchapters) Then

GPW2 likewise gave the ET programme a high priority, and speurfred its ‘main objective as
beingi.. "to reduce the shortage in numbers by increasing the"Gutput from medical schools
w7 This policy decision could hardly have been wmore specific in 1ts quantitative

emphasis. Frs .
L]

.

-

i . . . .
The - first session of the Expert Committee on Professional and Technical Education of
Medical and Auxiliary Personnel specified several aims for a long-term ET programme, both

quantitative and qualitative. Its second aim was defined as: '"Increase in the” number of
medical, nursing, and other health personnel and of tralnrng institations in countries and
areas where necessary'. In a publication summarizing WHO's first ten years, 1948-1957,

the ET programme's princ+pal objectives were epitomized,as three, of which the first two were:
] —

"(a) to help countries to deal with their shortage of health and medical personnel;
(Sj-arrangéng for countries to obtain technical skill and knowledge that they now
lack." . .

. .

Analyses of the trends in actual expendrtures fog the ET programme during Period 1 are
~difficult to make because of changes in the categorization of budget items such as fellow-
ships or training coursfs, but it appears that the proportional ET allocations in_the total
WHO budget declined, presumably as the allocations for disease-specific purposes (such as
malaria or tuberculosis) increased. .

. ..

T‘: In so far as the subjects of expert committee meetings reflect policy priorities, it may

be noted that in the 10 years of Period II (1952-1961), the Expert Committee on Professional
and Technical Education of Medical and Auxiliary Personnel met on nine occasions; all but
two of these focused on .medical education. This does not mean that only the quantitative
aspects of training physicians were explored, but that these aspects were at least a com-—
ponent of almost every technical report summarlzlng these sedsions.”, In addition, other
ET-related expert meetings on nursxng, midwifery, dental auxiliaries, psychiatry, and
paediatrics invariably advbcated increased numbers of personnel in each of these disci-~
phnes.11 During® Period II also, the First and Second World 4Conferefices on Medical
Education were sponsored’ { the World Medical Association (in 1953 and 1959), with the close
" collaboration of WHO. ~These conferences, of course, dealt with much more  than the

quantitative aspects of tralnxng physicians, among many subjects.” ?
- ' 'gL.:————“
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During Period II, country field projects related to Education and Training. were
numerous. Those mvolvmg medical and public “health educatlog (usually to- strengthen the
training in specific medical specmlt).es) rose from 21.6 to 36.1%Z of the projects between
1952 and 1961, while those concerned with- nursing education declined from 56.8 to 32.8% of
the total.lé v

°

_manpower, . was launched towards the end of Ppriod II. The Republic of the Congo
(Leopoﬂéﬁ"f@) Yo Zaire, attained independence from Belgium in 1960; and almost overnight
all 761 European doctors from the former Belgian Congo departed. Not a single Congolese
doctor had been trained. At the request of the United Nations Security Council, WHO
launched an emergency operation to provide a minimum corps of qualified physicians imme-
djately and, at the same time, to start training Congolese health personnel both at home and
abroad. y

. One very dramatic field project, constitutingEa rapid quantitative expansion of medical

It is evident that the different methods of work summarized in Chapter II, were employed

for all types of WHO programmes in Period II, and we need not review their detailed spec-—

. trum. It is of special interest, however, that the number of fellowships continued to

increase - from 1174 in 1952 to 1668 in 1961; more important, their distribution among

regions changed markedly. In 1952, fellowships originating in the European Region of WHO

constltuted 50.8% of the total, dechmng to 28.7% by 1961; meanwhile ‘ﬂfellowshlps origi-

_ nating in countries of the African Reglon made up only 3.9% of the total in 1952 but rose to

.~ 20.0%Z in 1961, ..

An indirect reflection of the great importance attached to the output of physicians in

Period [I was the issue in 1953 of the first World Directory of Medical Schools.l® Other

such directories of health personnel training institutions were not issued until some years

after. The number of medical schogls throughout the world (excluding the People's_Republic

of China, on which data were lacking) increased from 534 ;in 1950 to 660 in 1960.17  There

.were increases 1n°all six of WHO's regions; the greatest absolute increase occurred in the

. Americas (from 152 schools to 196, or an increment of 44), but the African Region (going from

, 5 schools to 11) showed the greatest percentage increase —~ mpre than 100%. Along with this

trend, it is no surprise that the global supply of physicians increased from 5.7 to 6.9 per

10 000 over the 1950-1960 da;;ade, even though severe disparities among different regions
remained very great. L ’ o

=

Finally, a number of WHO publications reflected the‘emphasis on increasing the output of
physictans 1in Period IIL. & ghe WHO Chronicle, for exampley published _an_ article in 1954
stressing the severe shortage of physicians throughout the South-East Asia Region, which
could only be solved .by establishing more medical schools or enlarging those already

Lﬁ'i‘é'sent.lg Simtlarly in 1955, the WHO @ronicle reported that many governments had been

assisted 1in strengtpening their own professional schools by the’ provision of vistiting
i- professors in medicine” and other established disciplines. Thus, ‘for medical™schools 227
- professor-months had been fugmshed during 1952-1954, plus 176 professor-months in schools of
. public health or tropical medicine, and 137 teacher-months in institutions ‘for training

I Qxysxotherhplsts and other health personnel. 19 In rhe Region of the Americgs, the
EmPhaSlS was exp11c1t1y on increasing the number of medical schools and enlargmg ex1st1ngL\
. schools. .

~ N H

During Period IL, WHO succeeded in pogting a full orspart~time officer, for education and
training activities in every Regional Offige. The emphasis was clearly on expanding the
output of conventional medical schools; even when WHO attempted to encourage greater
attention to schools for, multiguypose workers, there was little enthusiasm for the idea
"within countries, largely becaus Jof resistance from the local medical professions, It is
probably no accident that one of the major innovative schools for training multiipurpose
health workers - at Gondar in Ethiopia, begun in March 1954 - was*in—a country that lacked
any medical school of its own at the time. 2 (More will be said ,about the Gondar project
‘below). At the regional office level, there were indeed efforts to encourage the trammg
of general health auxiliaries; this was discussed at meetlngs df regional committees in the
Americas (1953 and- 1961), the Eastern Medlterranean (1954 and 1956), South-East Asia (1957)
and the Western Pacific (1952 and 1957).2 But no. definite natﬁonal system for training

" auxiliaries was implemented, while enthusxastic support was given to the training of more
physicians ar@professional nurses.,
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Beyond this. major emphasis on the gquantitative aspects oﬁ conven;ional health personnel
training in Period II, there was indeed a parallel and closely .associated interest irr
improving the academic quality - and even the social outlook -~ of conventional doctors.
This objective, quike distinguishable from the quantifative ome, will be discussed in the
next chapter.

E)

P

Increasing conventional health personnel - Period III

- -

- Period III coincides with WHO's GPW3 (for the.years 1962 to 1966) and- GPW4 (1967~
1972). The main objective formulated in GPW3 for health manpower remainéd the same as
before, namely 'to reduce the shortage eof trained staff' and: to improve the "quality of
education".23 GPW4 departed. from custom and did not spell out explicit objectives,
although it stated that WHO will "continue to stimulate and—ussist govermments to estafligh
as early as feasible new institutions, or to improffe existing ones at which the training

the' various categories of professional 4nd auxiliary health personnel can be carried
out"c.24 Further goals were, however, stated, - namely, the 'postgraduate training 'of
administrators of health services" and also,.quite significantly: ~

. —e o . \,‘&

. ‘ LT . . N . .
"in those cquntries where medical staff is very scarce-and which make little or no
provision of their own for medical education, it will *be necessary to- devise training
programmes for auxiliaries and their supervisors".?2 o

°
q .

The cautious .restriction-of this advocacy of auxiliary %raiﬁing to countries with- little or
no medical education is noteworthy. - . - .
- - IS e
5 8 ~ . ;
As early as 1955, WHD had begun to promote a worldwide campdign with the objective of £he
eradication of malaria from the face of the earth.26 = It tosk some years, however, fot the
necessary funds to be raised to support the 1intended four _phases: (a) preparatory, (%)
attack, ,(c) consolidation, and (d) maintenance.* Around 1960, juccesses were reported om
the, complete elimination of this major disease from certain countries. Then, 1n the late
1960s, evidence accumulated thAt the Anopheles mosquito was acquirfng resistance to DDT, so
that difterent types of insecticide and larvicide became n§c§§§ ~  The most dramatic shock
occurred. in Ceylon (now Sri Lanka). By 1963 only 17 malaria c;i had been reported thete,

but a resurgence of the disease occurred in, a few places and 1 68 the country was struck
with a tremendous epidemi¢ in.which more th:L a million cas€§ were reporteds?

+ .

This very serious setback taught an important lesson. °.It‘soon became widely recognized.
that mass vertical campaigns that were not followed up by the resources of a sound infra-
structure of health services could not be completely successful. This undoubtedly had an
impact eon the relative pistribution of priorities within the health manpower programme.
Thus, 1in prepariqg for the Second United Nations Development Decade, the xyentysécoﬁd World
Health Assembly,. in 1969, stated that among global priority objectives there should be:

.

"the training of health service personnel at all levels, with emphasis on the education
and training of national health cadres®fn the developing countmies"28, -

This was indeed the first among six principal .objectives listed. t
. t
4

While one cannot say that in Period LII the obj ctive of training ,greater number:_of
conventional health personnel decljned substantially, ‘the high ptiority given to this- gbjec-
tive was diminished by regognition of the importance of training personnel "at all levels".
In 19653 early in Period 1II, the WHO Chronicle could still give major attention to the wor Id’
éhortage of medical mahpower, with detailed statistical reports from all six WHO
reg1ons.29 In 1970, the favourable outcome of ‘the Congo experimént could be reported - °
namely, the successful training of 154 Congolese medical assistants in Edropean medical
schools to become fully gqualified physicians.- Yet, the Technical Discussions ‘at the
World Health Assembly in 1970 on "Education for the Health Professions “ Regionél Aspects of
a Universal Problem” ended with a list of 13 conclusions, not oge of which referred.specifi- .
cally to educating more physicians or¢ furses. The general themes urging the training of -
national health personnel as a whole and also that training should be *gedred to the
countries' needs came to dominate the discugsions in the Executive, Board, in place of the
former preoccupation with enhancing medical educatidn. 2 :

L >
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In the last official statement on héalth manpower policy in Period III - namely the;°1972
rogramme and Budget proposals for 1973 ~ seven policy objectives were listed. Among these
abjectives (which will be discussed in subsequent chapters) not one referred. to increasing
_the numbers of conventional per:sonnel.31 Similarly, at the Twenty-fourth World Health
Assembly in 1971, a comprehensive resolution (WHA24.59) on health manpower policy was
adoptd; 1in spec1fy1ng eight basic policy objectives, agaln no mention is made of *medical

schools. Indeed, the only mention of trd@ining institutions refers to them as being "an
integral part of pub,l).c health and educational systems Lo 32 .7 .

. . The reduced emphasis on training more physicians and nurses towards the:end of Period III
had no dampening impact, however, on the overall budget for ET activities. In fact, funds
increased over the ll-year period from 5.6% of the overall WHO budget in 1962 to 10.4% 1in
1972.33 Indeed, even though much training activity (e.g. fellowships) was to be found
within other WHO programmes, the dollars specifically allocated for education and training in

1972 alone were double the overall dollars spent in this field during the previous teén years—-
of Period II (1952-1961). . .

A -
B

The extension of WHO's 'interest beyond education ,and training of conventional health
personnel .in Period III was one factor influencing the change in 1972 of the programme's name °

(as noted in J8hapter II) from Education and Training to Health Madpower Development. The
connotation of the new name was obviously far broader - both in the reference to "health
manpower” and in the 'reference to '"development" rather than 'training". The new name

clearly encompassed functions such-as planning, production, and management (including use and
deployment) of personnel - whereas, 'education and training" was a name connoting only some
aspects of the production of personnel. ¢

a
-

«Parti1ally indicative of the persistence of quantitative objectives and of the fact that
they did not disappear in Period III,.(although other purposes, such as strengthening educa-
jtlon in preventive medicine or, other spec1aht1es, were of course also served) were the
trends that may be observed in the use of visiting professors as a WHO method of work.
Thus, , bétween 1962 and 1972, the_ proportion of all such WHO professorshlps, logated in
medical schools actually rbse from 21.1 to 39.1%. At the same time, however,, K such assign-—,
ments to auxilitayy trainipg projects rose also from 4.3 to 20.4% of the total. These:
enlaf’gements Wwere essentlally at the’ expense of v151t1ng teachers in schools of profiessional
nursing, . which declined. from 72.6 to 31.2% of the total. Yver the ll-year span, more-
over, the absqute number of WHO visiting gprofessors or teachers rose frgr’95 to 314 persous
per year: Also in the WHO report of the world health sw_tuatlon ‘for 1969-1972, the Du:ector—
General still did not fail to make reffrence to the "acute shortage of tramed manpower ’
throughout the world.3% . -

~
IS

The rate of increase of physicians ‘in the world did, in fact,’ slow down somewhat during

2 Period III. In the 1950-1960 decade, the increase from 5.7 to 6.9 physicians per 10 000

(reported earlier) constituted a rise of 21.1%. In the decade 1960-1970, the worldwide

increase was from 6.9 to 7.9 per 10 000, representmg a-rise of only 14. 54.35 Moreover, in

the WHO African and Western Pacific Regtons, the rate of increase of physicians was extremely

small and in the S6Uth East Asia Region the physr.cxan—populatmn ratio remained static.
leIndeed, in 38 countries or territories of these three regions the relative physician supply
actually déclined, With respect to medical schools, the world inventory increased from 660
to 962 between 1960 and 1970; the greatest absolute rise occurred in the Region of "the
Americas (with 95 add1t10na1 schools), wh@le the greatest percentage_ increase (from 11 to 30, ®
or 1?32) occurred id the Afncan Region.3 ) . >

N h o o

Regardmg the supply of graduate nurses in Period III, -data are avai].ab[e_only from‘i
selected countries, but in a few of these the expansion was quite 1mpre551ve. In Ghana, the’
number of nurses rose from 1332 to 7345, or by 451%. The absolfite increase in India was
from 39 350 to 66 500 Yet, in a few countries (Jamaica, Toge, United Republic~of Tanzania)
there was an absolute declme over the decade, due *possibly to migration or to professional
1nact1v1ty émceedg.ng new entrants into the nursing field.

M ‘ B [} o
0 ’ The uneven supplies-of physicians and nurses ‘across reglonszremamed very high, id spite
of the increaged general output during Period IILI. For phy51c1ans the disparity between the

Euyopean and the African Regions was .more than 17 : 1 (i.e., "17.8 compared to 1.0 per 10
000); for nurses the disparity between the Euroiean and the South-East Asia Regions exceeded
.20 :"f. (i.e., 30.9 compared to 1.5 per 10 000),3

°
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In each of the six WHO regions during Period III,‘the production of increased numbers of

! physrc1ans and nurses remained the main prrdrlty. Greater €mphasis than in the past was
given to the training of health auxiliaries Ln dlscu551on, but the implementation of this
policy was not so readlly achieved.39 - R . P
- R ~

. .
. — B
- . q ‘ v
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Q somewhat ironic development in Ethiopia’ should be ‘Pecorded with ‘respect tutPerisad
I[II. The origin of the Gondar Health GQollege and Tra1n1ng Centre in that country in 1954
has been noted earlier. Ten years later, however, the seeds of destruction of this innova-
- . tive scheme based o#-training multipurpose auxiliaries were planted. In 1964; there was
founded 1n Addis Ababa a Faculty of Medicine at the national Haile Selassie I Univer-
sity.40 In due course most of the Gondar health officer graduates went on for further
——, studies to become. fully gualified physicians, and more recently the school itself has been
- " upgraded to become a medical school. All this has resulted in the gradual demise of a
remarkably creative programme for training health workers to serve the rural population of a
couintry of some 30 000 000 pecple (in 1978), 90% of whom are rural dwellers. The cautious-
ness with which so many developing countries approathed the training of auxiliary health
- personnel - even to serve rural locattions where no physrcrans existed - has been *candidly
attributed to opposition from the medical profession in those countries, during Period i1

and earlier. T
3

Increasing conventional health personnel - Period IV
»

Towards the end of Period ILI, it was gradually re§1'§ed that simply training more of the

same, more physicians and nurses, would not solve theiproblem of health coverage of very

large populations in the fpreseeable future. At t e‘ same time, accounts of China's
astonishing coverage of i1ts huge populatlon with the elementary but important services of
. very modestly traitned 'barefoot doctors made a powerful impression on the entire world.

The rising general appreciation of auxrlrary health personnel, already evident in Period III,
ascended rapidly to dew helghts in Period 1IV.

[N
>

.o There  t1s much more to be said in later chapters about the place of auxiliary personnel’
training in the strategy for the achievement of various obJectryes, but here it may 51$p1y be
noted that one concomitant, of this development was some reduction-'0f the previous importance

. attached to the expansion of education of physicians a nurses. There were other reasons
- for this ostensibly lesser emphasis on establishing new medical schogls in Period IV (even
though some new schools were founded). The costs of setting up and operating such schools
were very high and beyond the fimancial capac1ty of many developing countries. Moreover,,
even where medical schools had been started or expanded, there was little evidence of
5 - progress in ‘achieving population coverage; the physicians trained ténded tQ Johcentrate in
the urban’ centres (where, 1nc1denta11y, they satisfied the demands of elite groups that had
favoured the-school's founding, in the first place). Thus, the perception of problems
concerning medical education fell to 7th rank in World Health Assembly discussions during

s . Period IV, vwhile the need for auxiliary health personnel shot upward to Lssue number one.

Policy emphases, both in WHO and Membey States, changed correspondingly.

4 The Firfth General Programme of Work (GPWS) for the years 1973-1977, 'né longer specified
thé objectives of anreaSLng the supplies ,of medical or other health personnel, or of
elevating the standards “of their education. Tnstead, it simply stated that WHO a551s§ance
o governments should "foster the quickest possible self reliancg" - in all fields.% The
Sixth General Programme of Work (GPW6) for .1978-1983, has much, greater specificity in
_defining two principal objectives: R

-
°

°

"To promote the development of approprlate health personnel, to meet the needs of entire

populations ... (and) , , N
®oa To promote the development and application of relevant processes for basic and cont1nu1ng
education”.® - . .
- . - \ f.“

Under the first-of these objectives, WHO would promote "... .placing responsrb;llty for”
prlmary contact with patLents on auxiliaries able to carry out well defined activities after
a minimum of tratning".

s
Reference in both GPW5 and GPW6 is made to a crucial general resolution adopted by the
. World Health Assembly in 1970- (WHA23.59), which drew attention to the "important functions of

b . * L
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» reference t health man development,’ with two brdad principal objectives -(quoted
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the Organization laid down by its Constitution and ‘in_ ther decisions of previous Health
Assemblies", including among other things: ) ‘

- s < ~ o~ .

¢ & N . . .

"(a) analysts and evaluation of information ... with a view to identifying general
trends in the world health situation and to evolvmg a strategy in regard to the most
promising ways of developing health services and med:.ca%.\ science,

t

- (b) study of the methodology of the plannlng, organlzatlon and socio—~economitc analysis

of different health systems and services of*different “countries and the preparation of
realistic recommendations ... ° . - . - Lt

i

(c)i preparation of international agreements, ... on the most important health problems,
. X . N . *EL ( y -

- .

x(d)‘wf-e'rmulation of recommenda’ti.ons .on the establishment of standards, ...
(e) coordination of research on the most urgent and important problems of biology,
med1c1ne; and public, health L * .
. C ot °
(f) identification of the ‘most rational and effective ways of helpipg Member States to
develop their own health systems and, first and fore to train national, health
personnel at all levels, ... X "?
v i - +

(g) aiming at securing the greatest participation posstible of the countr1es of the world

in the work of the Organtzatton

Thés the gu1d1ng pr1nc1ples of WHO policy were, in effect, transformed from speclflcatlon
of uniform or universal goals (such as combating the shottage of physicians and other health
personnel) to foxmwlation of goals which were supportive of the objectives of each country.
The same broad principles of relativism, as distinguished from_universality, were embodied in
the WHO progra dg‘et for 1980-1981, prepared in 1978.43 Beyond these very general
rp_rhne%ples 1nt:%,ed to gulde»* WHO work, the only specific reference to health manpower
activi¥ies in GPWS is “a " programhe ob_]ectlve on "development of health manpower develop-
mentt.. vy, GPWO defines two Jbroad ob_]ecghves of health manpower. In both GPWs these health
manpoweté sub_]ects remain among the-main priorities of the totak Organlzatlon, as in the past.

.ol

N

&
v In. sdﬂﬁﬁary, ore may say that in Perxod IV the theme of '"increasing conventtonal health

persodnel", sto wh1ch tihls éhapter is devoted had become substantially replaced by broad

.above). | In tl’fe Dlrec'tor- eralts: report to the Twenty-ninth World Health Assembly im 1976
(reviewed towards weke end “ép§er< IIE with respect. to its inventory of problems), the

objectives of thefProgramme health manpowver d‘evelopment (HMD) and the strategies to
achieye these are “defiped uéh mOre ‘comprehensively and §8XP11CLt1y In this crucial
document, the Director-Gqnera: proposed that: T e

o > " »

"The general principle that 'ff(ould gulde the Organtzatlon in health Qnanpowe devplopment
is: to collaborate witR Member State at their request, in sAtisfying thd hea
. of their entire popul;’tlon through he ﬁh services compgsed of ms of hedlth personnel,
on the principle that all lth act1v1.t1.es should be undertaken at’ “the dost per1pheral
level of the health sédrvices®as is. practtcable, by the worke;‘ most suitab trained te
carry out these activities.""f L

[4

HMD priorities, furthermore, are proposed "to contribute to tlhe solution of the health

problems of those people who have thé most serious such problems' ‘in both the developing and,

the developed countries. Moreover, the health needs and demaids of the people should take
precedence over profess1onal Lnteresrw and also the training and. utlllzatl,on of auxiliary and
communlty‘health workers and their superVLSors should be strongly. emﬁhasned

6 . .

These prgorltfes clearly 1mply the' principles’ of populatwn coverage;™ and relevance, ‘and
other objectives to be discussed in subsequent chapters. The: pridciples embodied.  in the
Director-General's 1976 interpretation’ of apprppriate HMD policy, endorsed by the .,’Lwenty-
ninth World Health As§embly, were to become included in the historic Declaration of Alma-Ata
in 1978, with the main social goal of health for all by the. year 2000 to be achieved through
primary health care. 4 ) v

N g . ’
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With respect to achievements in health maggfwer development in countries,‘a few observa- .
tions may be offered on the quantitative objective reviewed in this chapter. In spite of the
fact that it somewhat lost its importance, the himber of medical schools’ in the world did

,co.ntmuev to ihcrease. Between 1970 and 1975, théy" rose from 962 to 1116 - by, 16%.°0
Most significant, however, is the slowing down of the rate of <growth of new medical
A schdéls. In the previous decade of 1960-1970, the rate of growth glbbally had been 4p%.
The Period IV data emcompass only a 5-year span, howeQer, so that for comparison with the
previous 107year span one should theoretically double this rate to 32%. Even on this basis,
a growth rate of 32% (which may well ptove to be an overestimate) in the 1970-1980 decade, is
substantia lyo lower than the 46% growth rate of medical schools during the previous "decade.

(The mgxi'fxcance of this relafwe decline is even heightened by a statistical artifact -
namely, At medical schools in the People s Republic of China were not counted in 1970,
while th ;were counted in 1975; . if afijustment were made for this fact, the growth rate in

the 19704/would be even lower.) .
e global supply of physxclans also rose from 7.9 per 10 000 in 1970 to 8.7 in 1975. In
WHO African Region, however,, the ratio (0.9 per 10 000) remained static over this 5- -year
span, and 1in the Eastern Mediterranean Region it actually declined (from 3.1 to 3.0
physicians per 10 000).°1 Lo
4

It would seem reasonable to infer that these trends, particularly the slower rate of
growth of medical schools, eprobably reflect modified HMD objectives of countries in Period
IV. As noted above, medical schools were very expensive, and therr graduates failed to meet
general population needs anyway., Thus,.the energies of developing countries - particularly
in the African and the Edstern Medxterranean Regions ~ started to be partially transferred
Erom the expansr.on of medical schools afid the production of more physicians to increased
’traxmng of varxous categorles of auxiliary health worker. Thus, one finds that in WHO
statistical publications during Perxod IV, there are more categories of hedlth auxxhary for
which ngures are given than prevxously. Also,” breakdowns are more often given on human

resources in the developing_ compared with the more developed countnes. For 1975, for. -
example, the following contrasnng data are sv.ggxh;ant. , ‘ a8,
Personnel type o Number per 10 000, in countries -’ X
l ) o Developed ge‘velom& . o .
Physicians o 6.0  * 5.9 ?
) Nurses and midwives " 30.3 . . 9.7 : °.
Assistant nurses-and midwives . 15.1 i 2.4
Medical assistant’s . ' " 2.4 . “*6.8 - ’ .
. - ’

r B :t’ M 1

The greater ratio of medical aseistants = representmg typically health auxnhanes (often
with three years of training following prr.mary or junior secondary school) who are not
assistant nurses - in the developing countries 1s in sharp cofifrast 'to the comparative ratios

of the otfier more conventional types of health personnel. Moreover, the number of countries
- repérting to WHO that they were Lraining medical assistants rose from 27 in 1960, to 38 in
1970, and to 57 in 1977.5! - §le v ) .

l
In summary then» thh respect to the ob_]ecl:we of expandingd national supplles of conven~
tional health personnel one may conclude that in Reriod IV this objective persisted in most * .
countries of the world, but at a lower priority. WLtha.n WHO policy, the meortance of this )
objective declined perceptibly in Period IV.
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. .y Chapter V . : i . <
" QUALITY OBJECTIRE : IMPROVE PERSONNEL/STANDSRDS | o
AND ACHIEVE ACADEMIC EXCE CE . . L
f - v 4
- . :’—

Just as expanding the numbers of conventional health personnel was a 'prominentainitial
- objective of WHO policies in the health manpower field, almost always linked with it was a
call for improvement of the quality -« or the academic qualffications of those¢ personnel.
One gets the impression that various spokesmen at WHO cpnferences were-even straining to
avoid giving the impression that they were concernecL..nnlj with mere numbers; increased
production of physicians and nurses, it was claimed, should never be accomplished at a
sacrifice of quality. Technical and academic standands mu%’t be imprdved, it was argued, at '
the same time. - - .
1 “ !
o Y '
Improved quality of personnel - PEtLOC'i I . ;- ] -, L "
As already noted in Chapter IV, the first World Health Assembly adopted a programme of
education and trdining in speclflc response to the devastation of the Second World War. In
thé Health Assembly discussion of the matter, reference was made to. the degree of technical ~
efficiency of the personnel tragned, which doubtless. 'showed concern for the quality of their
work as well as their numbers.l The first WHO programme and budget also implies a quali-
tative objective by /stressmg that "a doctor 1is, expected to be an active member of the
community and know its esonomic and social strucfure, which has so much ‘mflueﬁce on health

. and disease"? - although this concept likewise implies ar objective of relevance (discussed
later). The same document states that the WHO programme should aim "to ascertain that high
standards of training are internationally accepted ®nd followed". A reference the next year
to promoting international 'exchange of scientific information" alsd ‘suggests a quality
objective’ in training programmes. ! . e, : R

The importance attached to fellowships - .partioularly those for foreign study by
physicians from developin‘g countries - from the first days of WHO, implied, also td some

extent an objective to improve the qdality of professxon'al education as y%&)' %s perfor—
mance. It will be recalled from Chapter II that the very first admmxstratwe u?n% p.n WHO,
esponsible for educatxon and training was the Fellowshxps sectxon.
' * & .

¢ Publications appearing in Period I reflect various concg:ns for raising the ‘guality of
educational pro rammes . Referring to a health personnel tratining programme in the Anglo- .
-~ Egyptian Sudamw’in 1949, for example, a WHO staff member stated: .

¢

"The training schemes were simple to start with and they have developed; either the same
training has become increasingly elaBorate‘ or it has remained the initial step of
. successive. and more advanced schemes ... The problem of obtaining better personnel “or
the health servxces has, therefore, been approached in two ways: by ‘providing improved
tra).n).ng facilities and by paying higher salahes W more—quahfled personnel "
Likewise in the Region of the Americas, much attention seemed to be given, “to improving the
quality of the education of nurses, including the development of postgraduate courses.

»

prigingly, therefore, the First General Programme of Work, launched in 1951 for the years-
1952-1956, included among its three general objectives one on quality, namely:

o
.

"each country should attempt to reach an agreed minimum level compatible thh its stage
of development."’ |, . . '

4

<

Y

L Aan .
. . N . - v/
Improved quality of personnel - Period II ;
> . - o : .
Among health manpower problems identified in Pertod II, it will be recalled from Chapter
[II that a perceived need for standards in education ranked relatively high. Not sur-
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. !' O0f the twd specific objectives of the ET programme of GPW2 in the professional and technical
- education of national health petsonnel the second was: ''to provide the highest possible
- technical effLCiency by improving thestype and raising the quality of medical education" X
’ ' B3 - '

In 1953, the Exeéutive Boaed 5 organizational study on education and training defined
four main ET objectives,.~of %hich the third was "to establish standards of training and of
qualifications of personnel".9 The .programme and budget volumes in Period II similarly
included references to the ‘promotion of standards sza function and responsibility of the ET

Q

~ Division; for“tbe year 1957, for example, the Divisfion was requested to:
"13, B -‘\ ’ -~ ¢ 3
"pramote the advancement of educational concepts, standards and methods by collecting and
- trans itting information, organizing the exchange of experience by meetings, Visits,

studies, etc., and advising on individual preoblems"

N

»

The numerous vmeetings of the Exper; Panel on Professgional and Technical Education of
Medical and Auxiliary, Personnel devoted ‘to medical school activities have been moted in
Chapter 1IV. Virtually all the technical reports on these JMmeetings in Period I1 made
reference to technical quality aspects of’ medical education. The eighth meeting in 1961,
for example, focused on effective teaching of the basic mecdical sciences in the Yight nf
modern medicine.¢l The great use in these years of medical teaching missions -, groups of
scientists of international ‘reputatijon who travelled to several medical schools in less
develtoped countries to offer postgraduate courses ~ was an okvious indication of a quality-
improvement objective. 2 The continued high place of fellowships among ET expenditures
was a further reflection, at least in part, of the goal to improve personnel quality.
Indeedy between 1952 and 1961, fellowships for the study of clinical and medical sciences
increased. from 10.5 to 26.5% of the total, while those for health organization and services
declined from 59 to 30% of the total. The same interpretation can be drawn from the
extensive -use in Period II of WHO visiting professors. .

The numerous publications emanating in Period II ‘from both WHO headquarters and regional
offices stressing quality aspects of ‘personnel training are too numerous to recite »n full.
From the Region of the Americas, for example, there were reports”on the atterns of medical
education in paediatrics and how their quality might®be improved. The quality of
dental education in Latin America was studied and proposals were made_ fo? its enhance-
ment.16  1In Chile, studies were made on more discriminating ‘methods for selecting entrants
to medical school.l? The WHO Regional Office for. Europe also conducted & stud of the
, teaching of paediatrics in 68 medical schools (finding h@lf of them inadequate). This
office likewise advocated improvement in the training of sanitary éngineers.

The quality of nursing educatjon réceived a great desﬁ\pf attention both at WHO head-
quarters and the regional offices. *The Expert Committee on Nursing made npumerous proposgals
to strengthen schools of profeSSional nurSing, both for basic and for advanced studies.
Improvedr psychiatric nursing was the focus of interest of another Expert: Committee in
1956.21L Several reports on fOStbaSlC and specialized education of nurses came.from the
Region of the Americas. General accounts of the fellowships programme "and
overall ET activities emanating from WHO Headquarters tended to stress objective to develop
improved - standards in health services through upgrading the. teaching institutions in
countries.

Further examples might be §ited' the teaching of statistics to medical students or the
teaching of obstetrics to nursing students. These may be enough to show the emphasis in
Period Il on strengthening the qualitative content of profgssional education. The stress on

advanced, university-level nursing education in many developing countries - sgriously
deficient in even minimally trained rural health personnel - may sgem surprising in retros-—
pect.27 The university-trained professional nurses, however, were teeded to serve as
teachers in schools _of basic nursing as well as Ssupervisors. One should not therefore

condemn all concern, fof promoting qualitative content in health personnel training. It was
the overwhelming attention given to’ this aspect of health manpower development in Period II
that was undoubtedly out of balance with the true conditions and needs in coumtries.

" - .

How.can one evaluate the results of all these quality—improvement efforts? Perhaps the
most significant reflection of their impaect may be judged from the repeated interventions 1in
WHO governing bodies on the irrelevance of numerous training programmes to true national
needs. References were made to th& unsuitability of imported curricula brought to develo—

——
ping countries, and alsp to thé difficulties of adjustment of foréign studente to some of the
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high quality curricula in the universities of developed counitries.28 The goodwill of
foreign consultants was appreciated, while "it was still argued that they could not/possibly
bring appropriate solutions to the problems of educational  reéquirgments of /developing

countries. Yet these critical wiews apparently did not prevail, and one must‘conclude that

" in Period II the highest priorify ‘in.WHO and in Member States was accorded to improving the
quality “of health science educatjon, while also expanding the quantitative output of pro-
fessional schools. e

3 ’ a

a3 ~

> \J :
Improved quality of personnel - Period III

< .

o

It will be recalled that in Period III (1962—1972Y;rthe problems identified at Wqrld
Health Assembly discussions such as the need for standards in education, along with raising
the quality of education, had fallen,strikingly to much lower ranks than they had occupied in
’ Period IIt 'Instead theif places weré 'Taken by issues on the training of auxiliary health
personel and the need for adaptation of curricula to each nation's real health situation.
B .

° ~

The main objectives of GPW3 (prepared in 1960) nevertheless remained sthe same as before:

to reducerége shortage of personnel_cand raise the quality® of their education.”* in
Chapter IV we have already noted the more general objectives of GPW4, along with the more
.explicit emphasis on training programmes for health auxiliaries. It has also been noted

that the Technical®Discussions at the World Health Assembly in 1970 ended with a summary of
13 conclusions; not one of these specified any need for improved quality in professional
education. Instead, the very first conclusion,is on the need for adaptation of p;ofessional
educition to “local conditions, and the general gthrust of all the conclusions is on the value
of auxiliaries and the importance of community orientation for all health personnel. The
same priorities were advocated at the Executive Board session 'in January 1971, without any .
reference to quality:objectives. ¢ ’ .
B - ‘ 1 ,
In one respect, however; the goal of better quality acquired new importance in Period III
" - namely, to put specific emphasis on the importance of continuing education. The WHO/
UNICEF Joint Committee on Health Policy (JCHP) at its 18th session, in 1971, suggested five
priorities of which the fourth was '"refresher %nd continuing education". Such cen-
tinuing educafion may imply various objectives, of which assuring the maintenance and/ or
improvement of performance of health personnel 1s one. On the other hand, when linked to
strategies for expanding the supply of auxiliary personnel, who have usually had only brief
basic training, then the implications of continuing education are quiterafi{sgent. For this
personnel a systematic schedule of formal instruction (perhaps for a week or“two each year or
each half-year) can do much to compensate for the brevity of the initial training, and can
help the health worker to draw gppropriate lessons from his or hex field experiences.
; .- A
Implementation of policy in postgraduate medical education was reflected. towards the end
of Period III by the establishment in"Moscow of a WHO Collaborating Certre to analyse infor~
mation” and to carryout research on various aspects of postgraduate work. The Central
Institute for Advanced Medical Studies in the USSR was organized in 1930 and became a WHO
Collaborating Centre 1n 1969.31 Nufsing studies at the postgrdduate level ape usually °
defined as postbasic nursing educi&ion, and it is notewprthy tHat the extent of such training
had greatly increased during Period II and the first part of Period III. After about the
mid-point of Period III, however, WHO-sponsored programmes of postbasic nursing education (to
prepare nursing teachers and administrators) gradually decreased, perhaps because countries
no Tonger needed so much WHO cooperation in this field.3?2 o

-

Reflecting these mixed tendencies towards.a quality-improvement objgctive in Periga‘lll,

"the World Health Assembly in 1971 adopted a comprehensive resolution (WHA24.59) on education

' and training, which embodied bpoth (a) emphasis on the adaptation of training to national
needs and (b) the principle that’' training should "take into account science and technology

|- —achievements ..."33  Thus the retention of the quality objfjective, at least in WHQ. policy o
~  statements in thé ET field,. is evident uptil the end of Period IILI. .
Certain new WHO methods of work developed in Period III were probably indicative —-" at
1east.in part - of a quality objective in professional educattion. One was the creation of a
revolving fund for facilitating the purchase for countries of teaching and laboratory equip-
. ment. This idea was authorized by a World Health Assembly resolution in 1966 '(WHA19.,7) to
fécilitate‘"méﬂipél and paramedical education and training".3* Another innovative method

° v *
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was a programme for producing and distributing textbooks, launched in the Reé\)n of the
Americas, with a speci/al %us on medical textbooks in Spanish.
%

Several publicatipns in Period III seem tol"fn’)cus on rather specialized aspects of pro-

fessional education, even though they did not necessarily originate in the ET Division. In
1962, an Expert Committee on Human Genetics stressed the importance of expanding ilnstruction
about’ this subject in basic medical, education. Similar advocacy of instruction _in

cancer and in psychiatry was included in the reports xf other expert committeel. 8,

The qualitative aspects of medical education were also reflected in an interregional travel-
-ling seminar conducted in the USSR in 1964; this group studied the manner in which Soviet
médical students were provided with basic instruction in methods of medical research.

In 1970, another such travelling group studied postgraduate medical edugation 1in the
UssR.39 In 1962, an Expert Committee on Dental Health called for international coordi-
nation of dental education programmes "with a view to raising the level of professional
competence of dentists throughout the world ..."40 5ti11 another Expert Committee, studying
midwifery, stated in 1966 that 'the statdard for acceptance for .training should not be less
than that required for nurses and teachers'.

Thus, even though in Period III the priorities in the ET programme 1tself were changing
toward a lessened emphasis on quality objectives, such goals still occupied a key place in
the training activities of other WHO programmes. It took a few more ,years before the
modified priorities in the health manpower field extended throughout all programmes of the
Organization. : . -

.

4
Improved quality of personnel ~ Period IV

-

,By 1973, the issue of quality standards and associated aspects of professional education
seem to have disappeared from the main manpower problems identifiable 1n World Health
Assembly discussions. Numerous other problems had come to occupy the?centre of the stage.

N . .
In GPWS (for 1973-1977) and GPW6 (forc 1978~1983), as noted, in. Chapter IV, there were no
longer any specific references to the preduction of health personnel 1in terms of either

quantitative or qualitative goals. < Instead, the keynote of these statements of WHO policy °

was flexibility in relation to the néeds recognized in each country, with promotion%of the
quickest possible self-reliance in all fields, including health maunpower development.

The only documents that can be identified in Period IV that have any definite quality
implications _appear to be those about continuing education. -Yet, in contrast to basic or
undergraduate education, 3as noted above, continuing education tends to have connotations
rather different from those, of academic excellence or educational standards, which figured so
prominently in the earlier years of WHO (particularly in the 1950s - Period II). '

+ The World Health Assembly in 1974 adopted a resolution on continuing education for
physicians (WHA27.31).42\. Although referring to quality, the clause used in the resolu-
tion's preamble was® that continuing education is "of cardinal: importance to the health
authorities in assuring the quality and coverage of health services" (underlining added).

Likewisey the concluding action recommended was: -
. o o

"rhe development of national systems of continuing education for the health pgofessions,
.based on national and local health needs and demands, integrated with health care and
. educational systems, with full utilization of the resources of universities and schools

AT of health personnel."”

Q
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This concept of continuing, education is more closely linked to the preparation of Hhealth
manpower to meet the needs and demands of the health services, in a country than the tradi-
tional concept of such education -~ namely, to keep personnel up-to-date about sctientific
advances in various specialties. '
¢ !

This World Health Assembly resolution was based largely on the recommendations of an
expert committee convened in 1973,4[' which stated that: .
: "nresent efforts in this, field [continuing education for physicians] are often “unsyste-
— —matic, poorly supported, little influenced by contemporary educational science, episodic,
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focused more on transmitting new information than on improving competence, and oély
1nc1dentally related to health deeds and national health priorities."4>’

Accordingly, the Committee ‘'concluded that WHO should encourage and support:

"The development of nat10n31 systems of continuing educativn for the‘%ealth professions,
with clearly defined' central and reglonal admipistrative respousibility and authority,
and the integration of such programmes with the national health care system".%

’
' .

Thus, by Period IV, the quality objective in WHO's health manpower development programme
had changed 1its original content. This was clearly understood by. everybody, Cthough
"officially" never spelt out, tomean the pursuance of the "standards", of the "quality" of a
few most highly developed countries or rather of a very few most prestigious institutions in

those countries. -The problem with this was that the relevance of those "standards", of that
quak{ty even to the needs of the countries where they were practised was not uestioned for
decades. It was taken for granted, that they were the standards, the quall y of medical

education and were to be emulated

in the whole world.

This has gradual y changed and

"quality' basically jas come to connote the sort of relevance to and integration with health®

s€rvices in countries that will be the subject of later chapters of thxq qtudv
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EQUALITY OBJECTIVE : MIGRATORY FREEDOM FOR HEALTH PERSONNEL -

N - .
4 '

} v e
Certain objectives may be tormulated for quite understandable reasons, and yet the .
actions taken to pursue them may lead®to very undesirable side eftects. This type. of
objective in health manpower policy is well illustrated by the goal,. articulated a few: years -
. after the fdunding of WHO, to achieve cross-national equality 1in the qualifications of |
professional health personnels .o °

/// ' ’
> -

Advocacy of uniform ifdternational standards, in the preparation of physicians, dentists,

nurses and other health professionals was based on the argument that no country should accept

secqnd-class quality in its personnelj} every country'®€ physici % and norses should be as

well qualified as every other s.*~, Such standards were also basé&QGStenSL y on a concept of
"one world”, in which health personnel could move about freely in order to advance their
personal.careers or £or other ceasons. The uliimate cousequeuves ui this {reeduwm, huwever,
proved to be seriously contrary to the larger soc:al interests of several countries.

International standards - Period 1 . o
T - e \

As early as the Third World Health Ass®mbly in 1950, a representative ot India advocated .
"the establishment of imternational standards of medical education", 1n order to facilitate a
"reciprocal recognition of qualifrcatrons".1 Similar 1deas were expressed at sessions of
the Executive Board in 1950, some members of the Board even propesing a basic standard
medical curriculum.?? 3 Newly 1ndependent States understandably did not wish to _be
coni?dered second-class with respect to the physicians their schools were preparing. (

In the proposed programme and budget estimates for 1950, prepared 1in 1949, the discussion
had even referred to “the possibilities °§ internatiofal medical licensure" it was stated
that '"the increasing similarity 1in technical developments 1n varrous countries ...
[decreases] the necessity for sstrictly national patterns of traimng".4 Likewise, the
very first meeting of the Expert Committee on Professional, and Technical Education of Medical
and Auxiliary Personnel, in outlining a long-term programme in that field, listed as a top
objective: ''working out international minimal standards of training"

In spite, of these various references to cross-national eguality in the training of
physicians, and even to their international licensure; no actrpn was taken in Period I
towards the attaioment of such an objective. Perhaps one may interpret these statements as
an affirmation of the dignity and prrde of certain developing countries that unders;andably
wanted to overcome any stigma associated with their former colonial status. .

-V ‘
. . g oo, \ .
International standards - Period II ‘ . . .

As noted in Chapter V, a need for international standards in medical education was again
identified as,  a problem in 1952 at the Fifth World Htalth Assembly. But probably more
important, as explained in Chapter I1I, the Expert Committee on Professional and Technical
Educafion of Medical and Auxiliary “Personnel, concluded in the same year that such global
standards were "not feasible at the present time". Alsbo, although reference was made in the
First General Programme of_ Work (GPW1) to minimum’ international standards, the significant
terminal cladse was. that the level should be compatible with each country's stage of develop- -
ment.” The GPW2, moreover, referred only to the highest possrble technical efficiency as a.
goal of education ‘and training “for each country,' without any “reference to international
standards or recrprocrty of academic “degrees. *

“
.

§ Yet 1t cannot be denied that an atmosphere of controversy surrounded the qxssue of
manpower standards. Although no.specific ~actions were taken to implement such pdards,
some discussants at governing body meetings clearly ,hinted at- the importance of ‘widely » .

accepted standards to permit free migration of health manpower for study or even for chgesing

-
-
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a place to practise medicine.® In the years 1952-1961, however, the movement of physi-
crans and other health workers from the less-developed to the more-developed countries was
not sufbiciently great to be identified as a problem - either positively or negatively (see
below).
. Perhaps indicative of the mixed judgements and attitudes ofeWHO governing bodies about
. international standards of medical education was a resolgpion passed by the Ninth World
-Health Assembly, 1n 1956 (WHA9.33). This resolution referred specifically to the proposal
of the Government of India concerning "fixation. of mifimum educatjonal standards on .an
international basis for doctors". The action wsecommended, however, was “simply that  the
“Director-General ... study the proposal and its possible implicatisdns" and that he should
_"submit his observations in a report to a future session of the Executive Boggd".

Quite significantly, it was not until seven years later, in 1963, that a report on this

. question was actually submitted tp the Executive Board. With so long a postponement of
action on Ind:a's -proposal, Xhe might* expeect that some action would have been taken at the

WHO regional level - particularly since New Delhi Was the seat of the, South-East Asia

» Regional Office. Study of the ET programme in SEARO during Periogd II, howevet, shows no
activity along these limes. The only formal actiocn related to medical education seemed to

be a recommendation in 1954 that an authoritative national body be established in each

country of the Region to "prepare a reform of medical education".

International standards ;\Period 111

The study requested by the World Health Assembly in 1956 on "minimum educational stan-
dards on an international basjs" was finally implemented in 1962 (at the start of Period III),
by convening a Study Group on Internationally Acceptable ,Minimum Standards of Medical
E4ucat10n.9 The main declared intent of the proposed standards was to  facilitate post-—
graduate education for physicians abroad. The recommendation concerned such matters as:

~ suitable methods of medical student selection; .
- prerequisite studies of 12 years, including mathematﬁcs, basic sciences and humanities;
. . - .mnjmum of four full-time years of medical studies, plus a one-year internship;
¢ -~ clinmical subjects taught in ways guited to the environment of each country; .
- & unmiversity setting desirable (but not mandatory);
- academic policy entrusted to the senior teachers, subject to governmental influence
being kept to .a minimum; .
- 4vailability of a general hospital; ‘
- teachers of basic sciences should be full—timq;'and
~ methods of evaluating the school should be feasible and available.

1t would appear tha} the proposed standards were relatively elastic and subject to varying
interpretations, except for those on the duration of studies (four years plus internship) and
the full-time status of teachers of the basic sciences. o -

In spite of the painstaking work apparently put into tite report of this Study Group,
~.__ there is no -evidence ot any efforts by WHO to follow up the recommendations, listed above.

: fndggd, tn 1967, an Interregional conterence of directors of schools of public health was
convened.1n order to explore "a procedure for mutual recognltjon of schools of public health _
and of [therr] 4legrees and diplomas'.10 This conference concludéd with a request to WHO
to ''Speed the éve?tggl ‘introduction of a procedure for mutual recognition,k Qf schools of

- public health on a voluntiry basis ... 11 Although WHO staff“attemé{gd to follow up this
recommendation, it proved td\bexqgite unfeasible to implement. . .

The two Ceneral Programmes of “Work dufing Perfgd 11! (GPW3 and GPW4), reviewed in
. previous chapters, refer to raising the ¢atity of education of health personnel, and of
promoting post-graduate training of administrators of health services, among other things.
They make no reference, however, to any objective to attain internationally uniform stan-
dards .- Instead, the tread of WHO, policy, particuTarly towards the-end of Periqd III

(1962-1972), seems to be emphasis on developing "curricula based on real_local needs rfither
than copymg".12 B&yond this, in 1971, a World Health Assembly resolution WHAZ4.5Y
invited the Director-General to proceed with, the study -of medical school curricula in

. difterent countries "with a view subsequently to drawing up basic models" which would help
developing countries planning new medical schools.

K 3
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Perhaps an indirect reason for this reluttance to follow up the issue of imternational
standards was the 1dent1f1cation in 1964, at, the Seventeenth World, Health Assembly of a new
problem: the "brain drain" or outflow of trained health personnel from countries that
already suffered from shortages of manpower (in relation to their actual needs). At this
Health Assembly there were two,interventions on the issue, for the first’ timé, and discussion
of the topic increased until the end of Period IIIL. In 1972, at. the Twenty-ninth World
Health Assembly, there were 24, interventions on the "brain drain" problem. As w11l be
recalled from Chapter ILI, the departure of trained health manpower fromr less~developed to
more~developed countries was perceived as the third-ranking problem on which interventions
were made during the eleven World Health .Assembl'ies 1in Period IIIL. Meanwhile, the goals'of
international standards and of equivalence of academic degrees were not foufld to be achiev-

able in practice. Instead, 1t was an undesirable migration of trained rs¥nnel maxnly from
developing to developed countries, that ¢ame to occupy the centre ot the stage 1n WhOs « -
governing bodies.. . e
. t ‘ '";ﬁ' K 3
Thus, towatds the latter part of Period III, Ldentlflcatlon of~the. 'obrain drain" problem‘
essentially reglaced the so-called need for" 1nternat19na1 'standards ot professlonal education
and'qualnflcatnons. No definite action was taken on either of these two countet-pOLSlng
. 1ssues until the very iast year of Period III, when a definicion of the term pny51Clan wds
submitted by the Executive Board to the Twenty-fifth World Health Assembly in 1972.° | The

, essential non—unLversallty and pluralistic nature of this definition BF s® strlklng that s
. 1s worth quoting 1t in full: .

* )

Ll

S - I3 ! - é N
o "a physxulan 1s a person who, having been regudkarly admitted to a medlcaﬁgﬁchool duly
..recognized .in the country 1in which it is 1¢¢afed, has successtully copgpleted the p
scribed course of studies in medicine and has acquired the requisate q&@llflcatlons to be
. leggdly licensed to practise medicine (comprising prevention, dia osxs,“ﬁxeatment and
' refiabi1litation), wusing 1ndepéndent Judgement, to promote communxtf' and tndividual

hehlth."14 »

Despite the rather vague and highly ref&tlve nature of the Board's definxtx&n, 1t was still
not adaptedsor approved, but only "noted" by the Twenty-fifth World Health’ Assembly in 1ts
resolufton WHA25.42. One’may 1nfer that this was the Assembly's way of provxdnng a polite
burjal for the 1ssue of international standards for medical qualificatidhs, no longer , -

consfdered a SLgnltlcant policy question.
44

~

1~ On the closely related gquestion concerning equivalence of medical EegreeS, to permlt
véciprocity of licensure between countries, the World Health Assembly was evén less defini-
Jtive 1n 1ts further policy formulation.' After calling upon the. Director-General td "stud
criteria for assessing equivalence of medical degrees' ip 1966 (resolution WHA19453), 1
subsequent Health Assemblies were clearly not satisfied and asked repeatedly for~ further
studies. Fynally 1n 1970, the Twenty-third World Health Assembly simply called en WHO to
"assi1st further the training of national health personnel at all levels, " and to urge
,  countries "... of each region to formulate a minimum standard of currlculum for tralnlng
programmes for health personnel, taking {into consideration the needs of the region" This, -
deci1si10om 1n resolution WHA23.35 (1970) essentially recognized the possible value oi recxpro—

city of credentials within any of the six WHO reglons but not between regxons 2 -
- — . 3
. e
"International standards versus '"detrimental" mrgration ~ Period 1V . T

& .

By Period IV (1973-1980), the international professioﬁal standards and crdss— Aational
equivalence of academic degrges had become mdr& of a matter for,collaboration with UNESCO on
‘reciprocal rnggnltLSn of higher education studies, degrees and diplomas by countries. At
the same time, the problems caused by cross—-national migration of skilled health manpower had
become promingnt. In the Health Assemblies from 1973 to 1980 the 'brain drain" was,the

PR

fourth-ranking problem identified in interventions. "

Regardxng the' 1ncreasnng1y vexed problem of the crossfnational migration of health
manpower from the less?developed to the more- ~developed countries, no definite action had been
taken 1n Period IlI. In 1969, the Twenty-sedond World Health Assembly merely called upon,
in one clause of a rather comprehensive resolution on health manpower development
(WHA22.51),16 { A Lo

[
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. "The economically developed countries taking part in the aining of physicians from_the
developing countries to encburage graduates to return to work in their own countries."

~

In 1971, the Assembly went somewhat farther “n calllng tipon the Director-General, in

resolut ion WHA24.59: .
. T “ . a - ° ~

N ) - ¢ # . P

"to proceed ... with study‘of the phenomenon of the outflow of trained prbtessional and
technical* personnel from developing to the ,developed countries ("brain drain'") which can
be detrimental to the training of national health personnel and to the health services of
the. de%%lopnng countries and to the prospects’ of international cooperation in that
field." - . @

. . ‘

The next Health Assembly in 1972 reaffirmed the importance . of the mlgratlon problem, and
resolution WHA25.42 called for a "uomprehen51ve study to determiffe its calses and to find
appropr iate solutions".19 . At this Assembly there were discussions and some debate about
whether it was appropriate for WHO to take any éorrettive actions on this problem, but there
was clear agreement that it should be studied by the Organization. Pence, the " major
activity in Period’ IV of the Division of Health Manpower Development, apropos of the

"equality objectivé" as defined in this chapter, was a major Lnternatlonal study of physician
and nurse cross—national migration thrOughOut the world. . ) ) . -

fven before this extensive study wds completed, the Twenty-niath World Hé%lth Assembly in
1976 called on the Director-General "to) collaborate.with Member Stat ««. 1n the development
of measures to control undesirable migration of health “manpower" Cngolut1on WHA29.72).2
This was, 1in fact, the first specifiq action propvsed by the Asserdbly to’ cope.with the
migration problem.

Before WHU began its comprehensive study of health manpower migration” in the early 1970s,
\ other studies of this phenomenon had been made in the Federal Republic of Germany, the
United Kingdom, the United States, and elsewhere. As a first step, therefore, WHO collabo-
rated with.the US Department of Health, Education, and Welfare (Health Resources Administra-~
tion) in the production of an extensive annotated bibliography on this matter in 1975.
A further literature review was also done in collaboration with the University of London
School of Hygiene and lroglcal Medicine. = Then questionnaires, seeking statistical data on
the national inflow and outflow of- physicians and nurses, were sent tv governments throughOut
the world, data being collected from 137 countries. Thirdly, more intensive Studies weére
made of 40 countries, selected because they had experienced' a considerable inflow or outflow
L] of physicians, nurses, or both. It 1s not surprising that there were difficulties 1in
collecting this vast body of data, but a synthesis of all of 1t yielded a comprehensive
report that was publlshed in 1979. 2% C N
Only the main findings and interpretations of this import{ant study need be summarized
here. It was. found that in 1972 some 6%, or (140 000) of the world's physicians were
* located i1n countries -other than their own or those in which they had been born or trained.
Approximately one-eighth of the world's oytput of physicians migrated annually - 864 of these
going to five affluent countries: Australia, Canada, Federal Republic of Germany, Untited
Kingdom, and United States of America. Foreign medical graduates accounted for one-fifth of
all physicians in the USA 1n 1974, %{ far the largest single donor country for physicians
was India, followed by the Philkppines. .

/ N
e
N Wény more specific findings came from.this exten51ve migration study, but certain of the
interpretative conclusions bave such important mellcatxons for health manpower planning, in
both donor and recipient cduntrigs, that they should be- Summarlzed the migration of

physicians and nurses between countries’ 1§ not random, but depends on market pressures.
Out-migration results when a country produces more physicians than it can ecopomically absorb
-(or employ), regardless of 1ts objective health needs. Similarly in-migzation occurs when a

country can economically absorb more physicians than it has trained itself. "In many
developed countries the underproduction of ph;&Lnlans stems from the‘restrictive practices of
the medical profession"”. 2 On the other hand, "i1n many developing countries the over-

PFOduCtLOn of physicians results from the fact that the demand for medical educakion fand the
output of medical schools] 1s completely unrelated to the demand for physicians' services in
) " the same country."24 Perhaps most important, the loss of physicians from denor cpuntries
1s related not so much to the potential service® they mnght have reddered (but most likely
could not have been supported to render), as to the many resources that went into their
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training, which could havl been more effectlvely used for tralnlng other more appropriate
forms of health manpower (particularly auxiliary health workers) .23
%
Thus a WG study, stimulated by the problem of the mngrétory "brain drain'" -of physicians .

and nurses maxnézéfrom less- developed to more—developed countrles endad up by providing
£

- powerful evidencg for the need for rational manpower planning =~ if waste was to be avoided in i
developing countrrés and if the affluent 1industrialized countries were not to be the bene-
“ficraries “of this extravagance. To remind the readér of the relationshlp 5f the mlgrallon
phenomenon to the focus of this chapter on cross-national "equality" of health personnel, it
1s appropriate to yuote another of the SP&le%C conclusions of the migration study, namnely:

. "International agreements promoting the international recognition of medical and nursing -
. qualifications facilitate and, possibly encourage migration".26 A
- e
The acuteness of the migration problem raised §ensit§vity also In the WHO Reg;ons about
this disturbing health manpower issue. In the African Region, for example, a study of the
problem was started in 1975, focusing on the “loss of medical graduates from African
countries. At the same time the Regional Committee for Africa launched "an appeal ... to
the countries towards which the exodus of quallfled personnel was directed to dlSeourage
settlement and promote rapid return. w27 . e

Around , the mid-1970s, the acuteness of the "brain drain" problem appeared to lessen.
Perhaps partially due to the worldwide attention aroused by the WHO discussions. of, and
research on, the 1ssues, - but doubtless *also due to rising consciousness about the problem {
within countries - actions were take EE;; resulted jo—a-reduction of the dq}rlmental type of
migration described above. Th SA and“Ganada, for reasons of their own, Began to restrict

the immigration of foreign medical graduates around 1975. Some donor countries, such as
Egypt, considered reducing their output of new physicians. The Sixth Report on the
World Health Situation (for 1973-1977), published 1n 1980, summarized the developments as
fo{lgg§; ) . e -

. / . 1
U§hile the 1intercountry flow of physicians and nurses has- increased during the past
-decade, its volume and direction are now changing. As a result of recent*regulations 1in
the key recipient countries, the flow from developlng to developed countries 1s likely to
decline. At the same time, major donor countries are beginning to take measures to
iincrease the capacity of the;r respective health systems to retain trained personnel and

w30 .

use them properly ... . . ,

In a word, 1t would seem as though the harmful or socially inequitable effects of purely
market forces, in the global productiéid and use of health maunpower are becoming slowly
counteracted by deliberate social planning in countriess Exposure of the facts on this
whole problem by both WHO and 1ts Member Stites has doubtless helped to gstimulate these
correctlve‘planntng actions. This entire experience may help to convey the message that
more important than cross-national equallty of health personnel is the principle of training
manpower - both in types and in quantitias = most appropriate to the health needs and demands

of each country.
] ~
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Chapter VII ’ P .

) . COVERAGE OBJECTIVE : HEALTH PERSONNEL TO ’ .
_ SERVE ALL THE PEOPLE < ’ '
o » LY

The geographic maldistribution of health manpower has long beén a* serious problem in
almost ald, countries developing and industrialized. The most obvious feature of the
problem is the shortage of health personnel ‘in rural areas, while health-workers - parti-’
cularly physicians - are heavily concentrated .in the cities. In developing countriés, it is_
tommon to find four-fifths of the physicians located in a few large cities (sometimes in one
metropolis) where 10, or 204 of the population live, ‘while only nérfifth or fewer of the
physicians work in rural areas, where 80 to 90% of the population-live, Even inside the
borders of large cities there are often .concentrations of physigians'iﬁ:ﬁiﬁluent neighbour-
hoods, whilg‘slum areas are almost devoid of physicianis . =

.
’ 1)
a

Recognition of these health manpower distribution problems, ‘as discdssed 1in Eﬁﬁ?fér 111, ¢
yas expressed in WHO meetings from the first days of the Organization.” In this chapter, we
shall review the evolution of WHO health manpower policies to cope with them. ‘The policy .
objective that gradually developed was to achieve .full caoyerage of national 'populations with -
appropriate health personnel, : % *

S . “
Y

Achieving bopulation coverage ~ Period I

. R — R . . ) ) ‘
Discussions of the overall shortages Qf health personnel in the «first yearsaof WHO were *.
"":Eually linked to comments about their.maldistributian within countries. At the Third World ¢
Health Assembly, in 1950, when the m&ldistribution issue was raised, the delegate of France
suggested a peviod of compulsory health service for physicians in areas of manpower
shor tage. Such .a policy had long been implemented in the USSR; in Mexico, a six-month .
period «of social service for all new medical graduates had been required since the 1930s.
The issue was hotly debated, and several delegates argued th#t financial and other incentives
‘/,ﬁere preferable to compulsion. No action was taken, however, ofi this matter. . ,
The major strategy implemented in developing countries to athieve health service coverage
in rural areas has undolibtedlf been the training of auxiliary health workers of many types,
though this strategy matured §lowly. As early as 1949, in the very first Annual Report of
the Director-General of WHO, jhereis a brief reference to Ethiopia's training programme for
local health personnel, which was "continued and expanded with the assistance of WHO".
Although the meaning of the term "local health personnel", 1s not perfectly clear, it is A
further reported that: .

‘

"Great progress was
sanitary insgé&;ors.

3Ts0 made in th& training of .medical assistants; dressers and
, At the request of the Ministry of Education, a first-aid and

i

Uncertainties in WHO policy on auxiliaries, neverth

eless,

sanitation coyrse wigﬁiiven fo school dreiéers in Addis Ababa.%
3

were

B

reflected

in the type of

assistance given to Ethiopia_at this time.

In 1949, in fact, WHO withdrew its international

-

pefsonnel from the prog¥ammes for training dressers, medical assistants, and others, concen~

trating instead ''on grantin

Mvisers

and consultants'.

a larger number of fellow
The' Ethiopian Government

hips ... and on periodic visits of
Wd the- tﬁaining programme, -
however » according to a WHO official in an article written i . F

}

For the yea£-1950, the Director-General reported that in thé South-East Asia and Eastern
Mediterranean Regions, "emphasis was placed_on specific needs in the training of auxXiliary
health workers". In French Somaliland, a tuberculosis programme was repprted, and local
.training of ‘auxiliary medical personnel had been started in connexion with it. Likewise a
rbral health demonstration programme and teaching centre, sponsored by WHO and UNICEF, was
operating in the Philippines with emphasis on maternal “and child health services. The
next year, in 1951, one finds the same theme expréssed® in the Director-General's Annual
Report, as follows: - .

\ ; ' K
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"The shortage of trained professiohal health workers in many parts of the world, and the
fact that some countries are unable to support thhly tratned personnel in many of their
areas, ~have brought out the need for establLsthg a larger number of training programmes
for auxiliary workers ... among whom are assistant doctors, practical nurses, village
health.workers, sanitary 1nstructors and assistant ‘midwives."8
In spite of generalized statements of thi% sort, the descrfbtions of specific field

project§ in countries leave doubts about the exact nature of the manpower being trained.

References are made to local and national personnel; to nurses, to midwives, and to sanitary

inspectors. Experience- suggested, for example, that WHO's "effort in India should be
devoted to .strengthening medical and para-medical institutions and establjshing 1local
t;axnlng programmes and refresher courses'". It i1s far from clear, however, that these

activities involved the training of auxxlxarz health workers, in the sense in which this term
came to be used in later years. Thé '"village health workers" referred to in the introduc-
tory section of the 1951 Annual Report are nowhere mentloned in the numerous country field
projects described for that year. T

¢

Thys 1in Perxod I, with the possible exception. of activities in Ethiopra - where a
training programme for medical- assistants and dressers had been in process before WHO entered
the scene - one does not find definite evidence of WHO, involvement in the training, of
nonconvent ronal auxiliary health personnel. There are various references to the potential
value of the idea, but little indication that WHO participated in its implementation. Aside
from comments made in the World Healtl Assembly, the strategy of achieving rural population
health care coverage through training and the use of auxiliary personnel did not advance
beyond the stage of rhétortc in Perrod {. N

] ' 7 .
Achieving population coverage - Period II .

. - »

In Period II (1952-1961), not only did the rhetoric intensify about the importance of—
training health auxiliaries - man:festly parallel with the rising proportion of developing

countries in WHO's membership —- but some tmplementation of the concept became ev1dent. it
will, be recalled that- the need for training ‘auxiliaries was the thlrd ranking problem
identified 1in Wbrfﬁ Health Assembly interventions throughout these years. An Executive

Board member from a déveloping country said in 1953 that "one of the most important types of
‘assistance which WHO ¢éould provxde for underdeveloped countries lay in the training of
auxiliary personnel" 10 « .
y
As noted in Chapter III, nevertheless, even the advocacy of auxiliary personnel training
in the 1950s evoked” controversy. This was in spite ‘of ‘the unequivocal recommendations of
expert commirttees, such as the one that met in 1955 and conéluded:

"for the foreseeable fdtafe, and pfobablyvfor many ‘generations to come, the auxiliary
health worker will be an essential member of the team providing health and medical
services. .Y
- ) Y
Indeed, by 1960, an expert cogpmittee spoke of the importance of auxiliary personnel in the
developed countries as well: .

"The experience of developed countries shows that the need for auxiliary personnel does
not diminish with the growth of professional personnel; the contrary is the case, and
the demand for’ auxiliaries may be expected to continue and even to increase."

.

\ —

. The reasons offered for this view included the "reluctance of fully trained P rsonndl ts work

in rural areas", as well as the wastefulness of employing "highly tra1ned personnel 1in' work
which auxllxarxes &re capable of performing" 13 (involving. the "efficiency" obJectlve

discussed later). . ]
. — .

The question arises here: in what sSense the term "auxitiary" was used in WHO in those

early yeacs. In spite of expert committee judgemepts, not until the Second General Pro-

gramme of Work {for 1957°1961) could an explicit WHO statement on auxLlLarLes be seen:

"In many countries it 1s not yet .practicable or possible to provide full professional
services for the whole population. It is therefore necessary to train 'subprofessional'

or auxiliary workérs, and WHO should be ready to help in training them".
2 . R .
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*~ known as the Rural Health Servrces Scheme, 1n both its tra1n1ng and service aspects 1 A

o . —6~1 -

It was in 1954, during Period II, that the renowned ''Public Health Collegeﬁ at Gondar,

Ethiopia, was formally launched, (although we noted abové the earlier training of dressers and
medical ass1stants in Addis Ababa) 5 The Gondar training project was sponsored jointly
by WHO and.UNICEF, along with the United. States International Cooperation Administration.

Three types ‘R auxrllary health worker were péepared specifically to staff health ceptres in
rural areas. The team leader, called a "health ' officer", was trained for three years

following completion of secondary schoo®; the nurse-midwife auxiliary was’ trained for two
years following completion of elementary school; the sanitation auxiliary was traihed for
one year following enough schooling (4 to 6 years) to acquire llteracy The field exercises

of these three types of trained aUXLllary were carried out together in rural health
éentres. 16 . '
\ . v

In some countries, health auxiliaries intended specifically fdr_.rural areas were des-

cribed as 'assistant doctors" -~ for example, in Iran and Somalia.l In 1953, there was

started in a northern’provrnce of Malaya (Kedah) at the town of Jitra‘a model rural health

centre, along with a training programme for three types of A&uxiliary werker: assistant

nurse, asgistant midwife, and assistant sanitary Lnspector. From the outset, this project

.was assisted by the WHO Western Pacific Regional Office, and when national Lndépendence was

acqulred by Malaysia in 1957, the extensjion of.tH& Jitra model throughou! the country, became

o—eignificant sidelight of this programme was 1lts origin in candid response’ to the anti-

.

E
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government guerilla movements that had been especially strong after the Second World War in
the_,northern provinces such * as Kedah. 9 Steady progress has been reported in the
Malaysian Rural Health Services Scheme, @ith nearly complete national coverage (ln Peninsular
Malaysia) achieved by 1977.20 The hundreds of health centres and health stations in this
1mpressrve programme became staffed principally by the auxiliaries trained at Jitra, and
later at a second training centre in the southern?town of Rembau. )

1

; - 3
Other somewhat similar health auxiliary trainlng programmés were launched in Period LI,

with the collaboration of WHO, 1n Laos (for preparln% officiers de sants 3) and in Papua Vew
Guinea (for preparing assistant medical officers). In Libya a school ‘for’ tra1n1ng

health assistants was started_at Benghasi 'in 1955, and a similar school opened in Nepal in

1956.22 In Zanzibar, the same kind of project was started in 1957, although the trainees

were mostly attracted to curative services.? In Suva, Fiji, a school for training
"native pedical practitioners” had been functioning since 1884, and 1t was expanded in 1928
with aid from the 'Rockefeller Foundation.24 WHO began to provide collaboratrve support

for this school, known at the time as the Central Medical School, in 1955%25 The trend
after this date was towards continued upgrading and in 1961 the school s name was changed to
the Fij1i School of Medicine, and students were prepared "to a standard acceptable for regis-—
tration in medicine and dentistry for work 1n the South and Central Pacific" K
Altogether, in Period II, there was a definite expansion of cbuntry proJects, with WHO
partrcrpatlon, for training health auxlllarres - predominantly for rural areas. These grew
from 8 such projects in 1952 to 30 in 1961.26  Even thdugh these constit only a small
fraction of all WHO projects in education and tgaining, they grew from 9 1% of all ET
projects in 1952 to 16.7% 1n 1961. The output of field training projects was oftean limited
by a lack of suitable teachers. Still, at the end of the period, in 1961, the Directog-
General could report that special attentronﬂgaf being given to auxiliary personnel training

"as a speedy meao¥ of providing for the operatidn of new services. In newly 1independent -

countries the need for auxiliary health perso\ﬁel 1s particularly acute, as they are
required to undertake some of the work of health services after the departure of foreign
professional health workers, until enough fully trained national replacements are
available".2 ‘ . "

e

The cautious terminal clause seemed to imply that auxiliaries were .really a tempora;y

expedient (until fully trained national replacements became available).

L

In Pexpod LI, for spectal sociocultural reasons (including the oppdsition of the nfedical
profession the countries of Latin America were particularly hesitant to train auxiliary
personnel wyth a broad scope of functions. There were, indeed, some. auxiliary personnel

trained, but their scope of work was intended tto be narrow -~ such as personnel té assist for

a limited fime 1n hofpe deliveries in Panama. 28 Another type of aunE ary was traxn%? 0n1y
to assist sanitary inspectors and opérators of water treatment plants.

.
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The number of "medical® assistants" .~ a dferm used often to distinguish general health
auxiliaries from .'assistant nurses" or "assistant sanitary inspectors" - produced during
Period II 1s far from clear. Very few countries sent any reports on them to WHO. In the
years around 1950, there were only reported to°be a total of 1700 medical assistants in 11

developing ‘countries; around 1960, reports were received from developing countries,
aggregating tg 4800 such personnel. The coyntries reporting ‘nursing and midwifery ,
auxiliaries, on the other hand, numbered 17 .in 1950, .growing to §7 around 1960. The

accuracy of data on both ~of these'general categories of health auxiliary, of course, could
not have been great. Apropos of geographical coverage, however, 1t is very hkely that the
medical assistants reported were providing services principally in rural areas.

>

Achi®ving population coverage — Period III

fo

_In Period III (1962<1972), the lingering uncertainties about WHO policy on training
multi—p\grpose auxiliary health personnel specifically as a strategy for achieving improved

coverage of rural populations gradually declined. Training auxiliary health personnel
slowly but definitely ascended, Yo a high priority i1n.WHO, reflecting the evolving attitudes
! and actions in Member States. Among problems identified 1n 1nterventions at the eleven

World Health Assembliés in the period, as reported im Chapter III, the need for training
auxiliary personnel .,rose to the second in rank; 1indeed, 1f one were to aggregate with this
the 1.8%7 of iAterventions classified as lack of rural health personnel, this issue implying a
’ need for total population ‘coverage would have ranked as problem number one. - M

In the first part of Period III — that ks, 1n the early 1960s -~ some objecSions were
gtill, ra1sed about auxiliaries, as meaning a sacrifice of health care quality for the sake of
quantity. For example, the representative of a developing country 'in Africa said at the
1962 World Health ASsembly: "it has fot been deemed necessary to encourage the training of
medical auxiliaries in all attempt to overcome our temporary shortage of doctors".3! By

* the “late 1960s, however, such argume‘?%s appeared to simmer down to semantics about the
"labels to be attached to dffferent’categdries of. health wor:ke\r:s".32 °At a 1968 meeting of
the Executive Board, the issue was summarized sabsStantially as follows:

.
>

Iy 4 . .
"1, beth the economically developed and the developing countries, the doctor alone could
not deal with all the health problems of a given drea, and he needed .a team of assistants
to help him. Without auxiliaries no health ‘service could come to grips with all its
.problems. It was hard to see how the health services 1in a developing country could be
. organized without such assistants". ‘
Thus, by the period 1967-1972, when the Fourth General Programme of Work was to take
effect, the language of GPW4 called for the new or improved "tratning of the various cate-
gories of professional and auxiliary health perso,nnel".% By 1970, 1in the Technical
Discussions of the World Health Assembly, one of the conclusions of the report on "Education
for the Health Professions' was "a reasonable distribution of functions between professional -
health .workers and auxiliarjes, with emphasis on team work". 3 Indeed, even in 1962 -
when the Fifteenth World Health Assembly had proposed several manpower targets for under-
developed countries by 1970 - among them was not'onlg' "one* physician per 10 000 population"
but also '"one health auxiliary per 1000 population”. 6  These were, 'in fact, targets seted
_for the First United Nations Development Decade. In 1971, sthe WHO/UNICEF Joint Committee on
Health Policy proposed that prieosities for ET programmes include specifically "auxiliary
training'. This proposal was approved by the 'Executive Board in 1971, when it was also
added that greater emphasis should be put '"on training for the needs of rural areas, less on
+ hospital-based education and its concentration on rare diseases". -
-
As sigmificant .as these various policy formulations in Period III were the actual
%velopments in programmes for training auxiliary personnel to cover Ykural popuiations.
us, the‘number of déveloping countries reporting to WHO that medical assistants were
working "in' their health systems rose from .27 in 1960 to 38 1n 19705 the count of these
personnel wéported, moreover, rose from 4 800 in 1960 to 13 270 in 1970, 9 The number of
schools in developing .countries for. training medical assistants had increased by 34 during
Reriod {IT to a total of 68 (as of 1973) located in 38 countries.?0 (In Period II, such
_schools had 1increased by only 18.) Assignments™of WHO visiting té€achers to schools for’
auxiliaries had risen from 6 in 1962, constituting 6.3% of 95 such ass‘ignments,;rto 64 1in
" 1972, constituting 20.4%.70f 314 suth assignments that yc-zm:."1 Even health ‘manpower
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research, coordinated by WHD and starting in '1969, was focused on, among other things, the
comﬁarative training and performance of health auxiliaries in  three countries: Brazil,
Egypt, and Hungary..A ©

-

This growth of medical assistant training, matnly for rural area coverage, must still be
inte;breted ¢in a proper perspective. Thus, in 15 of the countries reporting medical
assistants, their total number was smaller than 100; in 28 of the 38 developing countries
reporting use of these auxiliaries at the end of the period, their ratios were only 1 per 10
000 population or fewer. Even 1n Ethiopia, where medical assistants had been trained since
the 1940s, their total number reported in 1972 was only 166. One contributory explanation
of these essentially modest achievements, betv‘n 1962 and 1972, was the policy in several
countries to upgrade their medical assistants fully~-qualified physicians -~ who would then
tend to settle in the main ieities. Such upgrading strategies were followed in Burundi,
Cambodia, and Rwanda, 2s weil as in Fiji and Ethiopia (both discussed earlier). Even in the ;
Congo (now Zaire), where WHO emergency ‘action had been launched on that country's. attainment
of independence in 1960, the crash programme to produce African physicians through training
in Europe had involved the upgrading of some 140 former Congolese medical assistants. ‘

3

Yet, by the end of Period III, the attention of WHO became clearly focused on the severe
and persistent deficiencies in health coverage of rural populations, particularly throughout
the developing world. * The basis for corrective actions. was well summarized by a WHO staff
member fYom the Division of Health %fnpower Development, who wrote in 1972:°

4
"Its vast and growing size, its isolation, itsslow standard of living, and its attitude
of withdrawal into itself are the fundamental characteristics of the world's rural
- population, which represents the majority of mankind ... Compared to the urban popula-
’ tion, which is always the first to reap the benefits of progress, the rural population is .
anden privileged and cannot satisfy its health needs. '

The health services must therefore be organized in such a way that they reach, all
the population of a country, bringing the benefits of both preventyve medicine and
individual cdre and establishing an order of priorities for meeting the needs.

;] . It will then be possiblé to train a staff capable of providing a basic minimym of

services to people who.have hitherto been campletely without health care, by turning out

#larger numbers of auxiliary personnel, ensuring™ they are constantly supervised, _and
giving them the necessary mobility to reach the popul'ation’ of the remoter area:s."44 -

~

This account of the policies and programmes of WHO to attaining adequate health manpower
coverage of rural populations in Period III y%uld not be complete without reference to the
feldsher of the USSR - a medical assistant traned originally to serve rural people in the .
nineteenth century. Although they had been extensively used for decades; it was not until a
WHO expert committee meeting convened in 1967 that the curriculum for training the §oviet.
feldsher was presented and published.AS'The focus of this expert committee meeting was on
the training of medical assistants and similar personnel, and the importance of this subject
for the objectivé of geographic coverage of \countries .with health services 'was made quite
explicit: ; y k ’ 2

4

"In most countries where the physician/population ratio has improved, the maldistribution
of physicians within the country, constitutes an almost insurmountable problem . % In very
small communities, where it would be uneconomical to employ qualified physicians, medical
assistants can do very useful work.'46 .

1
! . . ~ N ¥

It was not to be until later, however, thgt WHO sponsered a thorough study of the training
and use of the feldsher in the USSRK. In fact, the entire challenge of total population

coverage 1n developing countries - largely through the training of auxiliary health personnel
angd their approptiate deployment in health teams - did not become a WHO wobjective of the very
highest priority, until Period IV. Even then, some of the old resistance continued, but at

o

the level of formal WHO policy the crucial importance of the training andkutilization of _

health auxiliaries as membsrs of health teams, became established. -

» . -

. ~ s
.

Achieving population coverage - Period IV

] :Th? cireumstances accounting for the strong thrust in Period 1V (l973~19805 towards
achieving total population gdverage with health services have been reviewed in ChaptersIII.
I Q ‘ L.
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The spirit of detente between the major world powers, the United Nations declaration on a New
International Economic Order, the growing worldwide scepticism about excessive .technology,
the steadily strengthening voice of developing countries - all these factors combined to
sharpen the demands for equit in healnh care for all people.- In the field of health

manpower these forces clearly y lded amOng other things, strategies for attaining complete’
- gedgraphic coverage of countries with appropriate health personnel - not,as some distant

future goal, but as soon as possible.

Intrinsically linked to the objective of total population coverage were the requirements
for training and deployment of large numbers of appropgiate auxiliary personnel - numbers
sufficient to meet the needs of the millions of people in developing countries, predominantly
rural, to whom any type of modern health service wag 1naccessible (although, in contrast to
mod®€rn, certain, traditional healing services might e available).. Thus,..as reported in
Chapter III, the top-ranking problem jidentified in the six World Health .Assemblies held
during Period 1V was the need for éux11iary health personnel, followed, furthermore, by the
clbosely related need for primary health cgre personnel. In addition, related to the issue
of coverage, other isstes identified .often enough to be among the main problems were the
maldistribution of personnel within countr1es (number 14) and problems on practltloners of
traditional medicine (number 20). .

The' General Programmes of Work in this period - GPWS (1973-1977) and GPW6 (1978-1983) -
1t will also be recalled, stressed the adaptatlon of programmes to the special needs of each
country, and the prov1s1on to governments of collaboration that would "foster the quickest
possible self-reliance" .47, The element of speed dnd self-reliance could only be inter-
preted, 1n developing countries, to mean the training of health personnel that. could be
carried out within the country and with the human resources now avatlable. In GPW6, this
approach was explicitly stated ‘as follows:

Al

"Skills have to be deQéloped tn accordance with tasks o be performed ... Since it is

most unlikely that developing countries wi}ll have adequately trained professional health
manpower 1n sufficient numbers within al reasonable period of time, 1initially other

solutions ‘may have to be adopted ‘'by them, such as the training and use of auxiliary

_ 'health persbnnel and trad1t10nal healers and midwives"
2 ‘

_ The culmlnagion“of formal policy declaration to achieve coverage of total populations,
rural and urban, with effective comprehensive health care came in a resolution of the
Twenty-eighth ®World Health Assembly in 1975 (WHA28.88); the Assembly first’ reaffirmed
prévious resolutions and decisions: A

N

"concerning especially the need to encourage the provision and expansion of effective,
comprehensive he@lth care to meet the right of aceess to such care for all people
Emplrasizing that' such primary health care. can be most effectively. provxded within a

comprehensive national health system appropriate to the conditions and needs of each
country ..." ) . —— .

., : .

. L2

and then continued:

> "Urges Member States t& take theé necessary steps to develop and implement plans of action

in the area of primary health care, leading, to the provision of a comprehensive health

care system to the total population'"

.

and”also requested the Director-General;

IS . [N

.

"to encourage Member States to train and use health personnel wfth appropriate levels of
\ skills within an organizational structure_which ensures thegr effective support and
. guidance ...".49 ° .
A year later an 1976, resolution WHA29. 1990 approved the convening by and UNICEF of an
International Copnference on Primary Health Care, to be held in 1978 in the USSR.

At the epochal International Conference on Primary Health Care, held in September 19}8 at
Alma-Ata, USSR, the goal of universal coverage of the population with needed health care Was

made crystal clear. The final report of the Conference contains such statements as:
"Primary health care aims at providing the -whole populatlon with essential health care
..."51 " This care must be "properly accessible", and:
M r
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"Accessibility implies the continuing and organized supply of care that is geog%aphi-
cally, financially, culturally and functionally within easy reach of the whole community
.++ Geographic accessibility means that distance, travel time and means of transportations
are acceptable to the people.’ .
G . \

Specifically with respect to health personnel, the report continues:

o

The types of health worker will vary by country and community according to needs and the
resources available for satisfying them. Thus, they may include in different societies
. people with limited education who have beén given elementiry training in health care,
‘bare foot doctors', 'medical assistants, practical and professionally trained nurses,
feldshers, and general medical practitioners, as well as traditional practitioners.

Throughout the report of the_ Alma-Ata Conference the *objective.of universal population

coverage with primary health care is repeatedly emphasized, and equally clear is the propo-

sition that such an objective should be reached witl the.use of various types of health

personnel, including auxiliary hea}th worKers. As noted -above, however, the Alma-Ata
Conference was not a beginning, but rather an hlstorlc‘mxlestone in developments aiming at
assuring the ava11ab111ty of modern health care to all. In }973, under ‘the term "front line

health .personnel"”, local primary health workets were already being promoted as_one of the
maJor tgsks of WHO s HMD programme. A staff member of that programme wrote tdat year.

"Clearly a11 health personnel contribute to development but it isSworth noting the
privileged pOSLtLOn of front line personnel, &ho live amopg the people and meet their
basic health needs".33 : - -

Illustrative of activities at the WHO regional level was a symposium in the Region of the
Americas on Medical Auxiliaries, held in 1973 and manifestly intended to overcome previous
résistance 1n that Region to the training and use .,of such health workers. The objectives of
both coverage and *efficiency (next chaptér) are clearly implied by a statement in the
proceedings of tnis sympos ium: ) PR ’ '
. S S - S ’
"The acite shortage and maldistribution of professional health personnel, not only in
developing but also in developed countrles, make 1t necessary to train large numbers of
auxiliary personnel to serve as 'multipliers' of the profess10na1 staff. * The role of
auxiliary health personnel thus has a two-fold aspect; to relieve professionals of
simple tasks, which do not necessarily require their level of competence, and to cater to
a populatlon which would not otherwise be covered by healfhgservices'.
i v
" Numerous WHO-supported field projects for training medical assistants in this period
attracted attention, such as the, one operated by the Algerian Ministry of Health 1in
Constantine.”? It 1s doteworthy that the old F1ji school for native medical practy-
tioners, which had been upgraded to a school of medicine in 1961 (end of Period Il), rein-—
stated its 3-year course for medical assxstants in 1975.%6 In 1974, WHO collaborated with
the United States Government in conducttng in international conference 1n Washlngton, DC, on

The Medical Assistant.>’ In the WHO Westerd Pacific Regional Offrce, a seminar oOn med1ca1
assistants, attended by pattbclpants ftom 13 countries, was held in October 1974. 58
PR # .-3? L

In %877ﬁ,5t111 prxor to the Alha Ata Conference, a WHO expert committee met to discuss
the entire questidn qf training an¥ utilization of auxiliary personnel for rural health teams
in developlng countries’ Among its several recommendatrons, one states:’ )

""The Committee recommends the development of educational .programmes for tront- line and

intermediate-level health personnel that are relevant to the priority health needs of the

community and adaptable to lotal conditions, resource and facilities. The type of |
technology used in these training programmes of front- 11ne and -intermedrate-level health
persdnnel should aim at relevance, competence, ang greater'self- reliance."

o
‘

Another question related to auxiliary personne1 that~emeEged in Period IV, and that was
clearly significant for population coverage was that of recognizing (rather than ignoring or

opposing) a place for practitioners of traditichal medicine 1in tional health systems. In
1976, the Twenty-ninth World Health Assembly adopted a resolutLo (WHA29,72) ;' reguesting the
D1rector General: .
~ ’ t | *
N . .
Qo SR -
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"to encourage the development of health teams: trained to meet the health needs of
populations, including health workers for, primary health care ,and taking into account,
where appropriate, the manpower reserve conssétuted by those practising traditional

medicine,"60

In 1977, the Thirtieth wérld Health Assembly went further and adopted a resolution (WHA30.49).
that urged: . .

\ .

importance to the utilization of their tradi-
regulations as suited 'to their national

"interested governments to] give adequate

tional systems of medicinp, with appropriate

health systems"
. and requested the Director-General:
""to assist Membper States to organize educational and research activities and to award
fellowships for training in research techniques, for studies of health care systems and
for investigating the technological procedures related to traditional/indigenous systems
of medicine".61 - : . .

Even before the Thirtieth World Health Assembly, the®Regional Committee for South-East
Asia took action to study "alternative approaches to meeting the basic needs of the people in
developing countries by the use of such systems of medicine in conjunction with modern
medicine", emphasizing the value of selecting and using ,'thé best from both'.62 Then, in
1978, but still prgor to the Alma-Ata Conference, a formal meeting was held in Geneva on the
promotion and deve?%pment of traditional medicine. Among other things, this meeting recom-
mended that Member States in collaboration with WHO should '"promote manpower development in .
traditional medicine" by: -

"organizidg educational activities in traditional 'medicine either by establishing new
i training “centres or by revising existing curricula to include subjects related to tradi-
. tiondl medicine".63 .o ™ R

Still further indication of the more positive attitude towards auxiliary health personnel

b in Period- IV was the survey launched in 1973 on schools for training medical assistants

throughout the world. On the basis of this survey WHO published in 1976 a World Directory
of Schools for Medical Assistants, defining these personnel as:
&a health worker with 8-9 years' basic general education, followed by 2-3 years' techni-
cal training that should enable him [or her] to recognize the most common dfseases, to
care for the simpler ones, to refer more complicated Eroblems to the nearest health
centre or hospital, to carry out preventive measures, and to promote health in his [or
her] district',. 64 . e 14 : ‘

P

-

- ~

-

Also significant was the substantial ecognifion given to the feldsher of the USSR in Period
JU, even though these health auxiliariesepad been serving rural and urban p@pulations for
s nearly a century. At the invitation of WHO, the Ministry of Health of the USSR prepared a
comprehensive account of the gfraining and utilization (functions) of these important pert
sonnel that was published in 1974.65 Still other reports and directories on the training
of auxiliary personnel\her@-published in this period. "\ v . - .

s

. Finally, note must be taken of the worldwide attention attracted in Period IV by the
achievements reported on the massive training of.'barefoot doctors" in the People's Republic
of China - principally to serve rural populations.®®  There were great variations in’ the” ™
training and use of these auxiliary health workers, but among the predominant

4features were:
(a) his or her selection by the people to he served; (b) the relatively short ‘43 - 6 months)

period of training at. a health ceatre or logcal hospital,

followed by periodic continuing

education;
(including medicinal herbs and acupupcture):
workers, who could then continue working as

(d) the part-time

function of

easants in agricultural communes;

(c) the use of a combination of modern and traditional medicine in the traiping

these health
(e) occupa-

,tional mobility - with the possibility of advancing to_become physiciams; (f) the provision
, of training at a facility nearby, to which teachers would come, if necessary, from a distant

city; and (g).flegibility in local_training and working sepedules,/on the basis of condi-~
tions and decisions 'in each commune. )

: -
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Although the overwhelming emphasis of this massive programme for training and utilization
of "barefoot doctors" was on local detision-making and, local self-reliance within each of”
China's 50 000 communes, the general policy behind it was promulgated throughout this huge
B country from the central Ministry of Health in Beijing, by the communication channels of the
. 4§ontr0111ng polxtxcal party. 68 - The basic policy decision to carry out this vast training
| programme was made in the late 1960s, when the national political leadership recognized that
all the governmental health activities since China's liberation in 1949, had not succeeded in
achieving coverage of the rural population with even, elementary preventive and curativeé
services. At the rate that China's medical schools could produce physicians, it would be
centuries before the rural population would be served. With the remarkable motivation and
political commitment characterizing China at this time, the training and employment of
barefoot "doctors proceeded so rapidly that bg 1978 it was estimated that some 1 800 000 of
- these health auxiliaries had been trained.® (Since China's population of' about, 900 000
000 is said to be 80% rural, this would mean that, for 720 000 000 rural people, barefoot
a doctors were available in the communes at a ratxo of 1:400 - although there were, of course,
+ great variations between provxnces ) .

WHO recognized the 1mgortance of this achievement by organizing study tours of health
leaders of many nations. The report emanating from one of the study tours provided
detailed information not only on the functions and training of barefoot doctors, but on the
whole system of health service organxzatxon in China. In conclusion, the members of the
study tour stated how they were: .

.
- 1

4 \
“impressed by the putstanding achievements of the Chinese health services ip extending
coverage to, and dramatically improving the health status of, all its people. This
objective has been attained in a surprisingly short petxod of time, and the achievements
are all the more spectacular, considering the unacceptable health conditions prevailing
before Liberation. The Study Tour also consxders that the country has developed unique
solutions to solve its health problems and (solutions) which are completely suited to its

conditions and environment" ]
> N
’ In a word, the objective of total population coverage with at least basic preventive and

therapeutic health services —- formulated after 1978 as primary health care (with a much
broader meaning) "~ became in Period IV a health manpower objective of the highest priority.
More than this, it became a central policy of the World Health Organization as a whole. In
1977, resolution WHA30.43 even formulated this objective with a target date (later reinforced
at the Alma-Ata Conference) in these words: / r

"The maxrb social target of governments and WHO in the coming decades should be the

attainment by all citizens of the world by the year 2000 of a level of health that will

permit them to lead a socially and economically productive life.

In developing countries, the implementation of this policy objective as being prTﬁcipally
though, of course, not exclusively pursued through the development of training programmes for
atxiliary health personnel who would be assigned, under appropriate supervision, mainly to
rural posts, By 1977, the number of countries reporting such medical assistants working in
their health systems had risen from 38 at the end of Period IIT to 57, plus 9 developed
countries. In this total of 66 countries, 33, or 507 had 1.0 or more medical assistants per
10 000 population} although the other 50% had fewer tﬁan this modest ratio.’

\ ' k)

+ It was possible for the Sixth Report on the World Health Situation, 197311977 to state
(in contrast to previous such reports) that:-'a more rapid-growth in the numbgr of middle- and
lower-level personnel than in the number of higher-level personnel caf be Toted in many
developing countries".’% The training programmes for these health workers demonstrated an
enormous variety of approaches and, terminology. Common denominators of nearly all these
programmeg, however, were: the ‘relative shortness of their training (in comparison with
"conventional" health professionals); the selection’, of students mainly from the rural
’ communities in which they were .expected to work; _thesSual location of training.schobls in

or near the rural regions to be served; the use in teaching of indigenous languages (rather
, than foreign tongees of prevxous colonial powers); the general emphasis on maximum partici-
pation of local communities both in the training and in the utilization of auxiliary health
personnel; and the efforts exerted to use them as members of health teams, of logically
built-up health services in which two-way communication in forms of supervision and referral

possibilities are constantly assured. . '
_ ‘ o . ) ) .
Q ’ N .
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- Chapter VIII

EFFICIENCY OBJECTIVE : AVOID WASTE IN TRAINING .
AND PERFORMANCE -

-

Not all objectives of health manpower polity are as explicit as the onés discussed in the o
previous chapter on attaining population coverage; some are implicit, lying behind goals

expressed in other ways. Such a policy objective has been that of efficiency 1in the
training and performance of health personnel. -

N ) 1N
Backgroind reasons . o®

The issues underlying various strategies for improving ‘effiéiencz if health manpower
field are largely economic. That is, the cost of traxnlng and using a stated type of health
personnel may be unnecesserxly high; or” the cost of provxdxng a stated type of health
service may be excessive because the'service 1s furnished by personnel more expensive than
necessary or because it uses pattérns of work which are wasteful. In other words, a goal of
efficiency 1n health manpower implies that the cost of provxdxng a given service (e.g., an
meunlzatxon or dressing a2 minor wound) should be no higher than is necessary or reasonable
- for 1ts proper performance. Hence, if a brlefly trained and modestly salaried, health worker

can give'an immunization perfectly well, it is wasteful.and inefficient td have a lengthily™
trained and hxghly paid health professional do it. The use of '‘less ®xpensive health worker
may, indeed, require supgrvision and Yarious other conditions for assuring that the work is
properly done, and, the cost ese factors must be recognized. Nevertheless, taking
everythings into account, the mo#t efficient policy is that which achieves the desired output
(such as a health service of proper quality) for the lowest overall cost or input.

)

Unlike the policy objectives discussed Tin previous chaptefs, the attainmeng,nﬁ‘greater
efficiency, as such, has not been very clearly articulated in WHO discussions and delibe-
rations. It has, nevertheless, been definitely 1implicit o decxsxons made on health
manpower programmes. The non-articulation &f an objective ‘of efficlency or avoidance of
waste may have been because the rationale for such a goal has been too obvxous to state; the
reasons may haye been taken for granted.

* - ‘

The manifest poierty of developing “nations has obviously meant that they have no money or
resources to waste. Every unit of wealth available - in manpower or in any other asset -
must be used in the most prudent way possible. Quite aside from the many influences on the
distribution of resources, whether equitable or not, the total quantity of resources iin
developing countries Mas been so seriously below the needs that gYery way has had to be -
sought to make maximum use of the resources available.l i

Even in the most affluent developed countrxes, there have been Many reasons for govern-
ments and communxty leaders to search for maximum efficiency 1in the usé of health personnel
as Well as in_ their training. With increasing capabilities of medical science, rising -
demands for medical care, the reduction of constraints on demand.bf\programmes of social
fnsurance, and other factors, national expenditures for health, se v&ces Have. 1cheaSed

N .

»

sharply in mogst of these countries. Thus, the problem_ of rising Qealth care. costs has
generated a continual striving for greater efficiency, and greater prudence in thé spending
of health money.2 ‘ -

° t
- - .

4 . . . 1 .
In all types of country, moredover, there are special attributes of health care sy%tems
(in contrast to several other sectors) that often lead to waste, and hence generate a search

for greater efficiency. One such attribute is the predominant role of the health care
provider ~, particularly the modern physxcxan ~ rather than of the patient in making decisions
on the health services to be rendered. - These services, especxally in hospitals, can be

eéxtremely costly, even though their benefits may be slight. Another attribute 1is the
worldwide tendency for mounting expectations from medical science - asisociated strongly with
higher educational levels - which enhance the general demands for health care. Increasing
expend1tures due to these various factors provoke a coustant search for more efficient
methods of using all health care resources, 1nc1ud1ng manpower. i

' R

.
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For all these reasons, WHO Member States, in their dynamic interaction with the Organi-
zation, have developed over the years several strategies, the' ultimate obJectT;e of which has
been {0 achieve pgreater efficiency in the ‘use, and production, of health persohnel. One*
must alpreciate, of course, that this objective is not the same as seeking effec¢tiven
(which wQuld pertain, in a sense, to the goal of all health programpes). Effectiveness
means, the! attainment of desired or good results, regardless of cost: Efficiency involves
the relatronshrp of results or outputs to their cost or input. An activity may have high
effectiveness and low efficiency, if it is much more expensive than it need be.

: )
Thus, one can identify at least four ma}or strategies in WHO health mgnpower policy which
imply < even if not so formulated >‘an objective of efficiency. To mLﬁ’%ize repetition, we
will analyse the development of each of these strategies separately They involve: (a) the
use of health auxxlrarres, (b) the functioning of personnel in health teams; (c)” streng-
thened training in health programme management, and (d) the trainrng of teachers of health
personnel. . e

M .
-

- .

Use of health auxiliaries ) - ‘ i;

\ -

Bn ¢ Nhapter ViI on the objective of population coverage, we have observed the central role
played by promotion of the training and use of various typgs of auxrlrary healtl’ worker. 7°
This account need not be repeated here rexcept to point out that the reasong for u ing "health
auxiliaries were long recognlzed to invelve efficiency as well as, coVerage. As, early as
1951, 1n the first Technical Discussions at a World Health Assembly (which were devoted to;
the education and training of medical.and public health personnel) “much attentxon wasSgiven
to the training and use of auxiliaries. The formulations, in fact, made no  reference "to
population coverage as a reason for training health auxiliaries, but only to.their func;xohal
value in assisting fully qualLfLed proféssional workers in the fields of medicine, nursing,

midwifery, sanitary engineering, dentistry, and so on. In each of these d1sc1p11nes,
auxiliarres would perform some of the functions of the professional person. With respect to
"assistants to regrstered doctors", it was stated, fod example, that they: e

. . . & .

"... should be considered to be of the nature of temporary expedients. They should be
replaced as soon as there are enough qualified profess;onal persons to meet all needs"
- ~

The implication was clearly that the use of auxiliaries would be a transient and inexpensive
way of providing efficient or relevant health services, particularly in developing countries.

In 1960, when an expert comm1ttee advocated expanded training of auxxlxar{es because of
the wastefulness of employing "highly trained personnel in work which. auxrlrirres are ¢apable
of performing", 5 it was basically advdncing an argument for eff1c1ency rather than
coverage. (ThLS rationale would be quite as applicable in a metropolitan hosp1tal as in ‘an

isolated village "health station. ) Similarly, in 1967, the same expert committee offered
further effrclency—related reasons for training auxiliaries in medicine when it stated:
* ol ¥ <q

"Even® in the more prosperous coumtries, with a relatively high phys1c1an/populatxon
ratio, the addition of medical assistants to the health team can free physicians, and
thus make high- qualLty medical care more widely availdble... In very small commd:é}égsm
where 1t would be uneconomical to employ qualified physicians, medtical assist3ats=Tfan do .
very useful work...

Many diseases can be treated by health workers who have had a training sxmpler than

thaf of fully qualified physicians". 6 .

THe same sort of reasoning, on tﬁa use of auxiliaries to attain.-greater efficiency in the
probision of health services, has been evident in several other WHO programmes. For dental
care, the advocacy of auxiliaries has been particularly prominent. In, 1959, the expert
committee on this subject stated: —_—T v - o .

"It 1s recognized that even in the highly déveloped natioms it is not possxble to produce

a sufficient number of fylly qualified dentists to provide all the dental care that 1s

needed. It 1s also recognized that a greater quantity of dental service can be rendered

by the efficient utlltzatxon of auxiliary personnel and by use of the dental health

-

team.' ni . \ 3

»
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functxon along’«uth other <health personnel in coordinated teams.
.Personnel coordination through health -teams

‘made to hea.ch teams. A team (or a coordin
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Training programmes for opelrating dental duxiliaries were organized, with WHO cooperation, in
several developing coufftries, such as Jamaica, Papua New Guinea, Senegal, and Uganda.8 As
recently as 1977, a study in the WHO European Region discussed the '"possible need for more
dental auxiliary personnel to effectively increase dental manpower to cope with the growing
demand for dental care"” - with clear implication of the concept of effxcxency.

. .
~ - Q

"There are many aspects of denta’l care that do not require the continuous personal
involvement of dentists or their extensive, and therefore expensive, skills and
knowledge."

. ~
LN

. In nursing, the training and usg of auxiliary personnel have long been advocated and
1mplemented. In 1959, the Expert Committee on Nursing discussed public health nursing, and
concluded that: :
"the auxiliary worker has an important and almost tertainly permanent place. in public
health nursing. The potentials ard limits of auxiliary functions and the relation of
auxiliary to professional workers are immediate and urgent problems"
- by -

Similarly in 1969, a seminar in the Caribbean area accepted the recommendation that:
4 z . ' «
"There 1s a need for a second category of nurse, classified as nurSing assistant, a
member of the nursing team within the health services working under the supervision of

te registered professional furse or leader of the health team"

o ¥

In yealth programmes for ‘the control of malaria, for the improvement of envlri)nmental
sanitation, for the promotion of sound nutrxé:xon, for virtually every public health purpOse,
the value of briefly “trained. auxiliaries ‘has essent:ally been accepted. The WHCF Expert
Committee on Leprosy, n 1966, for instance, devoted part of its report to the trarning of
auxiliary personnel.? ' : J »

Thus, the value of auxiliary personnel. in various types of health programmes, “was long
apprecrated. Auxiliaries were trained and utilized for reasons of economy and eff‘zczency 111
countries At all stages of development. When the issue of pulation cqveragé with heafth
services became more prominent, as reviewed in Chapter VII,Qe efficiency argument did not
disappear but was rather submerged by the emphasis on réachihg total coverage or covering

rural people with essentral health care. The importance of proper supervision of health
auxiliaries, nevertheless, has been stressed from the first days of WHO to the present
time. Likewise, there has been mountmg recognitior, of the value of, having auxiliaries

' ,

- . ‘

ted group of persons with compiementary func—

tions working towards a common end) has beénr ‘repeatedly advocated because, among other
things, it‘ rmrts supervision of auxiliary personnel. But more 1important,  teams, are
advocated because they facilitate the performance of functions by all .personnel 1n e least
wasteful . .or most efficient manner. The team concept is clearly related to an objedNve of"

In several of the contexts iravolving gauxiliary personnel reviewed above, reference was

.

efncxency in the functioning or management of personnel; teamwork 1s reasonable wiether

health services are being rendered in a rural or &rban area or whether one is consxdermg the
mdst developed or the least developed country. - . s
2

The importance of a team settihg for the worlk of nurses, midwives, auxiliaries, and-
others was articulated in a World Health Assembly as early as 1950.13 The Expert
Committee on Professional a chnical Education of Medical and Auxiliary Personnel in 1955
dealt specifigally with th-e mg and use of aux‘xhary health workers. A major emphasis
in t report of “thi$ meet ng; was on the necesst of supervision of "auxiliaries by pro-
fessil.;nal workers. At the same time, the report st itegs:. ° \ &

é J *

"It i mgortant that from the bd:nnmg of a program‘me everyone (administrators, fully
qualified profesgional of,fxcers nd Buxiliaries themselves, aé$ well as the genperal
populatxon) should understand that the auxiliary i$ an essential part of the team
provxdmg he,althh\rervxces L

. & - ) .
¢ . . ’ 8u L o .
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Twelve years later, the focus of this expert committee was specifically on medical assis-
tants, who were trained to .assume limited responsibility for decisions -on the dlagnOSLS and
treatment of patients. This was clearly a wider scope of functions than'gimplied in the
earlier discussions of the role, of health auxiliaries; signifjcantly, therefore, the
committee advocated such a role only iq an organized health service - stating:

"A number of simple functigns usually performed by ph*srcranﬁ can_ be deleﬁaied to medical

R assistants, within an organjized health service providing for supervision
o . !

Teams of health personnel, with varying,and complementary backgrounds and functions, had,
of course, been giving servicés in both developed and developing countries for many years.
In the USSR, teams of physicians, nurses, feldshers and other health personnel had been
providing services .in health centres and polyclinics — as the normal pattern of health care
delivery -~ sifpce the 1920s.16 In .Kalutara, Ceylon (now Sri Lanka), a health centre
staffed by a hlealth team of personnel was established in 1926, furnishing a model for the
subsequent provision of a range. of preventively oriented servrces in that eountry.}7 In
India, both the Bhore Report in 1947 and the Mudaliar Report in 1962 outlined the strategy
for primary health centres to be staffed by teams with several types of health per-
sonnel., In many countries of Africa, teams of medical assistants, nurses, midwives,
assistant health visitors, and assistant health inspectors have been Organized to staff
health centres since the, 1960s.1? Even in private medical practice in the United States
of America, group med1c31 clinics have demonstrated teamwork fotr many decades, and "neigh-
bourhood health centres" have been staffed with teams to serve urban stum populat1ons since
the early 1960s .20 R . -

The pdea of coordinkted health teams was certainly not new in the world, even at thé t1me
of WHO's birth, Among WHO—related projects, the team approach for both the trdining and use
of health workers had been applied in the Public H2alth College at Gondar, Ethiopia since

1954. At Yaoundé, UnLted Republic *of Cameroon, the.University-Centre for Health Sciences
(UCHS) was =#stablished 1n 1969 - with the spec1f1c obJectLve of training health teams. As
explained in a r2port on this impressive scthool: . ) r

"Teaching programmes are aimed at training a wide range of health personnel at all

levels. Unlike a traditional faculty  of medicine, UCHS is tralnlng future medical
practitioners (physrcxans) nurses and various categories of technicians - all these in
the context of health‘steéms. Students with different basic academic qualifications
pursue courses orggnized for different types of health perﬁonne}a with certain common (or
core) courses shared by all students. The emphagis 1is, however, not on sharing of
courses Or legtures in the same classrovm\hgt ratherTon part1c1pat10n by all students in

practical team training exerc1ses in the field. "21

In official kHO policy, however,‘rt was nﬁafuntll the Sixth General Programme of Work,
(GPW6 ), for-1978-1983, adopted 1n 1976, that the goal of "efficient use of health personn 1“
was explicitly spetled but, along with "the promotion of collaborative teamwork by &Lffeﬂgpt
types of health personnel of different educational levels'. L 22 - Accordingly, from 1976
onwards, WHO discussions of health’ manpower deveIopment to provide total populations with
primary health care put major stress on’ fuactional, integrated teams. ifgoch teams would
operate .not only 1n hospitals - as had long been customary - but also at the more peripheral
level of the rural healtf centre and the local or village dispensary. In 1977, a meeting of

regional experts on health manfower development in the WHO African Region formulated its goal _

in terms, of 'planning, establijhing and organizing the work of health teams"24, and

recommended that: R _— .

»

‘"The number and category of the staff to be included in the health team should .be decided
op,the basis of tasks to be performed taking into consideration demographic, economia,
'geograph1c31 and other related factors.' )

In 1976, the Division of Health Manpower Development sponsgred a.thorough examination bdf
the conceit of heai{? teams, therr- significante in different parts of total health systems,

and their| educatioral preparation. It was pointed out, that '"igp—order to optimize the
tralnxng f health “Workers who will subsequently form a health team", it is essential to.
incrase instruction in the group or team setting.2?  The premise of this argugent is that
health- personnel who.are, to some extent, trained together will later be better able to work
cooperatively together.  In several countries, such integrated training has been found to be
T~ . o ..
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very effective with respect to several types of health personnel. 26 | There is surely
moun;mg agreement throughout the world about the benefits of teamwork. in the functxonmg or
uttlxzatlbn of health personnel, and coordinated tra1n1ng can help to prepare them for such ~Taplen
cooperatlve work. If only because of the steadily increasing specialization of the health
sciences, eff1c1ent use of health manpower = use which avoids wasteful performance of tasks

by persons’ overtrained or undertrained for those tasks - requires “their coordination in
functional teams as much as possible. . N ‘

Coordination of health persqmanel 1in teams cafdnot be achieved automatically, jyst by
bringing differently trained health workers together. Effective teamwork requires common
understanding of the role of each team member and skllful leadership. If one extends the
concept of teamwork beyond the level of a small group of personnel rendering direct \personal
health care, to a community or even a nation, with. a vast array of skilled health workers
performing scores or even hundreds of different functions, thep still another requirement for
efficiency 1is Ldentlfled. Thig 1is 3 requirement for effective management of health
personnel. ' 7‘\» , : i\

" Management of health personnel and health programmes ]
: . . . .

As more has been learned ahout complex organizations and how they work, recognition has
ingreased of the jimpbrtance of effective management of health personnel. Management of the
“'health services or of total health systems is, of course, a much larger subject, of which
health personnel management is only a part. In the context of an objective of efficiency
heal th manpower, we are concerned initially with the management of health personnel. Then,
.the perspective broadens to include' management of health services.

In the early years of WHO, one cannot identify the formulation of any policres, focused
spec1f1ca11y ofi the prudent management of health manpower . Perhaps the closest thg{ any
activity in education and training came to addressing this issue was concern for postgraduate
training in schools of public health. The purpose of such schools 1is, of course, broader
tharr training in personnel management but this may be regarded as one basic camponent of the
discipline of public health administration or, more generally health administration, In the

public health was{ identified as the seventh- ranking problem ' - although™ 1t declined to
sixteenth in rank dOring Renod III (1962-1972), and disappeared after this. .

World Health Assem{hes dur1ng Period II(1952-1961), a need for. expansion of schools of

.+ In 1961, the Expert Committee of Professional and Technical Education of Medical and
Auxiliary Personnel focused its attention on schools of public.health. Among many recommen-
dations, it stated in the tenth report that ‘the curriculum of these schools should be
constructed around five major sub‘}ect of which the first was "public health administra-
‘tion: principles and practice’ Perirodic confereznces of schools of public. health 1n
Latin American countnes, des1gned to promote an exchange of ideas on various aspes:ts in the
f1e1d were started in 195928 and have ‘been held periodically since then.

» " - -

Travelling seminars (composed of déans Of Wo?th Américan schools of public health) wexe A&
made to- postgraduate schools of public health in Europe, the Eastern Mediterranean Region,
and Latin America in 1963, 1965, and 1‘96]‘. In 1964, a symposium on European schools of
pub11c health was held in France, and in 1967 a,,smllar.meetmg\, concerned with schools in
Asia and the Eestern Mediterranean and Western Pacific Regions, was held in the
Ph111381nes A comprehen51ve study was made of schools of public. health in Europe in
1969 . These activities were all designed to strengthen this type of postgraduate
instruction which includes, inter alia, tra1n1ng~ in the management of health personnel. *

Perhaps more specifically or1ented to personnel management is training 1n hospital
administratidn, 1n .so far "as the” pmer, operation of hospxtals is heavily dependent on the
_effective management of personnel. An expert committee was devoted o a discussion of
iastruction_in _this subj_gct in 1968.31 Two levels %of training -were,. ia- fact, recom-
mended: (a) short courses for pergsonnel concerned with' special aspects of internal hospital
managen¥nt gand (b) longer courses for high-levél hospifal administrators concerned mainly
. yith the re, ationships of hosp1tals to total health systems. Q

In the 1970s, d1SCusswns in WHO of postgradua\:e training in pubhc health "became more
sharply focused on the "management” objective within such training. In the Horld |Hea1th
A/sembhes of Period III (1962-1972), the need for proper management of health personnel was

| o RN -1 -
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the fourteenth-ranking problem identified, and in Period IV (1973-1980) i1t was sixteenth 1in
Qok. An expert commirttee report on postgraduate education and traLnLng in public health,
published in 1973, begins its concluding section with these, words.

\ .

. "The expansion of health services, and their increasing costs in terms of material and y
human resources (i.e. health manpower), requires personnel with the competence to assess ‘
health needs, determine priorities, propose possible solutions, and implement thes
resultiing decisions by planning and administering health programmes and services. ‘For

s such fuhctions it will be necessary to train not only personnel in the traditional health
professions but also specialists in such fields as information science, economic and
social planning and management &

Among the subjects that this committée proposed for future discussions, the first was
"public health training as related to manpower needs and development, thhgspeCLal reterence
to the less developed countries" In 1965, WHO also  issued the first WOrld Directory of
Schools of Publle Health; a segond edition followed in 1972.33 .

In 1973, an important study was published by WHO, entitled Health Practice Research and
Formalized Managerial Methods. In this publlcatlon the perspectlve of management 1s much
broader than the mere management of health manpower; 1its concern is the entire operation of
health service systems. The authors state: ) N

"Key posts in health admznistration cannot be adequ% ely. | f@ﬁled by ,persons without
special training, however gifted they may bve. The \efficient operatLon of health
services now demands not only an extensive knowledgg medicine and the biomedical
sciences, but @lso a range of managerial dand researsh skills thet in-Service experience
cannot wholly provide. For this reason, formaf tralnu&; of some sort in, management
science ... is now recognized as a necessagy part of the education of senior health

- . .
_personnel 1in-all countries™. 34 - ~

. . . e . < s \ .

This breader conception of training in the .mgdagement of h alth programmes is reflected
in various official documents of WHO ‘in” the later 1970s.’ Thusg, in the important statement
on health manpower development'submltted by the Director-Generpl to the Twenty-ninth Wegld
Health Assembly in 1976 there is a,full discussion. of health m@npower systems which inclu
the h#zalth manpower development progé@s of plannLng, productiony and management. 5 It is
espeEiallz noteworthy that under the heading of "“management {administration) of health
personnel” there is a discussion, not only of "proper management of health personne?' (career
structure, moral and financial recogn}tlon etc.) but also of: \ . @

L € ‘.
l'development .of 1earn1ng ogportunltles for top.-and middle “level health planners hd
managers, using existing facilities such as schools of public health, which should be_,
encouraged to Strengthen health plannLngvand management and health practite research in _

. their curricula ... and adapting them to present and foreseeable future national health

« needs".35 ) . -
.. . e . - < ‘. <
ThlS conceptlon of the relatlonshlp of healtﬁ manpower management to the improvement af
health services 1s expkessed also in the- 1976 World Health Assembly resolut1on (WHA29 72)

"+ which requests the Diredtor-General: < ‘ » _ ;

_"to collaborate with Hember States 1o the development “and adaptatxon of effective health
mhnpqyer management policies, in the establishment of a centinuous gvaluation process to
ensure the necessary chan%es in a dynamic snd Lntegrated.system o health services and

» maunpower,develqgpment .. . 7 e s

.

4 N e
It 1is evident that these ‘aformulations qf the idea of management relate’ not only to an
objective of efficienty in the training and suse of hgalth manpower, but al%o to the ePficient

) operatLon of health systems as a whole. The same contépt is reflected in the medium~—term
. programme ;or health manpower development that was pre ared, pursuant to GPW6, in March
1978. _Thls imporffant document gtates, with respect to manpower planning and management,

that WHO w111 collfborate with countrLes towards xhe athlevement of targets that include:

5
.

“Development of management training capabLILty e 1eadLng to an increase in the ngmber

\
\

. » of competent health service managers, and their utilization".37 .
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As recently as October 1980, an organizational study of the WHO Executive Board was
devoted to the role of WHO in traiming 1in publlﬁ health and health programme management,

including the use of country health programming. This study emphasxzes the importance of
management training for achieving the long term goal of "Health ‘for all by the year 2000".
It goes so far as to-state: . .

"The Board 1s of the opinion that management training is one of the essential strategies
possible for engagifig-and harnessing the national energies required to orient the health:
system in the direction needed to achieve health for all by the year 2000"

L]
.

Thus an objective that was formulated as effective management of health perbonnel - so
that they would function more efficiently - became widened over the yeatrs an integral part of
effective management of total health ¢yStems. .

l ’ '
L & .
Training teachers to enhance student learning ,

\ *

On a quite different path towards an efficiency objective, there has been another set of

s

strategies 1n the health manpower field - involving achrevement of improved methods of
teaching health personnel. Although these strategies evolved, 1n tume, towards an objective
of achieving ''relevance to social needs" - extending well beyond the goal of -efficient

teaching — they started with a goal which was essentially one of 1mproved medical pedagogy
In other words, teachers should be trained so that a given+ amount of their teaching effort
would lead to a maximum amount of learning by the student.

In the early years of WHO, the Education and Training (ET) programme was so concentrated
on 1ncreasing the number and output of health professional schools (particularly in medicine)
that little attention was given to attaining 1mproved or more .,efficient methods of
education. It was only ‘towards the end of Period II, 1n 1960, that explicit attention began
to be given to the training of teachers so that they could teach more effectively, and this
was only with respect to the teaching of basic sciences in medical schools. An expert-
committee spoke that year of '"the lack of adequately trained teachers in the basic medicay
scrences and particularly ... in the less developed countrles\$39 The committee suggested,
that "a scheme for the training of suitable teachers might be organized on an international
basis".3?9 =~Even this committee's report, however, o\ly hinted slightly at the need for .
improved methods of medical instructtion. :

In Period III (1962-1972) among the problems 1dentified at World Health Assembly inter-
ventions ,(as shown 1in Chapter IIl)s the need for training of teachers aund .the reed for
regional training centres became specifically ident1ified, alt hough not at the hlghest 1eve1
of priority (13th and 23rd in rank, respectively). In 1969, the ET Division prepared.an
important plan for a comprehensive WHO training® programme for teachers of health personnel
which, inter alia, called for training teachers:_in specific subjects and also 1n medical
pedagogy. 40 Earlier teacher-training programmeé had actually been organized in the Region
of the Americas; they stresged the human relations between student and teacher. In 1965
this WHO Region even publish®éd a book on medical pedagogy for Latin American teachers.

The first reglonal teacher training course was held in the South-East Asja Region i1n 1969.

s

Towards the ead of Period III,;duxlng the years 1969- 1972, rapid progress was made bywWHO
in advancing the training of teachers, prlmarlly 1n medical schools, on sound or etf:cnent,
methods of education. As stated 1n an article Ln the WHQ Chronicle in 1970:

)
1

"Teachers 1n the medical sciences are rarely given the opportunity of studying educa-
ttonal methods and are generally appointed on the basxs of their technical knowledge and
experience ... An understanding of the pr1nc1p1es 5f modern teaching methodology will’
help (him) to achieve a rapid improvement in (his) performance ... During the past few
-years, O has conducted or promoted an increasing number of courses and seminars on
teachingﬂX:ethodology. These courses have. provxded much-needed instruction in educa-
tional practice to some of those involved directly in the" teaching of m?dlcal and
auxiliary staffi in all six WHO -regions"

The Director-General, reporting in 1971 on” WHO act«vxtles h connection with the Second .

United Natlons Development Decade, stated: 2
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"In the health field, edu
E priority 1in this strategy, an
new approaches in devising cur
tional tral.m.ng and retraml.ng
least a minimum programme of health
institutions".% .

tion and training programme have been given*‘ the highest
emphasis has been .placed on eacher training programmes,
'dla, the use of modern equlp ent, technical and voca-
and the estabhspment in dev Lo\pmg countries of at

ac111t1es comprl.smg an Lnfras xture of trammgm
L] NG !
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In 1972, the European Regional Office orgafirzed a seminar for medical teache;s\froxm 22 -
countries on the ,pedagogi.cal aspects of medicine, 4 Also in 1972, "individual and smaMJ
group ledrning systems, in medl.cal education' was the e of a WHO study group meeting in

Geneva. This meeting stressed 'the training of geachers %1 methods and the use

of all possible means of encouraging teachefs to devote time to reparation of “learning
material",43 | ) ———
M . * L} ~ . R
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The efficiency aobjective of all these initial activities in teacher-training was made
quite explicit in the summary of a seminar held in Italy.in April 1972:

’ N

t
"All teachers ill medical #schools should receive ‘proper training in pedagogy with the al.m

of increasing their competence in dealmg with educational problems.. Pedagoglcally
tramed’fst‘aff would increase the efficiency of a medical faculty ...".
. LR A ) L
. ~. .

* As recently as i974, the same theme was struck 'in another publi.cati.on:' )
"The importance of educatl.onal science 1ln ilmproving both the efficiency and the effec-
tiveness of educational programmes for the heplth profession can no longer be seriously
questxoned Through a variety of activities ‘the World Health Organization has attempted
to promote the incorporation of this new dlsci.pli.ne into the programme planning and
implementation of efforts of healfh professions schools"

It was around 1973-1974, however, that the perspective of WHO teacher- training activities
began to broaden from effl.cxency in the teachmg/learnmg process towards greater concern for
the orientation of medical teaching to commum.ty health problems and its adaptation to local
needs. This broader view - discussed in a later chapter on the objective o6f relevance --
began to appear in the 1973 report of a study group, in which the conclusion reminds one that:

N .

"In order to prepare the increasing number of students for the complex health care needs

of the .growing world populatl.on, there 'is an urgent demand for more and better teachers

in all the health professxons ... The ultimate purpose of the WHO sequentl.al program(

proposed in 1969 ... was to improve the delivery of health servxce' 4 ' ~—
After 1975—-—25 we shall see, the teacher-training® programme became focused predommanE}y not
on pedagbgical methods as such, but on the orgamzatl.pn of educational programmes in Settings
and with teachmg methods desxgned to prepare personnel most suitably ,to meet the needs of
each nation's health services. i
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Chapter IX

-

PLANNING OBJEETIVE : PREPARING FOR EyTURE REQUIREMENTS >

.

plannLng - which, in turn, must be recognized as a part of overall socioeconomic pldnning

~ The systematic planning of health manpower is an essential component of general health\
It has been defrned.in a WHO publication as: if‘ )

.
~

"... organizing, in systematlc fashion, the goals, objectives, ptiorities;, and activities

of manpower development in order to knsure that the right number of staff with, the
approprrate skills are provided at the ight time to meet the requirements of the work to
be done" ’ -

. "\

"Even more specifically, health manpower planning is: | Al

..the process of estimating the number of persons and the kind of knowledge, skills,
and attitudes they need to achieve predetermined health tj?gets and ultimately health
status objectives."

Reasonable and obvious though such an approaclkr to Kealth manpower development in\éjy country

may seem, it 1S noteworthy that nearly twd decades passed follewing -the birth of\WHO before

deliberate attention was given to .national health planning in general or to health manpower
planning in part1cu1ar.

3
£

Background factors

.

. . . s
By the nineteenth century, as industrialization developed, millions of "people found
themselves living in miserable urban slums. There were 12-16 hour working days and child
o labour; communicable diseases and malnutrition were rampant; infant mortality was high;
and life expectancy in the working class was short. As political movements arose in Europe
to counteract these anomalies, ameliorative social actions were taken, such as soctial
security programmes, protective labour legislation, free. public educatlon, and so on.
. -~ ! ", .

Beyo the compensatory social welfare medsures, some counarles .enacted antL—monopoly
laws t 11m1t to some degree the. abuses of free market dynamics. It was nof until the
Russian Revolution of 1917,,however, that fundamental actrons were taken in any country to
move -beyond social reforms, and , depart entirely from the free-market ideology, replacing it
with systematic socipeconomic plannlng. After Fhe October Revolution, it was some years
before the new Union of “Socialist Soviet Republics became stabilized, but in 1926 the USSR
launched its first five-year plan, setting goals and time-tables for the development of every
sector of society, including the health services.

In the other industrialized countries, post-war planning began to ber undertaken durlng
the Second World War, to help assure more equitable distribution of resources after the war
than had been achieved under free market conditions before the war. In the health sector,
this was demonstrated in a worldwide,extension of social security for supporting medical care
in the decade .after the war ended (1945-1955). It was also shown in the organization of
offices of general economrc planning-.to accelerate development in many of .the newly 1ndepen-
dent nations of Asia and Afrlca.

In WHO, however, lt will be recalled that shortly after ‘the Organxzatton s birth, the
USSR and other sociallst countries - ufidef the conditions of the "cold war" in the 1950s = a
withdrew-'from active memfership. Hence the Member States that had acquired the greatest
experience with.-economic and national health planning were absent from WHO for several years
during the time span defined in this study as Periods I and II. Moreover, in these early
\ years of independgnce of former colonies, concerns with basic economic development -~ not to
menmtion achlevxng political stability - were so overwhelming that little attention could be |
wpaid to planning in a field, such as health® services, usually .regarded as marginal by
economists and political 1eaders. These background factors may help to explain the virtual
absence of explicit attentxon in WHO in geferal to health planning and specifically to health
manpower planning during PeTriods I and II. .

—
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_Health planning - Periods I and II . . - N
! ' . .

In the WHU Conbtntutlon, drafted in 1946 and adopted in 1948, one searches 1n vain for
. the word "plan" or "planning". Among the 22 spec Lflc functions of the Organization'spelled
out in Article 2, many phrases may unglz planning - "to stimulate and advance work to ...",

"to promote meroved standards of ...", 'to’ take all necessary actien to ...", and so on.

Even 1n outllmng the operational procedures for the Assembly and Executive Board; the
« Constitution requlres the Board to submit "a general programme of work covering a specific
period", - whn.h means essentially a plan. With the perspective of history, one gets the
impression that tTe framers of the WHO Constitutidn were rather assiduously avoiding any
reference to plansjor planning in this important document. ‘

. It should not be surprising, -then, that in Period I (1948-1951) one finds no explicit’
reference to health planning or manpower planning in any of the records of WHO “governing
bodies or in other WHO technical documents or reports. -One may infer an implication about
planning at the fi1Fth session of the Executive Bpard in 1950, where one member spoke of the
need‘for reglonalization,3 but planning, as such, was not mentioned.-

o

In Period II (1952-1961), amorg the interventions ldentlfylng problems at th% World

' Health Assemblies, no mention was made of any need for planning. The massive problems of
dlsease, malnutrition, high infant mertality, etc. were, of course, described repeatedly at
‘meetings and 1n otficial documents. Nevertheless, 1n Period Il, one may infer only the
faintest recogmition of the concept of planning on certain occasions. - In the Technical

. Discussions at the FourTh World HeaTth Assembly 1n 1951, for &xample;™ reférence~was made to a

need to determine the number ofamedlcal students who should become trained. 4 In 1953, the
Executive Board organizational study on educafion and training comes a bit closer to the
concept of planning (though not using the word) by giving 1ts judgement that the first
objective of the EI programme should-be "to determine world needs by reglons and by countries
for trained personnel 1n the various ‘ranches of health and medicine" This cgnstttuted
an approximate tatement of the meortance of a quantification of needs, as a basuis for
action - this being a central tenet in current concepts of health planning. )

-~ x

In certain publications in the WHO Technical Reports Series” dﬁrrmg Period 1L, ’one\nay

also find i1mdirect wmplications of a plannlng-objectwe. A policy statement’on the tralnlng A
of statistical personnel 1n 1954, for example, indicated that the emphasis by WHO 1s "on the
applied side of statistics" "6 - an approach which might be 1nterpreted to mean that statls-
tics would be expected to serve as a tool for planning. The Expert Committee on Environ-
mental Sanitation, reporting 1Ln 1952 made a .reference to planning in this sector of the

health services when it stated: '(

"In the preparatlon gj/a\programme of env1ronmental sanitation the first need is for a
. careful assessment of theiproblem and for overall planning of the necessary measures at

the highest level".’ > !

9 Ed

The Tecknical Discussmns at .the Ninth World Health Assembly, 1n 1956,Ewere devoted to
"Nurses: their education and their role 1in health programmes Among the conclusions was a .
statement . a;. one of the usual functions of a’chief nursing offlcer ln a ‘national health

N Agency ~kodild-be participating in planning the national health ‘programme - making the rather
o sweeping aSsumption that such ‘planning was bemg undertaken.®! At the end of Period II, a
study of basic nursing education, published in 1961, made\ perhaps the first exp11c1t
reference to-planning educational-programmes — in offermg. - s

"suggestions as 40 a method of planning, and it is intended for the use of nurses who
find themselves in a position to influence planning for basic nursing education at local,
intermediate (state or provincial), or national levels, particularly in countries where
the practice of modern nursing and preparatlon for it are just beginning te develop".

v 2
K
Only in very limited ways does one find 'in Periods ‘1 and IL any direct ‘or, indirect
references to health planning. Where the context is droad ,or comprehensive plannlng, the
references are very indirect; where the references to plannm% are e phct‘t,.the context is
a subdivision of the health sector, such as environmental sanifation or nursing. Clear-cut
acknowledgement of a pldnning objective in overall health services or in health manpower
. development is quite lacking prigr to 1962. s, N )
~ 4
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beginning, was‘dgannly a body for 1nternat10na1 sanitary quarantine,, complementing the
colonial health sergi.es - past or present. An interpretation of attitudes, of the
Ugited States of A:irlca - a major force 1in WHO during these years - -towards internagional
aid.programmes in th# 1950s; is giyen.by a US scholar writing in 1957: S :

"The threp original aims of ‘the Point Four Program reflected considerable Y.5. activity
1npdeveloping policies to counter Soviet power. They were: to prevent underdéveloped
€ountries from falling under Communist domination and to assure their good will towarg
the U.S.; to maintain and develop™ these countries as sources of strategic ra
materials; -and to develop to the extent possible future markets for U.S. commerce. ‘In
addition, humanitarian aspects were included amongr the considerations behind the Point
Four Program'" .12 \ ; .
\ 1 N K
“In Period LLI, considerable cﬁange was to occur in attitudes towards health planning” around
the world and 1n WHO. . - . . :

- o

» ~ ~
”n

National health planping - Period TIL

= R .

The first” specific reference to national health .planning in a WHO publication was an
expert committee report that appeared n 1967.1 In World Health -Assemblies, the figst
specific. reference to healith manpower planning was-made in a resolution in 1969, related to
the Secénd United Natioms Pevelopment Decade (WHA22.55), wirich stated that-global privritres
in health-shiould incluae: Y 3 ~

"the planning, organxzatron and operatron of systems and institutions through which the

health service personnel can.provide to populations they serve every form of care

partrcularl{ . for the largest possible segment of the population in developing

countries' N '

In 1969 also, the @xperthéammxttea on-Maternal and Child Health stated in its conclusions:

®
"Planning is necessary to develop, organize, and distribute serviges to cover the
population, Ths calls for careful assessment of the 1local problems and of the
approaches and resources at hand. Advisory- bodies to coordinate the interests of all
groups concerned wrth mothers and children are also desirable".!l . .

With respect to perception of problems on the planning of health manpower, as reflected
in 1nterventions at the World Health Assembl)es, thse did not appear until the later years
of Period ILLL. Hence, as 1ndicated in Chapter IIIL, the need for health manpower plannlng
was 1dentified, but counting all eleven World Health ‘Assemblies i1 this peried, it ranked low
- 22nd out of 23 significant problems. There were, in fact, two aspects of planning as
related to health manpower: (a) the planning-of health personnel of all types, and (b) the
training of skilled health planning personnel. . ) . .

- 3! .

The first aspect - that 1s, planning for hedlth manpower as a whole.z ,was identified. in
the conclusions’ of\ﬁhe Technical Discussions at the Twenty- third World Health Assembly in
1970.  Awmong the co clusions of these Technical Discussions, one waseghe need for:

//"heaith manpower planning based on an analysis of health problems as well as the
functions required for the athtevement of desired and feasible obJectrves
*

_Also 1n 1970, at the forty- -seventh meeting of the Exegutive Boatd, the first attempt to
deflne .general principles of health manpower development (rncludrng plannlng) was made by the
member desrgnated by the USSK. He listed these prrncrples as: S -, R
. v \_r
- the training of gational health personnel should be a part ﬁf’the development plan
of each country, h&
- training stould be geared to the chuntry's needs,
- training should be comminity orientied,

. \ .
- ratronal use shQ\ld be made of the personnel avaiCable.17 . .

/ -

Further pornts were added at this Executive Board discussion vn the trarnrng of auxiliaries,

coordination between trarnrng a d ytllraatron of-, personnel, etc. - |

v

.

; N . / T %'.’/, \

In the opimion of some observers, this situation reflected the view that WHO, at®its

Che
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Ther second, more restricted aspéct - namely that of _the ,/training of health planning
personnel - was ‘the specLal \focus of an expert committee meeting *4hose report was also
pulfflshed n 1970, This meet1ng reviewed several travellmg seminars thal, had been con-
ducted on health planning in different reglons during the years 1967-1969, and concluded that
more-work was necessary to reach clear decisions on the best w y to train health planners. ’

. The committee concluded: < P . 7
. ) y 3 |

"A full-scale apparatus for the triining of " health’ planners has beensdeveloped\ in
relatwe\ly few countries...‘ Thus, one of, the imperatives ig the current situation is 'the
negotiation of a coherent plan of action to develop a systematic and effective training
apparatus ... Further, in most countries training in health pl:annmg will have to be
administered for some time on a relatively centrallzed basls, in view of the experience
of several developed nations that a s1gn1f1cant cadre of planners and teachers must be
built>up before training responsibilities can be dqgentrahzed throughdut the country to
good effect.’ "8 . ’

“» ' ‘E ‘ . -

By 1971, recognxtlon of the igreat meortance of national health planning, and of health
manpower plannlng Ln pa:tlcul'ar (including the formal training of health planners) had
reached a high pitch in WHO. - The World 'Health Assembly that year adopted a sweeping
. resolution, (WHA24.59) on the training of national health personnel with at least eight major

. recommendatlons, the first of which, stressed the importance: <

. . y .
"firstly, of current and long term planning of the traln’mg of national health personnel
1n accordance with each coun‘try s objective needs and existing social and ecorfomic

= resources".! ’ ! ,

Also 1n 1971, WHU published the comprehensive findings and, recommendations of a Scientific

Group on the Development of Studies 1n Health Manpower, the main focus of which was on the

. crucital 1importance of health manpower planning. In” its | first conclusion the Scientifice
Group expressed: . ) 14 ;
.- consrderable concern at the fact that the importance df health manpower planning 1is not

. wldely understood. -~ In particular, the potential beneflts from the néw technlques of

study have not been ‘fully appreciated. This has q'esulted in a probably widespread
uader-utilization of skills in the developed countries and unnecessary deficiencies.
elsewhere, 1in a frequent dLscrepancy betoween real needs for health manpower skills and

< the content. of training programmes ..." LW

By the ‘end of Beriod I‘[[, the stage ‘was well set for manpower planning to become an
ofjective of very high priority in WHO's health manpower development programme. — In previous

. ars, under the umbrella of othér conterns - such_as population coverage, efficiency, or _
even the quantity objective -‘the plamning of health ménpower had been arff implicit objec-—
tive. But now 1t was an expllcn: and prominent ‘part ffWHO s, policy - recognized, further-,

more, as a major component in the task of planming total,‘ national health systems, within the
) framework of overall natiqpgl socioeconomic development. It is surely no accident th#& it
was tn 1971 - after nearly 50 years of health 1ann1n§ experience in the USSR - shat WHO

f health planning in the USSR.Z!

2. publrshed -Ltg \{Lrst comprehensive account on Princdiples
o A / L v
Health manpowermplanning ~ Period IV . ) i . .
Thg_ prominent lace“'*that national health plannipg, and health manpower planning 1in
: partrc‘élar, had come “to occupy in the and policies of WHO was not necessarl.ly reflected in
the perceptions of Member States. Among the problems ldéntlfled at the World Health
Assemblies of Period IV (1973-1980), the need for*health manpower planning ranked only 15th
.in the number of intervéntions. o o . . ,
Member States apparently dp d not respond with grg(at enthusiasm to the planning concept
-» with ity strong emphasis on .quant»tfxed assegsment of needs and 'quentified OJeCtl.On of
. resource& to be produced. Because=~of thlS, “and perhaps for other reasons (ste ‘below)} it
appears that 1n Perlfogd IV the .content of the heal h manpower plapging concept was broa— |
§ dened . Certain. planhing activities, of course,’ ¢ontinued as .be‘?)re, such as the .Pan
American .Conference on. Health Manpower Planning held 1n 1974, Major emphasis tn that o
conference was put on the. tralmng of planners and other persormmnel connected with plannmg '
.. : A '\ - . . °
. . . , , . k ,
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and on research concerning planning methodologies. TheSe were signrficant emphases, since
the P4n American Health Organization had, from the early 1960s, made a great investment in

training health planners by the PAHO-CENDES method, as it was called - with dlSappOlﬂthﬂh\
ase

results.23 © The method -called for careful quantification of each country's dise
problems 2according to their magnitude, importance, and vulnerability; then alternative
¢ options were:to be prepared by health planners for decision by policy-makers. Although some
© 2500 persons were trained in this method, it was never successfully applLed in any country of ~
the Americas or elsewhere. The staththal information required f#rithe analyses of disease
burdens was seldom available; even when various options were posed to pollcymakers, finjl
decLsxons were usually made on wholly different grounds. Sl

As a result of experiences of this type, 1in 1976 WHO staff with major responsxbLlLtLes
for health manponer planning were led ta conclude:
4md’

H
fo— »

"What are the lessons F”be learned from experience with manpower plamging?  Such
plannLng 1S now more concerned with the actual decLSLon-makLng process d imptementation
of decisions .than with the manipulation of numbers in forecasting demand and supply ...

Planning efforts are unlikely to be effective if due account .is nof taken, of the social,’

econom1c,'and ~ most important - the political mxlleu in which they take place'.

1
In a word, the health minpower pi!nnlng process came to be recognized in WHO, as it was-in
counfries, as being more .political and soc1al than mathematical. It was realized that

quantLtatLve analyses had their value, but that the ulthate decisions on 1mplementat10n were
beLng made by pational leadggs who had to take into account -problems and capabilities 1n the
whole of society and political interests and consxderatLons - not solely in the healt
or in health magpower. Similar ‘insights affected the overall operatxon of WHO durxnﬁ.
IV, when the organizational unit on natiogal health planning wa% eliminated, and replaced by
a unit with much more broadly conceived functions and strategies; it was called "Country
Health Programmlng o p N
—

These insights~may explain why in the Sixth Genéral Programme of Work (GPW6, 1978- 1983),
prepared in 1976, the section on health manpower development makes -ample reference ,to
planning as belng an integral part of the total health manpoQEr development process. The
fLrst detatled obJectlve under healtﬁimanpower development in GPW6 is:

A - . -

-~

"To promote the p}anning for and training of the vhrious types of health- personnel.
fomposing 'hgdlth teams', with the proper knowledge, skills and attitudgs for the
executign of ‘ational health plans and programmes, including personnel wrth appropriate
levels of s s for the provisionPof perary health care, as well as env1ronment{l
“health persofi#l".2 .

It -7

-

Similarly in the WHO Medium~Term Programme for Health Manpower Developmeht - submitted to and
approved by the Thirty-first World Health .Assembly in 1978 health manpowef\p?anning appears
in a gubdivision of one "of three programfle areas. , The plann1ng objective
one a%%ng five targets under Programme Area A, with tHe words:

<, L4 ac
| ."Development of health manpower planning capability, as ev1denced by an increased number
\ of ' countries’ developxng soundly base:’gjt1onal health plannxng, including the predxctlon

. of manpower requxrement'"

.
AT LS
0. \

Thus in Period IV, health manpower planning did rema1n one of/the main obJectlves of the
HMD programme and waé’recognlzed_as one compofiagt of a more broadly defined .,health manpower
development process. This wvas already evid in the document 1ssued prepanatdry to the
1976 delLberatLons of the Twpnty—nxnth World Health Assembly, which promulgated GPW6.. In
this important dUdument"”(K29/lS) the health wanpower development process 1§ analysed as

consisting. of: ‘ ’ < . \
\ . T ¢
! "(a) health manpower planning ( .
- (b) manpower resources development (health manpower “"producfion", education and
training), . ﬂ@ & - )
(c) health manpower managen nt (adm;.mstratm.o?f‘27 P | “
Furthermore,| the relationship of healthf manpowe pLanning to overall health planning 'is

stressed in the 1976 Wofld Health Assembly resolution (WH&2§.72)” which requested ,the
Direttor-General to: ‘

—
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"collaborate with Member States in strengthening health manpower planning as an integral
part of overall health planning ip the context of their socioeconomic conditions".28

* In 1978, WHD published a comprehensive monograph entitled Health Manpower Planning, which

had been in gestation- for several years.2? In the summary of the chapter giving an
'. overview, the broadened objective into which health manpower planning had evolved is well
stated as follows: - ’ - : .

. . -

" ""Health manpower planning Ts a process whereby health manpower development goals,

. objectives, priorities, and activities are established systematically in order ta ensure
that current and future health manpower resources meet adequately the req\ui‘rements for"®

" delivering health servicés to a population. It consists not merely in projecting the

* numbers of personnel reqfired but also in planning to provide progerly designed health
services with the quality and quantity of the personnel they need".3
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S From the first years O'f’ WHO,, here were some repr’ésentatwes of \1ember States who recog-\
nized the meortance of having, health personnel recelive an educétlon that was.relevant to the
problems and conditibns. of their own, countrles ~ €ven ough’ the 1ssle may not have been
expressed 1g this way. LAt the Second World Health Assembly, a, delegate of India- spoke of
the Lmportance .ofrstrengthemng the educatLonaL LnstLtutLons whthin each country, so that the
"bulk of national heal¢h staff may receive proper tralnlng in their own environment and under
their ‘peculiar T'ocal.condltlons 1 <At the' Third World Health Assembly, an Egyptian
delegate remarked that "graduates returning from abroad had very little idea of local
diseases Or 'problems’, and a.spokesman from Pakistdn stated: "1t should be left to national
authorities to train their own workers™. 2 * In the first Proposed Programme and Budget
Estimates sumetted to the World Health Assembly, in 1949,, a similar 1dea was expressed 1n
the comfeqt that "a physrcran should, - in principle, receive most of his training in his
country{ or at least in a country ‘similar to his own". . , . .
A

.In subsequent years, the issue of educational ir¥elevance and the formulation of stra-

tegies to achLeve relevance were given more specific form. Many of these strategies have

" been dLscussed in previous chapters.. The. exganded training and use of health auxiliariés

and the involvement of practitioners of traditidnal medlcme, discussed in connexion with the
obJectLve of coverage, constituted one basic stzategy that often 1 plled a go‘al of rele~
vance. , The advocacy of health teams, as a mechanisw: for incr asing efficiency, was
another. The whole movement. for advancmg health planmng was qtill another strategy
closely connected with the goal of relevance,., planning, in other words, was intended to
result 1n meeting the current a‘nd future neegs, not of .some abstract realm, but of a. parti-
cular country. o X . ,
¢ ! & . " . . L4
Still other activities im“countries and“in‘ the work 6f WHO that have contributed to the
abjective ,0f relevance can be LdenthLeq “Some of these, such as' strengthening training in
preventive, and social medicine, appéared early in the history of WHO, and then declined® in
importance. Other concepts, such’ as ptomoting the’ education, of all medical and allied
health personnel along more communlty—orlented (as distinguished from pathology-oriented or
hospi tal- oriented) lines, arose in an ,amorphous form and then became more sharyly deflned in
later years. - e ,‘,,’, NN .'"“f: N . . .
B ' -
The background factors contrlbut@g to the ultifhate formulatzon of relevance °as a
distinct policy obJecf‘.we included many of the géneral developments in medical sciehce and in
society already noted insother, connexions._ The rising proportion. of developing counetrles
among WHO Member States was basxc. The 1ncreasing specialization of medlcxne-and the
proleeratton of sophisticated technology in the affluent LndustnaLLzed cguntr1es - renT
dering their health services, less and less approprlate even .to their o natronal health
needs - accentuated the demands . for.relevaace’ in WHO health manpower pollcy . The failure of
maJor diseasercontrol campaLgns (especially malaria eradlcatxon) and disa ;ozntment with ¢Ehe
wave . of neo-colonialism a).so in thée health _field'.as well as with thé entire role "of private

P

medical practice also contnbuted. 2 Fl.nally, .the. large persistent problems . of dlsease and of’

' resource def;cxencles Jin the developing countries, combined with the problems of underserved

urban slums and ;ural areas;,even Lnﬂndustr{allze‘d tountries, 1ed in the most recent decade
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. ’ i ) Chapter X -
A < '
) “# . RELEVANCE OBJECTIVE : TRAINING APPROPRIATE |
. ‘ TO LOCAL HEALTH NEEDS . .
ool - Coe
Most of the objectaves of the health manpowér development programmes discussed 1n
previous chapters have implied also an objective of relevance - that 1is, that personnel
should be trainec_i in numbers, types, and manners appropriate to the varying needs of each
country. As, experience with conventional concepts of education and training has accumu-
lated, howeve the crucial meortance of designing educational programmes relevant to the .
partu.ular tonstLons of each country has become anreaslngly apprecrated —,50 much so that
relevance has taken shape as a deflnable objective in itself. - .
N e, . ¢ ) . '
- . '.' o - . ¢ cT N
Meaning" and background of e'ducationé’l relevance A '
s B " ) ts ’ -
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the so-called "Establishment" ia modern medicin¥

.. throughout the world.A All these - c1rcumstances led to a call for health care systems as a

‘whole, apd health manpower policies within them, to become more relevant to the main health
i

(Q:oblems of people everywhere. - !

Beyond the ,subjects tmplyidg an .objective. of relevance already dis.ussed, this chapter
_ wifl examine four further programmes or sets of, activities promoted by WHO, to attain the
objgctive of making health manpower policy more relevant te the needs of populat ons. These
are:. strengthenmg preventive and socital medicine 1n .medtcal and other heal personnel
scho#ls, medical educatiorf on salient or timely problems (such as mental 1llness or'radiation ,
hazards) traiging teachers of health personnel to use '‘more appropriate methods of educa-
tion; - and deSLgnmg the whole operation of medical and other health related schools, to turn
oyt more commum ty-oriented health personn€el.

-

Strengthening%educ,atmn in preveptive and social medicine
The earliest form of advotacy of a SpeC’lflC activity, to heighten the relevance of health

professional education'to the health needs, of people was to call for stronger emphasis on

preventive and social concepts 1n medical educattons Some commenfs along these lines were
even made in the deliberations of the Interum’ Commission for WHQ in 1946. In the first

World Health Assembly, promrnent pubhc health leaders, such as Mudaliar of India, Parisot of

Fr'ance, and Stampar “of Yugoslavia,,K spoke on this subJe’ct—. From the Fifth Warld Health

Assembly +«(1952) .onward, every smgle Assembly in Period II (1952-1961) heard some reference

to the subject. In thec« interven?ions at all ten of these Health Assemblies, the need for

teaching preventive and social medicine (PSM) was the fifth ranking proble’m '

P *

The Expert Committee on Professwnal and Technical Education of Medical and Auxrhary

Personnel devoted a part of 1its second report in 1953 to PSM teaching in medical Schools

An account of the report of this meetmg stated: L

Ay .

J "The obJectLve of teachmg in preventive and social medicine lS to give the student an
adequate scientific background to time problems of health 1n the Lndwldual family, ,
group, and commun.ity ... He should be. encouraged ,to integrate preventlve and curatwe
attitudes in his.medical thinking and in his practice .. L

- . " P -—

N This Committee emphasized that, more important than PSH instruction tn separate courses,
these concepts should be Lntegrated(l throughout clinigal teaching® = an ‘approach still

widely advocated today and all too sel om implemented. o C o 1
—_ ® .- ' J .
Much emphasis was given 1in the WH’O Region for thée Americas to PSM teachrng,,formuiated
usually as the teaching of "preventwe medlcme. and public:health”. Several {issues-of the
Boletin de la Oficina Sanitaria Panamerlcana,m 1955 published arthles on this subject.7
Numerous seminars on PSM teaching were held for medical school ‘faculty members in the
Reglbﬁ.g In 1957, the WHO Regional Office for Europe published a survey of’ the teachigg
of public health and hygiene 1in the medicals schools throughout Europe. Similar PSM
,emphasis was promoted in the pasic education of dentistsv'l, B ) . !

-

The WHO pohcy of encouraging the anorporatfon of preventeve coneept;s into  vatious
medical coursés was well itllustrated by the subject of athe meétmg of the. expert committee
dealing with, education and training in 1957: « it was focused on instilling preventive
concepts 1nto the teaching. of pathology, sp'eclhcally tht-ngh promotmg colldboration between

" pathologists and epidemiologists., 1 Inculcating a. prgventive viewpoint was promoted also
dqrmg Period IT in the contrmung education of general medlc’al practitionérs,
] . ’ .

In Period LIL. (1962 1972) the WHO strategy of lnsttllmg preventwe concepts into’ the
teachrng and practice of various specialties Bt médicine, as welloas in genergl practice,
continued. The -1ssue still appeared farrly prémmently .in the interven,tr.ons at Health'
Assembl;es .ranking eighth among 23 srgmfrcant problems ideptified durmg this period. - “In
1963, . the Expert Committee on Maternaljand Child Hedlth devoted .irs! fourth meetmg to_methods
of 1including PSM concepts io -the tramrng Qf both obstelrician~ gynaecologlstS’ and‘ paedia-
tricians.!3 _ The Expert ‘Committe€ on Nutrl‘tlgn and Infe&tldn, reporting in 1965 made a
plea for the relevance of this subject: in the education of all health pet'sonnel, when it, -,
advocated that: :

Q
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"The iateraction between malnutrition and infection should be regularly taught in school$. .

of medicine” and public health or hygiene, ip schools for nurses and auxiliary health
torkers,‘ and 1n short-term and refrésher courses for public health personnel. It should

lso form part of the content of health education for the public. MWHO should promote
such education and training activities".l4 .

’

In 1964, once agafn the expert committee con‘cerned with educatlon. and training gave 1its
attention to stress;ng rhe relevance of preventive concepts "to every spe«.xalt% of medical
practlce, and partlcularly to the work of the [general] medical practltloner In 1966,
this expert committee spoke of the value of involving the medical faculty in health care
programmes for university students as a special way of teaching preventive medicine to
medical undergraduates 16 . J !

) e T ? .

By the end of ‘Period I1I, however, Ehe“'bhe?ne of stressing PSM coﬁcepts in the education
of physicians and other health personnel sebms to have played 1tself aut in WHO strategies.
‘In the Teghnical Discussichs at the Twenty-third World Health Assembly in 1970, the teaching
“of preventive and };ocxal medicine. 1s not specified at all among the 13 éonclusmns summa-
rizing <he discussions. -, One gets the impression that the original focus on, preventive
medicine was broadening into ah advocacy of education more generally orlented to local

community- problems. Thus the *Joint Committee on Health Policy of WHO and UNICEF, in its
1971 statement on the ET progrdmme, lists five priorities, but PSM teaching is not -among
‘bhem.” Likewise, "in the last programme, and budget s tement* 1n Period TIL, “seven
policies are-listed - lnt.ludll’ég community-based education and training - but not preventive

and social mediciné as such. The comprehensive Assembly resolution on the ET® programme
(WHA243.59), adopted 1n 1971, called for 1implementation of many principles, buL again PSM
teaching, as such, is not spec:xfledf1 . .
,
In Perlod IV (1973-1980), among 22 significaot problems 1dentified 1n Health Assembly
mterventlons,,Lhe need for teaching preventive and SO&.lal medicine is po longer included.
In 1ts’ place 1s the problem defined as the need for c0mmun1ty-0r1ented curncul:«; - Con-
ferences on PSM-related subjects were held such as the 1978 meetiffg in <Paklstan on’ teaching

\

statistics to medical students, ~ but preventlve wmedicime instruction had -evidently
become absorbed into a broader concept of 'relevance" i the overall training of .all health
‘ ‘ ¢ a.

personnel.’ . "

» . N

Medical educataon on other salient problems -

Aside from the einphasis on PSM, WHO has identified and recomnended over the years other
sybjects to strengthen medical education if physicians (and others) were tp be trained more
relevantdy to the real problems 1n society. . . .

Thuis was 11lustrated by the subject chosen for review in 1957 by the expert committee in
the’ ET' field: p’\)stgraduate mstructmn of public health personnel on the public héalth
aspects. of nuc lear energy. “The report of this meeting spoke of the responsibilittes of:
public health officfals for radiation safety in hospltal} at workplaces and elsewhere -
hence, the need for spec131 courses .on, thesé probléms. Two months. later the expert
committee dealt with’ the instruction of undergraduate medical students in radiatign

medicine. This was a period, as stated by the Director-General in opening the second
meering, of 'incfeasing world-wide imterest in the widening applications of atomic
ener:gy"‘—?-2 There was - much' discussion everywhere,of' the possible hazards to populations
Jhat might result‘ Erom, *allout in. the atmosphereﬁ“'ﬁ’ollowlng nuclear bomb testing. (The

nuclear tes’tﬁn treaty barring such test exXplosiohs above the® ground was not cencluded by the
United Klngdom, the USA,v and the USSR until 1963, ) This whole lssue was probably exagge-
rated and ‘might have had relatlvely lattle relevance to real problems in the developing
world, but at 1least i:i ted to a fresh apprecxatlon of the possible,hazards of ordinary

n;llagnoshc X—ray expOSure Responding to these problems, the expert committee recommended
appropriaté instructiony of both public health offlelals and ‘medical 5tudents \on the conse-
quences and methods of control of harmful radiation.’ . °, .

of - . .. . ¢
* In an e'ven more dn:ecr: respdnse to the 1issue “of radiation hazards, WHO set up‘a special
Expert Commitfee on Radiatidn, which had its first meeting in 1958. ,Thi¥® Committee mer
almost annually for the-next several years. LAt its fifth meetmg iy 1964 it discussed the
traiping of rad ifo"loglca'l. staff, stressing that these’ personnel "should be coaversapt with

’
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radiological protection, especially those aspects of it that concern thegzreduction of dose to
the patient, as.well as those that relate to the protectiop of the operZlor and others near

) the . n@d&dflon source .23 «The ET programme gave no Subsequent consideration td. ‘this
special problem. ' . .

Anmather salient problem, on which special educgtional efforts were recommended, was the
broad “one of mental disorder, or the promotion of mental health. From its earliest years,
WHO.Had maintained a programme in mental health; - the Expert Committee on Mental Health held
its first session 1n 1949, The meeting of thlb committeé held in 1960 was devoted_to the
undergraduate teaching of psychiatry and mental health promotion. 4 The special toous of

- this discussion was the training, not of spectallsts in psychiatry, but of the majority of
* physicians - pérticularly general practitidnets ‘~ who would see in¢ theit praltices many
patients with mental and emotional problems Then, at 1its fmeetihgs in 1961 and 1963, thé
Expert Committee on Mental Health again dLScussed the educatlonal aspects of this subjecy.
The l96l meeting was devoted to postgraduate education of both public ‘health officers and
general practitioners on probleps of mental 1llness and mental health.25 The 1963 meetlng
-, .also discussed the education_ of specLalLsrs in .varioys branches of med1c1ne concerning the
development of a psychosomattc approach 1n thetr work- <. . R
8 i
Speclflc problems related to mental ﬂealth have also been the SubJect of WHOU meetlngs or
studies which,” Lnter alia, have recommended training prQgrammes . The subjects covered have
included the prevention and treatment of dependence on alcohol and_other drugs (the gubject
> of the meeting of the Expert Committee on Mental Health in 196727) and human sexuality. ..
< e Teaching health profeSSLonals about the latter subject was the focus of a research,paper in
" 197428 and of a special. meeting in 1975. 29 o +

- - .

4

.

_ Another problem of worldwide meortance for which "WHO recommended’speclal education and
‘. tralnlng as recently as 1977, in Period. AV, whs the health needs of adolescents. An expert
committee report on this SubJeCt concluded that: C

» .

..ot - "Health personnel should be trained to collaborate more efficiently 'with workers -from
K other sectors such as educatxon, the social services, and industry in meeting adolescent
. health needs" .30 : . )

¢

The r1s1ng problems in the 1970s of drug, abuse, unwanted pnegnancles and venereal diseases
among the adolescents of many countrles obvxously meant that educatLon on the health care of
this -age=group was distinctly relevant to the needs of populatLons of. those countries.

-

[y

A striking reflection of the recognition OLVen‘to the objective of relevance throughout
the Urganization 1in Period IV was the subject of the 1975 meeting of the Expert Committee on
Mental Health. This meeting was devoted the organtzatlon of mental health services in
developing countries.  Apropos.of training*jthls report- gorc luded: -

"In the developtﬁg countries, trained mental health” professionals are very scar;e 1ndeed

- often they number less than one per million of the papulation. Clearly, ‘if basic
. ’ mental health, care 1s to be brovught wlthyn reach- of the mass of the populatlon, this will

have to be done by nopspectallzed healthi®workers - at all levels, from the primary health

workér to the nurse or doctor - worklng in collaboration with] and supported by more
specializéd, personnel. This @ill require chénges in_ the roles and training of both
general health workers and mental health professionals'. i ’

) . -

“Thus, promotlng health personnel tralhlng that is relevant2to special health problems
that became promlnent in certdin periods -~ radiation hazards mental disorders, drug abuse,
or. the problems of adolescence ~ has contributed .to atta1n1ng an objegtive of relevance’;g,
heaith manpOwer development. ’ -

- - 2

‘ Teacher trainiag For relevant learning - .
} , ! ‘ ,
’ . . o

Ao In the discussion of WHO training actiylt{es“ot{ented towards an objective of efficiency
'(Chapter VIII), the global and regional” pnbgrammes designed to 1mprove methods of health
personnel educatton were revieweda: We, have~se€h how, startlng in the early 1960s, these
efforts were directed lnltrally towards deueloplng more effective techniques -of medical
- pedagogy, and then hOw they evolved around l973 1974 °towards the development of cuirriculum
BRI - . ’ - o J°
. . _l Ii() ; -
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content and teachfng methods more adapted to local needs - hence, more relevant to the, health .
needs of populations.. In terms of the problems idemtified by World Health Assembly intgr- %

ventions in Period III, the need for training of teachers ranked 13th z'mdfin Period IV 1t
ranked 6th. - .

. -
-

In 1973 the WHO Collaborating Centre for Teacher Training at the University of‘ Illinois,
in the USA, produced a' collection of papers on this subject. ,'These papers emphasized the
use, of educatzonal approach (content: and _methods) appropridte to the changing health
problems, so¢ial needs, and economic issues in society. As stated in one paper of this
collection ) : .
"In summary, it may be said that each country should build up its own made-to-measure
health services, staffed by national health workers who are adequately trained to meet
the health needs of 'the community that they serve'.32 .

Within the framework of the global, comprehenswe WHO teacher training pr:ogr:amme,33 by
1975, eight,regional teacher training centres were in operation - at least one in every WHO
region except Europe; also several such -centres had been established at the ‘country level

“and "had started to train teachers in their national settings and languages Few WHO
programmes have been developed so comprehensively and so rapidly throughout the world (as
explained more fully in Chapteér VIII). Most of the important .concepts in the strategy of
trammg teachers for relevance in medical education were summarized in a WHO publication
appearing 1in 1978.35 Co

»
.

In 1979, a 10-year review of the WHO global teacher-training programme was cargied out
that involved.sitervisits to regibnal and national traipning centres throughout the world. A
- major technique of the centres has been to, hold relatLvely short workshops for teachers
(predominantly &rom medical schools); by 1978 more than 700 of these had been held, the
gréat majority in the last few yéars " The heaviest attendance at workshops was in the
Region of the Americas, and the overall distribution of participants from 1972 to 1978 was as
follows:

A ~

] . Aftica - 323
- ) Americas ) 12 454 i . .
Eastern Mediterranean 1 289
South~East Asia . 21 1500
Western Pacific . ) 829 i i
Total 16 395 )
.
The evaluat.or drew several conclusions from their stﬁdy, among which were 0y
these: . ‘

L]
’

"The most Mignificant achievement is undoubtedly the great number of teachers, parti-’
cularly of medical schools, who have been 3timulated by the programme to examine alter-
native educational ‘processes ... Most importantly, there 1s now a much greater awareness
‘of not only the 1mportance of training teachers in education but also of pOSSlbllltle,S
that exist to make Such training more relevant, more effective and efficient"

Yet, in global perspective, the observers added:
"There are still too many educational . programmes purporting to train health pergonnel
which are irrelevant to community health -needs, too many where the training is not
focussed on adaptation to changmg needs, and ,t:oo many which use teaching processes whlch

. do not provide optimal conditions for learning". . p,

s N .

The ultimate test.of the value of the teacher-training programme, so effectively promoted
by WHO over the lagt decade, will be the kind of health service provxded by the graduates of -
the schools whose teachers have been, appropriately trained. Wwill the overall performance of
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¢ ,these physicians (and others) be more responsive to,the actual health needs of the populatlén
‘than has been that of physicians educated prevxously 7 Edaluation along subh-llnes will

only be pbssible, of course, many years from now. . . Co

. Community-oriented education of health personnel *

)
[y

All the hea}th manpower, development activities reflecting an objective of relevance that,
have been reviewed in this chapter so far could also be considered as programmes to train
community-orienfed health personnel. Beyond these, ‘however, there have been still other
programmes, within countries and 1n WHO, specifically intended to prepare health personnel to
meet the.overall needs of communities. The recognition of this’ general issue ,ln the first

. years of WHO has been reviewed earlier in this chapter. .

Among_ problems ldEHtlfled by the World Health Assembly interventions in Period III
(1962-1972), the need for adaptatLOn of curricula 'was seventh in rank; this adaptation’
ordinarily meant making the education of health pgersonnel appropriate to community needs.

~In' Period IV (1973-1980), the more specific problems of the need ffor community-oriented
cusricula was tenth in rank, but along with it as ninth in rank wvas the need for adaptation~
of curricula. If these two types of problem were aggregated in the tabulat10n, they would
rank third among the more than 20 problems identified.,

Advocacy of a community orientation in medical education.’had been among the recommen-
dations of the expert committee in the ET field reporting in 1953. This report stated:.

"The medical school should assume its logical®role of leadership in the community and .

should cooperate actively with all those agencies concerned with the health’ of the people

. by demonstrating and teaching the- kind of medicine (including preventlve) which deals

with the individual's health and illness problems in the community setting". 8 N .

.

v -

It 1s worth noting that 1n 1953 also a WHO conference on nursing education expressed similar
views, emphasleng 'that nurSLng must be related to the local and national needs and that
this requires nurses whose education is adapted to varied national circumstances" 3 In .
1955 an Expert Committee ,on Midwifery.Training put similar stress on the adaptatlon of

A

educational progrdmmes to_ 1oca1 needs and c0nd1t10ns . .
t »

. -

. In the programme and budget statement for 1973 (submitted to the Wbrld Heaﬁth Assembly.1n .
1972), community-based education and training was one among seven policies. In GPW6,
promulgated in 1976 (for 1978-1983), one. finds sithilarly that heal‘h manpower should be:

- "ptoperly attuned to the health problems of the people and su1tab1y trainéd to respond to
; health programme and servxce needs. Educatxon for the health professions must take lntO
account not only the 'local hedlth situatibn, but also the local factors that have §1ven
rise to this SLtuatxon, as well as general educational, social and economlc factors™
[N y .
FLnally, in the 1978 Declaration of Alma—Ata one reads that to’ achgeve the all-important goal
of primary health care communlty—orlented perSOnnel w111 obvxodsly be required; such care:
relles, at local and referral levels, on’ health workers, including physicians, nurses,
midwives, ‘auxiliaries and community workers as applicable, as weLl as traditional prac-
titioners as needed, suitably trained socially and technlcally to/work as a health team
and to resp0nd to the expressed health needs of the community' v42

5 -

a4 specxfxc strategy of WHO, with respect to community-oriented medical education, was to
%strengthen general practice. The second report of the ET expert committee, quoted- above,
concluded also that: ¥ ot .

-
t

"Eacb country or region should have adequate medical educatlon fac111t1es to provide
1tse1f with h1gh—qua11ty general practitioners to serve its needs. ¢

In the years aftér the Seeﬁhd World War, when WHO was born, there was a great expansign of
® specialization in medicine ‘in many countries. .The post-war extension of social insurance for
' medlcal»care and the proliferation of hospjtals led to vyast increases in the medical and
s surgxcal.spec1a1t1es. . The result in severa\ ofTh& more developed countries was a dec11ne

-
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_(both relative apd ‘absolute) in  the availability of general physicians for primary care.
.Against this background, a call for strengthening general medical practice, in beth‘.under-
graduate and continuing education, became part of the movemént for' relevance {n manpower
policy. . . . . : .

In 1963, the meeting of the ET expert committee*wa$ devoted td the training of the
physician for family practice. The term "family practice" was essentially synonymous with
gereral practice, connoting service to patients in the community and outside a hospital.
The commitlee recommended that all medical students should "receive gome of their training in
the setting of family practice" 1G4 In 1961, the European Region ‘of WHO held a 1arge
¢onference on the preparation of the physician for general practice, which called for many
changes in undergraduate medical education; the papers presented at this meeting were
published 1in 1963. 45 Ten years later, 1n 1971, another European conference was held on
the role of the prlmary physician in health services; a report of this meeting concluded:

"The Complemtles of modern medical care systems and of the present-day social environ-
ment 1increase rather than® d1m1nlsh the’ need for a persontl PhySlClan to treat, rehabili*
tate, and care for the patients Thgs ‘means that the prlmary practitioner of the future

must be, first and foremost, a good'Phy51c an sRilled in the “diagnosig and treatment of
the common disease conditions of his commumity." . N e

e .

. ~

This advocacy of stréngthened training 1n gener L;or family medical practice was heard
mainly in the highly developed countries. In the 1§Es developea ones, there ,were relatively
few physicians formally trained.and accredited in specialties anyway, so that general prac-
titioners, as suth, were not usually perceived to be lacking any mo<’\than physiclians as a
whole. The gosal of relevant education for health personnel ,in developing countries was
defined along;iroader lines. In 1963, when the European Region was dlSCuSSlng the streng-
thening. of genéral practice, the WHO Execqﬁlve Board submitted 1ts report  on. the organiza-
tional study on medical education and training to meet prlornty needs of the newly 1indepen-
dent, and emerging countries. This study concluded: . . .
IS

Mn addition to prolessional .personnel in medical and paramedicgl categories, there are

required tratined auxiltnry personnel in large numbers and 1n ‘approprlate numerical

relatlon to th8‘pr0f85510nals who will teach, lead and later supervxse them ... These

auxiliaries have a’ place of ‘their own in the health team, are especxally trained for 1it,

and should nqt be the prbduct of a lower standard of raining in the various professxons

to which they belong" . . :

. ' .

Thus, although this study set out ¥o examine medical educétign and training in the developing
countries, 1ts final major emphnsis was put on training auxiliary health pensonnel.

In the Easter’gﬂedlterranean Region, a COnference on Medical Education wgs held in 1971,
focuSLng on the needs in developing countries. Giving an overyiew of'medltal_currlcula in
these ceuntrles, the opening speaker put the-issue bluntly:

° ———

-

"In the developing countries, where traditional methods of pedical teaching have simply
been copied regardless of local circumstances, the tsﬁults - understandably - have been
*gatastrophic".48 \ . ) )

° -
.
. . - , - N

. To make medical education in developing countries more relevant to the needs, it was proposed
at that meeting that (1) the largest possible number of phySlClanS be trained at the lowest
possible cost; (2) graduates be motivated to practise as general physicians .working with

\Qaramedlcal personnel in rural areas; (3) standards be malntatPed through continuing educa-
tion; and (4) specialization be provided within undergraduate “training, but ohly in family
medicine, paediatrics, general surgery, and %eneral medicine. | %

Y : 6~ ¥

In*1§67, the Director-General o? WHO spoke of the urgent need for a more relevant tyﬁe of

medical educhtion‘in thé developing countries. He said: - , . I

'

coqydng~the medlcal schools in developed ‘countries 1s a mistake: New curricula and new
methods of tralnlng dre’ needed in the developtng couna;Lesa designed for their special
needs ... We must define what the doctdrs are going to %o, what the nurses and’ the other
member’s of the health team e* going to do, and they should be Yrained to take on, under
appropriate supeyvision, much more responsibility than is usual .in the highly developed
- countries". -t

A ) - . |
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\\\ For this type, of education it i%s necessarZ tha{vthe community as a wholg be used for
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Ten yearg later, the current DLrectorrGeneral was still led by c1rcumstances to, state:. p

.
~
° -

. ~
"Educatlon 1n 'medical schools, 1 suggest, has to become relevant to present and fore-~
seeable - futurd community hedlth ne\as, rather than.satisfying professional Lnterests e

learn{ng and that the hospital be coAsidered as a .place where a ‘eertain stage of the
sease process can be studied.'90 S . ( i ——

. . ‘ R T
* N N 3 . .
The sa emphasis' on. relevange, in heaLth manpower tralnxn&\prog ammes had been expressegd
in the 1976 1d Health Assembly rij$1Utlen (WHA29.72), whWich requested the Director-General:
F] ¢ '3 -

"to study the extent of’actron taken by governments in modifying t;;:r\health manpower

training programme and to assist the Membe;;jmates in restructuring the curricula for
-~ all the members of t health team, especidally for physicians at both undergraduate’ and
postgraddate levels, to make them morelrelevant to the needs ofetheir societies."

- - -
.

* " . * P . . i - ’ . - . -
+» The 1issue of achfesxng relevant education thrdugh- community-oriented forms of profes-
sional training has been prominent lso in nursing. In 1974, for example, an expert

commlttee urged that: ° . ) )

\\

.

"Decisions should be taken to initiate ‘and further develop community health nursing

services that are responsive té the, needs *af the community ... Nursing  educational-
programmes should be developed that make communxty health the tcentral objective of bastic
and continuing preparatlon 52 B o ’

-
s

In-1977, the Cbuncll of”%nternatxonal Organizations of Medlcal Scxences (CIOMS) devoted its .
annual conference, in collaboration® with WHO, to exploring how medical eddcatiop could be,
made more relevant to the current and changing health needs of soclety..

*Qne, speciflc strategy for providing medical, nurs%ng, and other REQlth‘ students with

communitysoriented education deserves specral mention: training outside a q.achxng .
hospital. Large general hospitals had been linked with medical sehools since the, Middle
Ages in Europe, and the specialized ward .- with numerous patLents suffering ftrom certain°

types of disease - had come to be “taken for granted as the appropriate setting for “teaching
about medicine and surgery, as well as nursing. The proposal, therefore, that some profes-
sional education should be provided outside the hospital was a radical departure from wells
established policy. Certain innovative medical schools - like that at the Uniyers}ty of
Zagreb 1in Yugoslav1a T had been teachxng students not oa%”outslde the hospltal but éven 1in
the, homes of “patients, 'since the early 1950s. >4 In the early 1960s, WHO sponsored a study
on the SPElelC methods of teaching medical students in out-of-hospital settings,, such as in
health centré% and public health facilities .’ In 1967, the ET expert committee concerned
1rself largely with the same general question. ° After stating _that "confining exper1ence of
the student's medical practlce to the teaching hospital. has- serious limitgtions"?®, the
committee concluded that ‘health centres for ambulatory care were highly appropriate for
communi ty-otiented teaching. It said: . :
"The teaching health centre is streseéed more thian other institutions because it/ is,
probably the most effective device yet developed. It provides for a w1dé’ range of
student experience in comprehensive community care, a balanced appreciation of the
. functions of Varlous'EEMUers of the health team, and an epidemiological or1entatxon to !
the community as a whole and to ‘its constituent groups”

Flnally, in the late 1960s and early l9705, the several concepts of community-oriented
education discussed above - &mphasis on preventive and socLal medicine, effective methods of
teachxng, stress on general or family practice, use of out-of-hospital educational settings -
evolved into a single concept of comprehensively and radically reformed medical education. *
At several universities (Cali, Colombia; ;Lexington, Kentucky, USA), the time was reached,
when the idea of a wholly new community-~oriented form of medical school had matured. Thus,
within a S-year period '1965-1969, lthere developed truly innovative types of medical schools
at places as far apart as Brasilia (Brazil), Ankara (fturkey), Bangkok (Thailand), Yaoundé
(United Republxc of Caderoon) Mamilton (0ntar10, Canada), and East LanSLng (Mlchlgan,‘
USA). There were, of course, many differences among these schools, but in all of em a
major goal was to train physicians and others to work in teams with various health pe;s;%nel

to +be sensitive to the problems of people in their total life settxng, and to be oriented

-~ . . 1 -
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constantly to the “health needs of the commumty, In the 1970s, . addit#onal schools for
health personnel with a, similar "community app,::oach developed ~ at Beersheva (Israel),.
Xochimil¢o (Mexico), at Mqastglcht (Netherlands), at Tacloban (Philippines), and elsewhgre.

[N v ne . "-.
WHO's efforts pver the yéars have doubt‘less“contributéd to this movement and havé
naturally encouraged” it enthusiastically. In. 1978, reports on -l& of .these 1innovative

educational programmes were assembled in widely distributed gubtication.57 « In 1980, case,
stydies on another., 13 innovative programmes were pubhshed In effect, the worldwide"f
criticism of the non-relevance of so much medical apd related education shad 1ea by the 1970s ¥,

to numer®s corrective local responses. As summarlzed m the 81xth Report on the WOrld
-~ Health Situation, published l'n 1980:

\ ) »
.« . Y
B

-~ "For many. years ‘the traditional methods of educating health workers were consistently
criticized for failure to consider the needs of sogiety“as a whole or of 1nd1v1duals as
human beings requiring txnderst‘andmg and care. This had led to a greater interegst 1in
"ways and means of improving the, relevance of education to both national health needs .and

* job requlrements, as defined in'a well-designed health system". 59

’

.
»

In order to lend, force- ‘to these”innovative schools - each of which w‘as’gypically a lone
. proneer in its own national scene -, WHO sponsored a meeting in Jamaica in 1979, at which®
there was formed a Network of éommunlty oriented educational 'mstltutlons for health
scienges.' This network would hopefully strengthen its, member institutions through an

exchange of ideas and mutual sapport, and. it could be helpful to 'other institutions
"endegvouring to introduce manpower development programmes with similar institutional
]

ofjectives".60 . . . ' i ) )
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' ’ el Chapter XI '.

¥ s . + . . /
. INTEGRATLION OBJECTIVE: HEALTH SERVICE NEEDS AND ) .
) ' . MANPOWER DEVELOPMENT

’ . v . ’ .
A final objective that may be identified in the WhO programme of health manpower develop-
ment (HMD) is to achieve integration both within the HMD process, among its main components
(health manpower plamning, production and management) and between this process and the health
gservices development :in Member 'States. This objective constitutes, in a sense, tHe culmi-

* nation of several other policy objectives reviewed in previous chapters. Before tracing the
rise of the concept of integration as an objective, it will be helpful to consider brietly
some highlights in the world history of health services and the development of education for
health peYsonnel

Historical background of health services and persornel education
¥ .

- »
* .
2

The tasks of providing org#Mized health'services to populations and of educating health
personnel have evolved historically along quite, separate paths. Only in recent years have
pressures developed to make these converge. s .

rd

. T .

The organized) provision of health services has been undertaken historically by. a variety
ogﬁsocial entitigs. In ancient Greece, the cxty—states appointed galaried doctors to give
médical care to/sick freemen, while slaves were the responsibility “of their masters. The
armiess of aacient Rome had arrangements for the treatment of soldiers who were wounded or
sick. It the Middle Ages thg Christian Church, with religious motivation, played a key role
in the establishment of hospitals for the seriously sick and destitute.l

As industrialization developed in nineteenth centur& Europe, workers and other groups ot
people organized the first societies for the collective economic support of sickness costs;
later these insurance programmes came under governmental regulation, and their scope (both in
population coverage and in the range of services composed) gradually broadened. Meanwhile,

- local ana thep.natlona] goveruments undertook actions for erdivironmental sanitation, for the
control of communicable diseases, and for other forms of prevention. Both the soctial
insurance and the public health ideas spread in the twentieth century from Europe to other
continents. In the great majortty of countrjes of the wotld there eventually arose a
central ministry of health, with steadily expanding responsibilities for bdth preventive "and
curative health services. Other governmental and private agencies also developed for the
* health Lcare of certaip populations or of people with certain diseases.?

. . ™

The systematic training of personnel for the provision of health services evolved along a
quite separate path. Education of physicians was the first formal effort, originating 1in
Salerno, Italy, in the ninth century. Universities arose in most ot the main cities of
Europe during the next several centuries, and many of .them “included faculties of medicine.3
Since the unLverSthes were an outgrowth of the European Renaissance, their initial role was
the accumulation and transmission of classical (GreeR and Roman) knowledge, and later the

\—‘7nxnnsttxon ‘(through scientific study) of new knowledge. To play this role, they adopted a
position of independence from the Church, the govermnment, and other .important social
entities. Even when unxversxtxes came to be financed mainly or entirely from public funds,
a strong tradition of autonOmy persisted. .

EN -,

Thus, the education of physicians by universitids was regarded as ,the - responsibility
solely of professors ip the faculties of medicine. The numbers of candidates prepared and
the content of their instruction were decided exclusively by the faculty. Mednwhile the
rise of capitalism and free trade created ,an environment in which the trained physicians
worked as a liberal profession - free to practice their art and sell their setvices wherever
and however ey chose. In some countries, after the fourteenth century, government licen-
sure laws~b;!Ln to specify certain requirements for the practice of medicine, but it Wwas
several more centuries before any public regulation affected the number of physicians trained
or the content of their education. Adtonomy of the universities and fréedom of the medical
market were the dominant condittionms. ) -

- ‘
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. The zealous guarding of university autonomy haé -sibstantial justification. The early
struggles of great scientists like Galileo.'of Copernicus against repredsion by the centres of
. power are well known. . Only -by freedom from external interference - fhether from the Church,
. the.goyernment, or elsewhere - could there be an uninhibited search flor knowledge and truth.
) .The reality in universities has not always corresponded to this ideal, but academic freedom
< for séientists and scholars has still been a central principle~in the development ‘of imsti-
tutions of higher education. Unfortunately, this freedom has oftem isglated university
‘ teachers in 1vory towers, absortled in research and detached from the problems of thgifeal
world.. e ;

v It was only in the early twentieth century that social pressures ‘arose to train
.*._. physicians and other personnel to meet the needs of populations.” In fact, the tirst con-
* . ception of needs was simply equated with market .demands. Thus in 1923 there were an esti-
‘mated 229 medical schools in the world; in 1953 there were over 500¢ ° During these. 30

years, moré medical schools were established throughout the world than ia all previous

centuries:4 . This clearly, reflected the perception of a much greater demand for physicians
- in-these recent decades. LT 3 .
B " * e,
t. ! . .
- The formal education of nurses developed in nineteenth century England, not 1n univer-

sities but in hospitals'~ where the needs for such personnel were felt. The need for other
. types of health personnel (laboratory technicians, physical therapists, recotd clerks, etc.)
soon followed, with schooling for them being’provided by divers types of institution., Then,
there slowly émerged a recognition that a certain minimal number of physicians and allied
health workers would be required to meet the health care demands, if not the needs of popu-

lations. :
e . . ot . ’ ! .. .
. Since these two mdvements - organized heals ervices and health perse¢nnel training -
evolved along quite separate paths, the administrative bodies concerned about .them were also
typically separate. In governments, the: principal authority concerned with the health

.services was a ministry of 'health or some similar agency; the principal authority concerned
with universities and other training institutions was a minist?y of education, Parallel
dichotomies existed outside government, in various voluntary associations and interest
groups. Lf the need or even the ‘economic’ demand for health services was to be appropriately
satisfied, however, some coordination between these two sectors would clearly/be necessary.

This was all the more essential as interest mounted in society to meet humafl needs - many of
which were hidden below the surface - as distinguished from overt economic demands.

>

Recognition of the importance of coordination between health services and health manpower:
development activities was expressed in countries in a variety of forms (to be discussed
later). The evolution of this isgue in the course of the development of WHO may now be
.considered. , . ' ’ ’

- . .
«

Rise of .the integration concept in WHO

.
v

. e y - . . ..
The concept of integrating health manpower agd health services development was tmplicit
in the strategies towards other- objectives, reviewed 1in previous chapters.  The call for
greater quantities of conventional types of health .personnel (Chapter IV) was obviously made

in response to this demand to provide manpower for rendering needed services. Even the
quality objective (Chapter V) was presumably intended to assure that the services rendered
would be sound - according to different criteria. The objective of geographic coverage

(Chapter VII) with appropriate health personngl was manifestly formulated in order to assure
that .services would be physically-accessible to all the people. * The planning of health
manpower (Chapter IX) and educational programmes relevant to community needs (Chapter X) also
obviously implied rational responses to the true*ne€ds of people for various health services.
Probably ‘more than any other objective, that &f relevance has led directly to the concept of
integration,-as an ultimite strategy for achieving it. Accordingly, an explicit objective
of integration between health manpower and health service development constitutes a culmi-
nation of strategies pursuant to many other godls. .

f

.

g$~ - %
. . . X7 . '
Some expression of the importance of coordination between health services and lhealth
manpower development, nevertheless, appeared in_the early years of WHO. The Annual Report,
of the Director-Geferal for 1951 states that in WHO's assistance to training:schools there

was a "growing tendeney to comsider the programmes of educational institutions as _part of a

.

1
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complete plan for imprOVing the health of a populatiqn"‘ : In this connec on, '"close contact
between he®th’ administrators and’ teaching instrtutions was, particularly encouraged" 5 °

v - )

In Period TI (1952—1961)' theré was also ogcasbonal ” YePerence tqg the need for collabo-

. ration between training inStitutions and ,health ‘authorities. For example, at the Tenth
World Health Assembly, in*1957, the delegate of Greece' said that there should be assurances ‘

that "training actiVities would be fully in accordance with the requirements of the Greek

health services".® In the Dire%tor-General)s Annual Report for 1961, apropos of the
Regiontnf the Americas, it was said that: oy .

""Member governments have been urged to strengthen collaboration between their ministries
of health and, of education, and to bring them ‘into closer relation with univerSity,Am—

authorities in order gto increage ‘and improve ‘the training of personnel for health -~
services". . : o N

* . <, 4 -

These were only isolated references té the -integration concept, however, not followed up-by
any policy decisions of programme action. This, is perhaps not ‘too surprising in the light
of the general circumstances of Period II - with its cold war atmosphere, the long absence of
voices from the socidlist countries (where health manpower training was usually under health
ministries), the proud autonomy of wuniversities, and the general conservatism in many

countries. . . . en ’ \\
.' In Period IIT (1962-1972), the issue of coordination between health manpower development

and the health services of countries became more actively discussed. Among 23 marin problems

identified by study of the interventions at the World Health Assemblies, the need for coordi-

nation between schools for health personnel and health administrations ranked 12th. In an

assessment 'of UNICEF/WHO-assisted education and training programnes, submitted to an
. Bxecutive Board meeting in 1971, the first problem noted was the weak liaison between health
__ﬁnd educational authorities. The 1dentification of this as a problem was doubtless

related to a recommendation of the UNICEF/WHO Joint Committee on Health Policy, at its 1969

session, that the 1separation of educational and health authorities should disappear".

\ ' \ .
The Third General Programme of Work, for the years 1962-1965 (actually prepared 1n 1960)

also makes reference to an integration objective in the HMD programme.” It states that

“"since the professional and technical education of personnel is of fundamental wnportance to

the strengthening of national health services, thése two objectives must be closely connected

in the policy of the Organi;ation 10 There was, however, no programme designed to follow

up this concept in this period, nor was the concept mentioned again in GPW4.

In the Eastern Mediterranean Region, a significant meeting was held in 1963. It was
attended by both medical educators and public health admin#strators, who jointly discussed’
the problems of medical education.ll At the Nineteenth World Health Assembly, in 1966,
the delegate of Turkey referred to experience in his country af Erzurum, where: .

the teaching staff of the faculty of medicine and the doctors of the national health
serVice work together in close cooperation, not only in the hospitals but also. in 'the

; ‘rural health units of the region. This system will make it possible to train fufure
) doctors within the national health service and prepare them for the responsibilities
awaiting them in the/community".12 . : ) e
b »,; ’ /

Then Turkey reported at a later World Health Assembly that a Medical Education Coordinating
Baard, composed of the deans of medical faculties, had been established within the framewprx
of the Ministry of Health and Social Assistance.

At World Health Assemblies in 1967 and 1968, Colombia and Argentina spoke also of pro-
ngSS'made in evoperation among their faculties of medicine, ministries of health, and social
security. organizations - with the objective of adapting educational progragmes to actual
community needs. Rwanda gave a similar report im 1970, and in 1972 Israel spoke of its
integrated project at Beersheva, where the dean of the medical school served?also as director
of all orggnized health programmes in the province. For somé years, representatives of the
socialist countries (where, in most cases, institutions "for training’ health personnel had
long cghne under the supervision of ministries of health) had also spoken at World Health
AssembI}es 'of the value of such integration of educatigon and QEEvrces

-
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In 1966, the Third World Conference on Medical Education, sponsored by WHO, was devoted
o _to the theme of medical education - 'factor in .socioeconomic development. One congei)t
- “emphasized at this conference was ''the importance of considering medical education, not as an’
end in itself,” but ag a means for achieving the ,improvement of c;ommunity health". " AE
the Twenty-third World Health Assembly in 1970, the Technical Discussions- were ‘devoted to
education for .the -health professions. _ Of the five main conclusions to these discussions,
. two were clearly on,the principle of integration between the development of health services |
and of persomnel. 'They called for:- . - '

- b ‘ N
.
<

‘

"close cooperdtion between those responsible for health services to the public and those
responsible for the training of the necessary personnel ... [and]

continuous study of the interrelationships between the education and health services, and
of the effectiveness of these services through systematic evaluation and operational .
research, with a view to introducing,any changes that appear indicated".l% L

-
[ . .

R4

A meeting in the African Region, reported in 1972, explored the "~same issue. After
ceferring to the importance .of planning health services, and of priorities defined by such
: planning, a speaker, from one of ‘the African medical faculties, said: . ¢
"These "priorities should not only be priorities in terms of what is to be done at the
service level, but there should be some priority as to who is to be trained and the .
. numbers of e}?h»tcategory ... There is need for a carefully.worked out coordination and
' dialogue between ministries of health, medical schools and professional assoc:iations"..]-5

N}

. . %
PO

Thus, the concept of coordinating health manpower training with the requirements of a
country's health services was recognized implicitly in the very first years of WHO and
somewhat more_ explicitly in Period II (1952-1961). During Period ILI (1962-1972), the issue .
of coordination between health and education ministries was’ actively discussed on many
occasions. . Several countries reported specific strategies being pursued nationally® to
promote cooperative planning and other working relationships developed between health admini-
strators and medical faculties. The stage was set in WHO foex/the understanding of the
import'ance of a policy to promote the integration® of health s f#vices and health manpower
development in-Pertod IV. Before examining this recent period, however, we may acquire  a
greater perspective on the integration of the education and the health sectors by considering
several coordinated activities actually taking place in countries.

-

- -
»

N q . A}
Coordinated health services and health manpower development activities in countries

N

‘xDevelopment of the concept of integration of health sé{"v'ices and health manpower develop-
ment arose wunot only from the theoretical logic of the idea. Experience for some years
around the world had demonstrated that cooperation between the two sectors could and should /
be carried out on many levels. One may find examples of such cooperation in ,various
countries with respect to activities on health manpower planning, production, and management
(or use). . -

A\ .

Regarding h‘e{lth manpgwer planning, ministries of healt‘h\m\ numerous countries have for
some years made estimates of national requirements for different types of personnel. This
has been done in both developed and, developing countries, and the numerical estimates may
have some Very limited influence on the decisions of ministries of education, of planning, '
and of course of health (in so far as they may be training certain types of personnel them-
selves). Practices in Sweden are illustrative; that country's Ministry of Health and

> Social Affairs .has a - Permanent Committee for National Health Planning, which around 1970
projected the need for physiciams, up to the year 1990. ,The Swedish Ministry of Education
accepted the recommendation as a basis for its financial support of medical schools in the
universities.lz In Colombia during the 1960s the Ministry of Public Health, jointly with

* the Colombian Association of Medical Schools, ‘carried out an- extensive nationwide study od

health manpower and medical education.. This study not only compiled data on thése twe

subjects, but it also included, a national survey of morbidity and the utiliz_at'ion,of health

.services by. the p0pulation.18 The information from this research contributed to the

subsequent planning of health manpower training by the universities, the hospitals, and other

agencies. . ] -

. . . : ’ !

. ,\ \
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In man)’ countries, there have been national health councils representing several
mlmstrres which inter alia make recommendatrons on the output of physicians by the univer-
sities. Such a counctil existed, for example, in Iran. Along with the Minister of. Health
it included high officials from the Ministry of Higher Education, the Ministry of Social

Wélfare, and bther organizations. In Sri Lanka a Planning Committee on Manpower and Educa-
tion (in all fields) was set up in 1964; among other things it set goals for the future
production of physicians and nurses. 9 The wultimate influence of these coordinating

‘bodies has.not always been great, and sometimes nil.

o

At the stage of health r?langpwer production, other forms of codrdinated activity may .be
identified in countries. In Canada, for example, at the national level there is no ministry
of education, but equivalent agencies function tn all ten provinces; these provincial® bodies
provide the main financ¢ial support for the medical schools. Yet, the Mrmstry of *National
Health and Welfare has given federal grants to the provinces for caprtal expansion of medical
school facilities.20 Another -way that health ministries subsidize medical and nursing
schools 1is through their financial support of hospitals used for clinical teaching. This

“pattern -is found in countries everywhere, but 1s espectally 1mportant ‘in developing

. support for these’

countr).es where a large hosp).tal in the national.capital typicglly involves majSr ministry
of health expendltur‘es for service while, at the same time, providing an important setting
for teaching purposes. :

. .- .

Also relevant to manpower production, throughout the world and especirally 1in developing
countrres, ministries of health often conduct. training programmes -themselves. The Public
Health College for training auxiliary health workers at Gondar, Ethiopra (discussed in
previous chapters) was operated not by educational authorities but by the Ministry of Health.
In Peru there were 10 schools for trainifg professional nurses in 1963. Of these, 3 were
operated directly by the Migistry of Health and the other 7 were based 1in hospitals; the

gacrlitrel was also derived in part from the health munistry. The
general regulation of health manpower through official registration 1s also frequently a
.responsibility of national ministries of health - in Japan, for example.22 S

Finally, with respect to the management or deployment of tealth manpower, just as health
ministry hospitals serve teaching purposes, university-sponsored hospitals obviously ghive
medical care to patients. Thus, ¢n Accra, there is a university-sponsored hospital which

. serves patients from all of Ghana; moreover, the metical school faculty members sometimes

e

visit peripheral health care institutions under the health ministry, as consultants.?23 A
region administered by authorities which also managed the medical school, in and around
Beershevas,, Israel, was notedzabove. Similar combined teaching and medical care areas have

’

»
been administeded 1n several Latin Amerrcan countries for some years; these have been

described as follows:: .
v [ . * / -
"The programme began in 1972 and has among its objegtives the involvement of.medical

schools with the health care delivery systenj in adjoining areas, participation of

clinical teachers in education and services at all levels of the system, curricular
modifications to allow for clinical learning at _various levels of the system ¢to be equal
in rank, in terms of academic credits, to_experience in the university hospital,* and
development of a regionalized multi- level health care system 'in the chosen area, in
agreement with health authorities".24 . o
The most thorough implementation of the integration of health manpower development with
the provision of health services is found" in most (though not all) ot the socialist
couhtries. The mechanism was first worked out in the USSR, but'one may note that :t did 'not
take shape overnight. Following the revolution in 1917, all health services were brought

under the Ministry o "H‘-allth but the education of physrcrans remained in the universities

. under the Ministry of Education. After 20 years of experience- with this dichotomy, the

ERI

Government decided that e numbers and types of pHysician and allied personnel being
produced were not entrrelx consistent with the health needs of the population. Therefore,
in 1937 the medical schools werg wlthdrawn from the .universities and reorganized under the
Ministry of' Health ‘as medical institutes; corresponding respondibility was assumed by this
mmr’try for training phafmacists and all types of middle-level rqedrcal personnel This
education/health services Jlinkage tends 'to* involve faculty members in extensive consultation
with, and also quality surveillance of, the operations of the health care system,

o ' » -
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This review of various soris of integretion between health services and manpower develop~

.-  ment (planning, production, andnmanagement),,Gbgervaﬁlé in countries Shroughout 'the worldy is
obviously not comprehensive. It may be enough, however, to demonstrate that the concept of
integration need not be regarded as a detached theory,‘butghas already started to be imple-
mented, at least occasionally, ip some countries. Identification of +these selected
instances of intdgratign should not give an unrealistically rosier picture of the health
bgrvices and manpower devélopment procéss than exists in.reality, The extent of integ
gration, or often rather coordination, obviously varies with the special political and social

. circumstances in each- country.  With this background of observations of national .«

. » experiences,  we may now .disquss the evolution of the integration objective in the -Organi-
zation's HMD programme during Period IV.” « . .

A . \

» < !

Towards integration of health services and'manpower development - Period IV
. By the beginning of Period IV (1973-1980)% the value of coordinating the education and
the health service sectors had become appreciated both by the WHO governing bodies and in
Member States in consequencefbf their experience. Among the problems articulated through
’ World Health Assembly interventions, the need tb integrate health services and health man-
power development had risen to fifth in rank (from rank 12 in Period I}I).‘ Lt
. : - ’ .

* Ip GPW6, for the Period 1978-1983, one finds the most forthright declaration of the
objective of. integration between a cguntry's health services and health manpower development
policies and practices. Preparatory to GPW6, which was submitted to and approved by the

‘Twenty-ninth- World Health Assembly in 1976, the. Directorzpeneral submitted an important
overyiew of the entire HMD programme. In Fhis document, among the major protlems identified
are: - . . . . .

Y

. *
- "lack of integrafion, and sometimes even coordination, of the different elements of the
oo health manpower developmént process (planning, 'production’,. management) even where M1
. these elements ekist; and ... the fact that tiedlth manpower plans - if there are any -
are not-taken into account either quantitatively or qualitatively by the training insti-
. . -5 . . .
tutions, which often -do not belong to the same supervisory authority as the planning
unit; ..... and finally, lack.of coordination between the health manpower development
process and other interested development sectors and agencie;é primatily in gener®¥

education but also in social security,- labour, agriculture, etc.'.
LTy

Still other diffpculties of nogrcoordination'are recited in this hard-hitting document, such

as: . 3 . - Y :

- +
"unsuitability of curritula, methods and evaluation for the-training of health workers to
meet community health needs and Lo work ig teams, educational programmes being ‘primarily

¢ directed fowards medical and institut1onavlcurative care and largely irrelevant to the
tasks required outside -institutional settings or in health promotion, preventive work and
rehabilitation ... In the absence of collaboration "between those responsible for the
training of health personnel, on the one hand, and “for health care delivery, .on the
other, educational programmes tend to develop in isolation from the constantly changing
health care needs....". 7 ' Lo ) '! ’ )

With such a forghright elabdration of problems,’ preparafory to GPW6, one finds an equally
forthright declaration of the objective of -iptégration in the final language of GPW6, adopted
by the World Health Assembly in 1976. This important formulafion of policy objectives for

. the years 1978-1983 states: T .. N -

"WHO should make sure that its programmé-for health manpower development fully supports

the development of general. he€alth services. This implies  adapting educatioeal objec—

tives to lWealth needs."28 .

. . . . .

! .
. . .
. Then, in more specific elaboration of HMD objectives, GPW6 states further thai:
“"The target will be the development of a Permanent mechanism to engjgre the integration of
health manpower development within the framework of health seryices'on the one hand, and

B ) . . - . . .
° e of the educational services and.the more general framework of socio-economic development
. ’ . ?;M.‘«' . . . - - !
¢ g ! Lt A“y"l ¢ . ° s i
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on tire other hand ...(WHO)- wrll encourage better coordination of the efforts of health
and educatign mrmstrles,, and ‘more géneralfy of all concerned with edudmtjon to “solve

" health manpower problems 129 . - .
e —-
: Two years later at_the Alma\-Ata Conference in 1978, recommendation was made thaf
*- "govermments nncﬁartake or ‘support reorLentatlon and trammg for all levels of existing
personnel' an that health workers "should be socrally and technrcall.y trained and motivated
to serve the cg@munxty L300 ‘ -~ . . . -

" statement of th

In the WHO ) ne. budgeg.afor 1978-1979+, prepared in l976 one finds the €irst explicit
%t_}we% lntegngtron in this long s®ries of administrative documents:

- .- .
4
- » .
"To promote theg lﬁtegratron of h,ealth services -and manpower development, including an
essential, health manpower management component, and wrth emphasn,s on_, developing

countries".31 . -, LI
Also in the medium—térm programme‘for health manpower development, approved by the Thirty-
first World Health Assembly, «l0 l>978 the frrst of three programme areas to” which WHO would
direct its efforts is defxned asss } . ¢ e

<. . = O - =

"Manpower planning and‘ﬁlapagém’ent to meet health service requirements (including the
‘promotion of mechanisms for i'n‘t{é‘grating hewlth services and manpower development) UL ¥

s o » J .

The most important and e?c'plrcrt World Health Assembly resolution on this 1ssue was
adopted at the Twenty- ninth WOrld Health Assembly in 1976 (WHA29.72), when the Director-
General'was requested: . . . -

S

"to ass1st Member State‘s in thd formulation of national health manpower policies that are

responsive to health se;vrce frequ&rements and consrstent with policy in other sectors;

(and) to intensify, efforts to. .develop the concept! of lntegrated health services. and

manpower development ‘so as to promote gnanpower systems that are responsive to health

needs -and to eollaborate wrth Member States in introducing a permanent mechanism f6r the
i application of the concept and in adapting it to the rdquirements’ of each individual

country".33 . . - . . .

The WHO programme budge,t_/fo'r* 1930 1981 Ls~equally explicit in 'declaring that the HMD
programme : . .t

- , . ’
- » L4 .

-

"has a basic philosophy: relevahce of the whole health manpower medium-term programme

process to the needs of the health services and, through them, t3 real health needs and
demands of the total populatlan,,whlch are expressed in the concept of the integration of
health service’s and manpower development". 2

.,

In the Sixth Report .on the, World Health Situatién for 1973-1977, & sec§lon on The health
manpower system describes %evelopments in varidus countries, which fun amentally reflect
accomplishments in the lntegrat).on of bealth manpower with health® services. > ‘lhe report
states: St LT )

.

‘
-
.« o~ . + ’ ‘ 3

"A few countries: (e.g., Ht@gary, Poland, ,and the USSR) have completely integrated these

two components of the health system 1nto a single and comprehensive system at the top

»

level.of government. In thé Americas, for example, 12 countries have establlshed health
manpoWer offices or.units, within their .mintstries of health. Among them Cglombla has
estaklished, in addrtlon, an interministerial coordinating commrttee 35 .

¢
.

Other national coordrnatmg mechanrsms in Canada and. thé¢ United ngdom are described.
Demonstrat ions of integrated Health Services and Manpower J)evelopment (HSMD) are reported
from Iran, Israel and Sierra Leone . N

>

Beyond athese Lndlcatmns of developments in offécial WHO documentd, further reflections

of the evolutron 6f the integration may .be noted. | In 1964 an exfert committee discussed
the sjlanning of medical education programmes. and, among its recommendations, stated:
uf LY ." [ ' » 9
' *
» bl ) .
° . * .
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"The « types and extent of services to be provided should be used to determine the health

manpower policy, i.e. the definition of types and numbers of health pegsonnel needed to

dellve§6and evaluate the identified serviceg and the functlonal roles they would hédve tg, '
v f111", .

5’" L; Yo N ,

v

Lest any question remained on the implementation of sueh a poliey, the Committee added: °
"Decisions about present and future medical school policy shoulé be made on the basis of
consultations with, and data supplied by, appropriate representatives of the university,
the medical school the practising professions, the m1n1stt1es of health,- educatjon,
.finance and platding (or their equxvalents) and the socxety to be served. This is best
achieved by the formation at the outset of a plahning committee composed of such repre=- -
Sentatxves, and measures should also be taken to ensure.continuing partxcxgatxon of these
teptesentatxves throughout the life of a new school or an existing school

Still further refinementsj-of ‘these .detailed recommeydations were made 1n 1975 by the WHO
Study Group on the Planning of Schools.of Medicine. This group offered such specific HSMD
recommendations as these: i /

- "It is recommended that educational objectives should be formulated at an early stage,

. and that these should be based upon the tasks to be performed by the students at the end -~
of their training. These objectives should be expressed in behavioural terms -
attitudes, skills' and knowledge ... The administrative structure of the medical school or

- health sciences centre should be related to the institutional goals but flexiblg. énough
to permit adjustments to meet the changing needs of socxety and advances in medical
science and technology". 37 . . . {

In maternal and child health, the expert committee that met in 1976 struck the same note of
integration, when it stated: - ¢

"Health manpower development should be considered in relation to national "health plans
and overall manpower policies, and should be responsive to health service require-
ments." . ) . o T

- v . € -

In 1976 and 1977, the WHO Chronicle reported extensxvely on the deveglopment of the HSMD !
concept. The November 1976 issue was devoted entirely to health manpower development; the
first article presents an historical review of the entige HMD programme in WHO and how lt had
culminated in the "H5MD concept. . It states that: )

« 1
"the condltlons for a major breakthrough in solving )}ﬁ{/manpowét problems of the
developing wordd, and in finding new solutions in the’ developed countries also, are
anteasxngly belng fulfilled ... [but] this breakthréugh has ndt yet been’ achieved ...
What is needed is an 1ntegtated approach to planning and ptogtammlng, followed by the
consistent patient, and tenacious melementatlon of national plans".

. N

P -

&

The same theTe of integration of medical educatign with the guidirg £F1nc1ples of a national

.health policy permeated a meeting on "medical education in bLatin America and the Caribbean'

' held in Venezuela in 1976 and reported in 1977. . It was also embodied in a meeting of
countries of the African Region in 1978, where a representative of Mozambxque spoke of the
development of health petsonnel in accordance with "the type of health service capable of
really servxng the people 41 . .

In 1978, thi)Eas{::h Mediterranean Region of WHO held*a major conference of ministery of
health, ministe of education, medical school deans, and others;” this was devoted entxrely'
to an exploration of methods to achieve effective integration of health setvxces and manpower
development. The conference recommended that each,countty should: .
o ) . 9
. "Set up -a coordinating mechanism to play, organize, and follow-through the functional
Lntegtatlon of health- services and health manpower development and to take all the
decxsxons needed", 42 . , . :

« To wmplement such a process, it was also recommended that pattlcxpatxon should come not only
from those concerned with health services and with the training of all _types of petsonnel
) but also from "those in other development sectors, and the people, who are the 'consumers' of

health services”.42 ) . e T
. . . . - -
Q
. ERIC .
Pz e .

t - .

e

T




-
Q
i,

o

-

R -
Period IV in the entire HMD programme was the culmination of all
viously (particularly that.of relevance) into a broad yet highly

»

ntégrdting the health services and health manpower _development

Thus, a major ‘feature o
the objectives reviewed p
practical strategy of
policies and practices.
at the national level tp achieve this integration. Only by deliberate and concerted efforts
in counfries and in WH( was progress made towards integrating these two historically separate
but inherently interdépkndent activities. . T . :
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Several WHO meetings and documents advocated permanent mechanisms -

“



.

«

10

1

12
13

14

15

18

19

20

21

»

‘ ‘- 114 -

(‘ - R N X \
- . References __— .

¢ )

, .
Si_gerist, JH.E. Medicine and human welfare. New Haven, Yale University Press, 1941.

Rosen, G. A history of public health. New York: MD Publications, 1958.

Castiglioni, A. A history of mediciné. New York: - Alfred & Knopf, 1947.

3

'l ==
Roemer, M.I. Comparative natidnal policres on health. care. New York, Marcel Deﬁer,
1977, p.62, of -

s

WHO Offic\i.al Records, N&. 38, 1952, p.27.

WHO Official Records, No._?é,'19s7 p.235, ]

WHO Official Records, No. 114, 1962, p.71.

WHO Officlal Records, No. 195, 1971, p.32.

WHO Official Records, No. 178, 1969, p.21. . .
WHO Official Records, No. 102, 1960, p.ST .

World Health brgamaatlon Regional Office for the Eastern Mediterranean. Annual
Report of the Regional Director. Alexandna, 1963, p.s4. GnM/RCl3/2) '

WHO OfficizT Records, No. 152, 1966, p.193. N ;.. g

Third World Conference on Médical Education. WHO Chronicle, 21(11):455 (1967).

“\

Education for the health professions: technical discussions at the_ Twenty-third World
Health Assembly. WHO Chromicle, 24(10):444-449 (1970).

Sai, F. Planhing of educatxonal programmes to meet service realities". In Biomedical
Lectures, 197021971 Series. Brazzaville: World Health Organization Regxonal Office
for Africa,, (aFRO), 1972, pp.56-57 (AFRO Technical Papers.Way.4). \ q

and health.

4 i, 0
Roemer,. M.I. _National 'experience inr coordination 'of, "health servxces
.manpower development. In: World@ Health Organization. Report on gonsultatxoh on
health services and ‘manpower ,development Geneva, 6-8 September 1976. Gengva',® 197

(Unpublished WHO document HMD/77.1).
. [}

-
»

Lindgren, S.A. Sweden. In: Douglas-Wilsony J. & Méclacirlan, G. (Ed1itors) Heaéx
service prospects. An international survéy. “Londop, The Lancet., 1973, p.l16.

Mlm.stry of Public Heal’ of Colombia and Colombxan Association of Medical Schools
Study on health manpewer and medical education: III. Working ' papers & reports.
Washington, DC: Pan Ameérican Health Organization, 1967. .

Simeonov, L.A. Better health for Sri Lanka. New Delhi: World Health Organlzatmn
Regxonal Offxce for South- East Asia, 1975 (Un}mbllshed document) #

Roemer, R. and Roemer) M. I. Health manpower under nat{;na’M insurance: the
Canadian experience. Washington, DC, US Department zﬂf Health Educatxon, and Welfare,
1976 (DHEW Publication.(HRA) 77-37).

: ; N
Hall, T.L. Health manpower in Peru: Baltimotre, Johns

Hopkins Pre’ss, 1969% ... . /. o /

Sy
&o
| 3
{

-

s




- . _4115 - -hu‘,‘L" -

»

22 Roemer, R. Legal systems regulatmg health gersonnel Millt‘)ank Memoriady Fund
Quarterly, 46: 431-471, Ottober 1968. - .
L] /' N

23 sai, F.T. Ghana. Ing Douglas—wuson, J. & Maclachlan G., ed.. op cit., pp.125-155,

% Chaves, M.M. Strategies for i@roving health in Latin America. Battle Creek, ML,

Kellogg Foundation, 1976, pp.l5-16. - . . A -
\ 25 Sigerist, H.E.- , Medicine and health_in the Soviet Union. New York; Citadel Press, *
Jo1947. 0 . : * R
. A o d
26 World Health O@rganization. Health manpower development., Geneva, 1976, pp.18-19.
(Unpublished WHO document A29/15.) N ' — N
27 Ibid., p.19. o ’ :
284 WHO Official Records No. 193,/1’976, p-77.
-2 . - { »? ¢
9  1bid., pp.102-103. L .o
. . : A

30 Alma-ata 1978: Primary Health Care, Geneva, World Health .Organization, 1978.
(""Health for All Series, No.l), p.27. ’
< . -~ ._/* . .

‘3} * WRY Official Records No. 236, 1961, p.1l61. ‘ s
« t .

32 worlMd Health:Orgap'Lzatiion. * Medium—term programme for health manpower development.s=
N Geneva, 1978, p.7. (Unpublished WHO document A31/18). - , .
4 ‘ 5 s 1 . -
32’ WHQ;HAika of resolutions and decisions, Volume II, 4th ®d, 1981, p.l24, -
34 WHO Official Records No. 250, 1978, p.234. - ]
£}

35 World Health Or althtton. Sxxth rep'ort on the world health situation 1973~ 1977, Part

1: Glob@l anafésxs.ﬁ Geneva, 1980,_ pp.183-184, [. A
36 w Te‘hﬁim Report~ Serie _547, 1974 (The planning of medical education

., programmes: report of :Tﬂkko ert Committee), p.23.

6’ . ,
7 WHO Technical Rgport Series No. 566 , (The planning of schools of medicine: report of

a WHO Study Grouply p.J8. . R N
) 38 WHO Teetrateal Repor\t Se7&s No. 600, 1976 (New trends and agproaches.-in the delivery
'oflz?;:;a\and' chi\ld /care in health services: sixth Treport of the. WHO Expert
Cogmittee on Maternall and Child Health), p.60., =~ ,% '
. . ‘. F - . -
39 - - T oM &
ilop, T. Ned approaches to a p§manent problem: the integrated development of
~* RNealth servicey and health manpower<” WHO Chromicle, 30(11):%37 (1976). ‘
. 3 L. . . )
40 pam\_American Health Organization. First meeting on basi¢ principles for the,
development of [nedtcal education in Latin America and the -Caribbean; final report.
/__!g_ghmgton, DC, 1977, p.18. (PAHO S%}enttflc Publication No. 341). - .
. pt L. \ : ‘
41 /P&Z’agao, c. Medhanisms for development of health personnel - the Mozambican
) experience.. In: Biomedical Lectures, 19762 1977 Series.’ Braz&avxlle, ‘World Health
. 0r§z&}zatxon Regional Office for Africa, 1978 pp.33-41, (AFRO Technical <Papets No.
13

M ‘'

42 World Health', Organization Regional Office for the Eastern Meditevtanean. An
: integréted approach to health services and manpower development: Report of a
Mintsterial Consultat:xon,_Teher:anL 26 tebruary - 2 March 1978. {Alexandria, 1978.,

P. 52. . ,',-'/‘ -

'y -

o,
')

. Q . : ”.1
.

“e






I

F

-
Na
5

- 119 - :

’ ‘ Chapter XfI‘
. EXPERIENCES IN- SELECTED COUNTRIES

- (

\ . . . . .
The previous chapters have examined health manpaweg, policy development in WHO,

N

and how it

has been shaped by

interactions with countries - analysed according to eight major policy

objectives.

In order to learn about

he dynamics of health manpower development (HMD) as a

whole in Memhgt States, with respect

the interplay of all objectives, field studies were
made in slx selected countriés, ! ’ * ) ’

Selection of countries

The counkries studied were chosen because ‘they are developing ones; they are located in

Africa, Asia and Latin America: Barbados, Costa Rica, Ethiopia, Gabon, Indonesia, and
Malaysia. * . - B
. ) { ,- - - S ,

The choice of these countries resulted from a combination of factors involving: (1)

identification of a number of countries that deviated significantly in their supplies of
human health resources from statistical iﬁhige%fthat would be '"expected" on the basis of
their GNP (gross national product) per capita; ), the syggestions of WHO regional offices;
and (3) the willingness of the country to participate in the study.

LY

In so far as the HMD process is inevitably influenced by a country's level of socio-
economic development, it should be helpful to consider. the findings of these six country
field studies in some logical relationship to fhis level. Accordingly, an éstimation has
been made of each country's level of developmeht based upon three widely accepted indices:
(a) GNP per capita, (b) rate of literacy, and (c) average life expectancy for males. In
ogder to convert the GNP measurements into numbers expressible from 0 to 100, they have been
converted into index numbers with the highest one (Gabon - $3776) represented by 100, Then
an.average has been calculated including this index along with the percentage 11teracy rate
and the figure (in years) for male life expectancy. This composite average is designated
the P/L/E Index. )

Using the P/L/E index as an approxfmate measurement of the country's overall level, of
development, the six countries studied have been ranked in Table 7. The use of thls
multifactor index may give a more reliable impression of a nation's general develdpment than
the use of per capita GNP or any other single measurement alone. Accounts of health
manpower develqpments in each country will be pregsented in the ranking order shown in Table 7.

- ]

For each country, we shall present the highlights of the information gathered according

to the following topics:

Background-:

HMb,grocess:

@

e e

v

~

major social and political c1rcumstances which could be expected to 1n§,yence
the country's health sector, in general, and its health manpower development,

in particular;

i .
noteworthy features of health manpower plannlng, productlon, and measurement;

WHO relatroms:

maJorarecognlzed impacts of WHO on the national HMD process,

recognized meacts on WHO, and proposals for the future.
N

In conclusion, we shall offer some observations on any general inferences that may be drawn
from the six country field studies. . , )

Q
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Table 7.° Six selected countries by index of development, .baged on GNP per capita,

literacy, and life exPéctancy (B/L/E index), from sourc aroﬁnd'l%978 o
-~ /’
) Country GNP GNP Literacy  Male life P/L/E
’ pér capita . index % __ ~ Expectancy index
o : T _ (years)’ \ .

M ~

i.:hiopia us$ 110 2.9 M,s 16.5 .
. L. . = /

o = P =/

Indones i‘;}“us%‘\?.éf B VR 39.1

. -

- - e e
-

” - L

P

developed, according to all three indicators used. Its population in 1978 was_30_000 000,
the vast majority of whom are rural and engaged in agriculture. -

Background. Clearly- relevant to the current health sector in ‘Ethiopia, and to the HMD
process within it, was the social revolutiom in 1974, ~ After centuries of monarchistic rule

mutiny by the army, dethronement of the Emperor, and the establishment of a soci/aliggxs’/l;at'g.
Extensive land reform was instituted, and centralized planning_ (with some input from local-
tommunities) was started in many sectors, including health. The people have been organized
o into Farmers' Associations, (FA) in the rural areas, and the Urban Dwellers' Associations
(UDA) in the 'urbag areas, also known as_Kebeles. :

. b s

a

L
S

HMD process. The new revolggigqary government has prepared relatively comprehensivi’pjans
for a regionalized—metwork of hea},th/”facilifies, ~to be staffed by designated types .of
personnel. Precise plans for training of these personnel have not been finalized, but the

- '.‘,. general blugprin't, ‘towards achievement ow;%ﬂnnuwwes six lévels

k)

i,_f// - (1)-='m:="t:rre”émmurﬂ'lity1 level, for each FA 'and each Kebele there is at least one community
g s | health agent (CHA) and at least one;ntified" traditional birth attendant (TBA).
E ] : v -

-

and essentially feudal conditions of life and land-ownegship, -amassive famine in 1973 led to—

o~ - _Malaysia us$, 930 2.6 _‘\/_6_0'.‘90/\’\65.4 50.0 o
] ) -
Gabon us§ 3776. - 100.0 “TZ.4 41.9 51.4 ;
3 ‘:'// 4 ’ ’
~—~*——"Costa Rica US$ 1240 32.8 88.0 61.9 60.9
%‘ i -—- '/ .
e K‘"\‘\Bh ’ A
bados  US$:1940.  51.4 _. 98,2 62.7 70.8 C
__//\ _ ' R ; = ' - o . — ——
o T o e .. &
o Ethiopia

4

//’“ . .
-Af;shéwn”ﬁf Table 7, this countty in the north-eastern part of Africa is minimally R

as follows: \

Cox (Z)Mt higher level, fw 0 000 péople there is to be a health station, staffed =-
by three he aBoLotAnty ~t=<Cdfrently 1336 suc

. . 1 h health stations exist and_ an additional

. 2000_are-planned, for a total of 3336, — R

—— | e} ] o

(3) For each 50 000 population there is“to be a-health centre, staffed by ope physician, two
or three nurses, one sanitarian, one laboratory technicianf-—ene—p'lé:mggy\; technician,

N

three health assistants, plus cleridal and mainterance personnel. There are mow 127
;ﬁa;é‘?l‘o’%cpf-jzz\ are ‘currently planned. v
LT - ) B v

such—health centres,

-
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(4) The next level z.s 1ntended to have a medxum—sxzed hospltal staffed by 2, or 3 physicians
plus allied health personnel. )

ot . ‘ -
(5)n each of the 14 health regions in Ethiopia (plus the national capital, Addis Ababa)

there is to be a' regional hospital with one physician for each of the major specialties
(internal medicine, surgery, paediatrics, and obstetrics- gynaecolog’y»l with the necessary
allied personnel. .
(6) In the national capital there is.already one major central hospxtal with a full range of
~  medical and surgical specialists and otheTr staff. - -

It is hoped that fhe above blueprint can be implemented during the years 1981-1990.
¢ v

*  Regarding health manpower production, the major past achievement in Ethiopia was the

Public Health College at Gondar, discufsed in previous chapters. During more than two
decades during which this WHO-supported institution operated (1954-1975), a total of 1229
aukiliary health workers were trained - about 60 per year. . These were distributed as
follows: .
____.~Health officers (A—ye;r course) "y 432
— e, 29 M
Community nurses (3-year course) ‘ . . 421
Sanitarians (2Z*year course) -0 . 376
Currently only the tratining of sanitarians is continuing at Gondar. . °

Since the 1974 revolution, the other training programmes have developed as follows:

‘Community health agents (CHA,- for the associations) -~ a 3-month course, predominantly on
preventive measures. In each region there are to be 5-10 field training centres, each
producing about 100 agents per year. Eventually at least one CHA is to serve each of the 23
OOO farmeri associations and of the Kebeles., The same applies with TBAs.

Health ass"istants (for the second-echelon health stations) - an 18-month course for these
personnel, formerly known as dressers. Schools for this training already exist and are
based at hospitalg; they have been expanded from 4 to 10 currently. There are now 4000

* health assistants, and 11 000 are to be available by 1990.

Nurses ~ their training formerly required 3.5 years but is now being reduced to 2.5 years.

There had been 7 nursing schools graduating about 40 nurses each per year (total of 280); 1in
addition, there was the Gondar course for communily nurses. Now the conventional registered
nurse (RN) course will be unified with the Gondar-type community-oriented course in 4 lgrger

schools training 100 nurses each (total of 400 per year). . 5
. ‘_,__‘-'4’.‘ ) .
Laboratory technicians ~ an 18-month—~ course to train junior technicians, operated,at the

a dxr.xonal training, the candidate becomes qualified as a senior technictian.

/

A}

. ‘1.
Central Laboratory in Addis Ababa. After 3 years of laboratory experience, and 9 months of = ',

Samtarlans - a l-year course, which continves to be, given at the Gondar Public Health’
College. : - - )

. A -

>
A « . —

Pharmacists - a ﬁni,versity"Curriculum that fqrmerly required 4.5 years and is now reduced to

t
4 years. . . . ‘
. , o v

Pharmady technictans - formerly trained in a hospital- based_ 2—year course; now integrated

with university trajning of pharmacists in a 2.5-year course..
- 4

'thsxuans - formerly a umversxty programme of 7 years (2- years premedical and 5 years

medical); from 1964 to 1976, only 113 physicians had been graduated. The curriculum has
now been reducgd to 5 years (1l year ‘premedical and 4 years medical) withethe output expected
to become 12 graduqtes per year. The new medical curriculum will attempt to integraté
basic and cYinical sciences, and to emphasize community ‘health throughout all § years -
including 12~weeks' field experietnce. , Undergraduate medical training has also been started
at the Gondar College.. . . o7
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Postgraduate education of physiciamns in Ethiopia is just beginning. Continuing education 1s
offered for upgrading dressers to become health assistants., -
Regarding health mardpower management,"a major problem is the geographic maldistribution
of physicians, and other health personnel. In the three Aff§’5t cities, with 6% ot the
national population, there .are located 69% of the physicians;” 6% of the laboratory tech-
nicians, 80% of the pharmacists, and 60% of the nurses. ’ :

. There is also inappropriate use of health personnel (e.g. administrative work being done

~by sanitarians). State-egployed specialists in medicine (sometimes see private patients
during official hours. Because salaries are low and working conditions poor, many allied
health personnel abandon health work after being trained. The health teams produced by the
Gondar school, although a big step forward, functioned poorly. Supervision was weak and
community participation facking.. Some health officers eventually entered medical *school,
and the others became rural clinicians, doing little public health work.

Igpls hoped that the new government programme will recapture the original Gondar public
health spirit, under the pyramidal health service structure of six levels, as described above.
~ . [ .

WHO' relations. The persons interviewed spoke favourably of the value of WHO fellowships, of
the WHO collaboration in establishing the Gondar PubTic Health College in 1954, and of the
help in strengthening the medical school in 1964 and later. The Gondar school emphasizea
rural needs, a preventive orientation, and the health team concept - producing an initial
(though smally) cadre of trained health personnel.

L]

The major influence of WHO's HMD programme, however, has been regarded as ;onceptual,
stressing the importance of health manpower planning and training, the value of teacher-
training, and especially of the integration of health services and health manpower develop-
ment. The Alma-Ata Conference in 1978 had, a distinct influence on Ethiopia's plan to train
community health agents to provide primary health care at the village level. :

Fuwther WHO collaboration is needed to stimulate improvements in the career structure of
health personnel, to extend continuing education, and to strengthen personnel management
(utilization); it is needed also for the training of health planners and for generally
stimulating the output of greater numbers of a® types of health personnel. There is also a
desire for further fellowships, consultants (particularly short-term), workshops (especially
if jyhey cap be held in Atrica),'énﬁ?the provision of medical equipment and vehicles. The

- principal criticism of WHO work concerned bureaucracy in the administration of tellowships
and consultancies. s

. ’

»

The main impression derived from the field study of Ethiopia is the strong emphasis bein% .
given to planning and to the development of an organized and expanded national health system

A crucial aspect of this planning is accelerated training of several types of health person-
nel to work in teams to cover thé entire ,population. JImproved geographic [coverage is
evidently expected to result from the output of greater numbers of physicians, health
assistants, community health workers, and others. '

-

Indonesia

¢ é

This large nation of some 13 900 islands in South-East Asia - the most heavily populated
being Java - has a population of more than 143 000 000, as of 1978. It is mainly agricul-
tyral, but has resources also in crude oil, minerals, rubber, and other products.

. ‘ . . . .

Backgrouné. Independence after two centuries of colonial rule was achieved by lndonesia in
1949, following Japanese occupatiBn and four years of liberation struggle. The socio-
economic situation of this developing, non-aligned nation, favours private market enterprise.

- HMD Process. Plans for a national health centres programme were started in Indonesia .about
1969-1970. Norms were established for physicians apdaother health personnel to staff these

Jfacilities in relation to the populations to be ser In the Ministry of Health there is
a Planning Bureau and a Centre for Education and Training of Health Personnel. A third body

2 S
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concerned with medical and dental educatgon is the Consortium of Health Sciences, which was
established by the Government, under the Directorate-Gemeral of Higher Education, within the .
Ministry of Education and Culture; it is made up of the deans of medicing and dentistry

aided by a full-time secretariat. . ’

Peripheral health units in the provinces submit estimates of their .eeds to the Ministry.
of Health, where the Planning Bureau compiles figures on nationwide requirements. In recent
yeats, however, the number of physiclans trained have, in .fact, been greater than the
government health system could absorb, aLthough the Output of nurses has been reduced during
the last three years due to the reorganlzatlon of the nursing’ and midwikery educational
system. However, even with the decreased numbér of graduates, there are not enough posts at
present to absorb all the graduates.

Inability of the government health services to absorb personnel is due partly to a policy
‘ requiring financial support of health services from the provinces as well as from the
Ministry of Health. Provincial governments, in turn, receive grants from the Ministry of
the Interior, but this money must support numeraus local services. ‘Furthermore, as stated .
by the field investigdtors,: the unplanned but critically important private sector are largely
.responsible for the major problems of the Indonesian health system. This sector is composed
in part of purely private medical practitioners, pharmacists, and others*who engage in
private practice, but principally of government health personnel doing  remunerative work in
their free time; the latfer is allowed because official salaries afg admittedly low - a’
vicious circle, in a “sense, in that the low“salary scale is accepted becguse it may be
.supplemented by private earnings. To cope with “these problems, a spedial Manpower Planning
and Development Group has recently been set up in the Ministry of Health; it is exploring
ways to achieve closer relationships with th2 Ministry of Education.

.
-
s

"With regard to health manpower production, the training of physicians, dentists, and
pharmacists is done principally in univer- sities, which are supervised by the Ministry of
Education. Other 4llied health personnel are produced by the Centre for Education and
Training in the Ministry of Health. This centre operates schools for training nurses and-
allied health workers. - )

‘e

v AN

.There are 25 schools of medicine, of which 13 are governmental and 12 are private. “The
public medical schools graduate 1300 phys1c1ans per year, and the private ones only about
200, There are mixed sponsorships also in other un1vers1ty level training institutiomns: 1in
dentistry, 6 public schools and 2 private ones with an aggregate output of 240 dentists a

* year; in pharmacy, a combined total of 6 schools graduat1ng 210 phafmacists a year.

-

Tra1n1ng in the publ1c prdfessional schools is largely govennment -financed, but there are
annual "entrance fees that” must be paid privately. _In all professional schools, moreover,
students must purchase textbooks and also bear the llvxng costs of any f1elg stud1es required.

. i

The curriculum in all the medical schools is designed on the classical»European model,
requiring’ 7 years of basic science and clinical®studies. At the same time, faculties are
dittempting to respond to a national call for community~oriented medical graduates. The
Consortium of Health ‘Sciences is pressing for a balance between the 2linical sciences and a
community orientation, but this seems to be difficult to achieve.

z e

Community medicine is taught, mainly in connexion with the delivery of primary health care
at the local level. The teachgng is impaired, however, by the weak links between this level
and the next higher levels of intermediate care (health centres and small hosp1ta1s) and

specialized care (larger hosp1tals) Medical faculties are responsible to the Ministry of
Education,swhile health facility personnel come under the Ministry of Health; this adds to
the problems. . s o

\ 4

- - . . .

In government -owned schools, of which there are 103 the education of nurses and allied
personnel is fully government subsidized. : .

Qhere .are 98 pr1vately-owned schools which receive partial aid from the government; of
these, 65 are schools of, nursing. In addition, there are 15 nursing schools operated and -
~  owned by the military. There are many applicants, particularly in nurs1ng, but the outQut
is dot adequate to meet the nymbers requested by’ the health services, both communitybnnu

hospital. The present’ basic educational programmes in nursing are of two types, both of
- 2
i : \ ~ ’
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which are three years in length. The "health nurse' programme takes in graduates of the
junior high school (9 years) and the Academy of Nursing programme admits graduates of senior
Kigh school (12 years). The University of Indonesia plans to start a generic baccalaureate
programme in nursigg in 1982. Since 1975, the 24 different,types of nursing and midwifery
training programmes have been reduced to the two types mentioned.

*

The training of audiliary nursing and midwifery manpower has been discontinued, except in
Irian Jaya. The modifications in nursing education aim at preparing all nursing manpower to
be able to carry out specific tasks in community health work as well as in hospitals. This
goal includes the retraining of graduates of the old programmes to provide them with compe-
tencies equivalent to that of the graduates of the new programmes.

Régarding health manpower managemenf, as noted above, the number of government posts is
not sufficient to absorb the approximately 1500 medical graduates each year. The Ministry
of Health budgef "has been providing for only about 800 new positions annually; since a
period of public service is required (usually 3-5 years) before 'medical licensure,. the
balance of 500 medical graduates have to wait until an official post opens up. The national
network of health centres, noted earlier, is supposed to provide the necessary posts even-—
tually, but they do not as yet. Perhaps it is encouraging that 50% of physicians posted in
the currently established health cegtres want to stay on - although an important regson is
the opportunity they find for private practice (and even other forms of private business) in
the same community. In any event, many more health centres are needed to achieve ‘population
coverage for health services. A number of the graduates are also employed by other
ministries. .

The community health bromotersd replacing assistant nurses since 1978, have not yel been
trained in significant numbers; this training is done in health centres. In rural
districts there.,is a great need for continuing education which has not yet been mef. The
problem most frequently reported in health manpower management is the strong attraction of
private practice to government physicians, both in cities' and rural areas; this meahs that
after official working hours, medical service is rarely avéjlable at the health centres. o

- - -
= s

WHO relations. The major impacts of WHO on the HMD process in Indonesia, according &0
national observers, has been in policy formulation.  The decision in 1978 to train community
health- promoters was essentially an outcome- of the Alma Ata Conference. WHO -has also
collab?rated' with Indonesia ip the strengthening of its medical tschools, in conveying an
appreciation of teacher-training, in various workshops on selected subjects, and in provision
of teaching equipment and materials. Respondents in the country field study were not aware
of any special impact of Indonesia on WHO policy formulation.

D

WHO fellowships are especially popular, even thdugh they éntail several problems.
—English language requirgments are often a barrier (particularly for nurses). ' The candidate °
hesitdtes to learn the language without knowing whether he or she will be chosen fof a’
fellowship; yet a knowledge of [the English language. is required for the initial appli-
cation., There are- also complaints abouf lengthy bureaucratic procedures,’ inadequate
stipends,” and the unsuitability of some of the training to Indonesian needs. It is
interesting to note that most fellowships are wanted for study within Indonesia.

ﬁorkshéps have been appreciated when they have been shorf and on appropriate subjects
(which, is not always the case). Training programmes on Hjealth service management: are
partiéularly desired. WHO, it was stated, should also help Indonesia in obtaining assis=
tance from UNICEF, the w:g;: Bank, and other international agencies. ’

- f .
/ ¢

Over the yea}s, Indonesia has, indeed, been able to train greatly increased supplies of

t health personnel. Physician resources have been increased so that the ratio of physicians
to population improved from 1 : 66 000 in 1952 to 1 3 14 .900 in 1976. Likewise the nurse
supply improved over the same period, from a ratio of 'l : 12 800 to one of 1 : 5400. 'Yet,
as noted, there are serious disparities between the production of physicians and nurses and
_their utilization jn the public services. The major. difficulty seems to be inadequateé
fipancing of the public sector of health cage, side-by-side with, a large and flourishing
. private sector. Private earnings by physicians aggravate ineﬂuities in several ways. Not
only do private services go only to the minority of people who can afford to pay for them,

y but the opportunity for private earnings reduces préssure on the government, in a sense, to

]
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pay higher salaries for work in government health services. Even. teaching 1in medical
schools is impaired by the fact that.the interest and attention of most of the teachers are_
diverted by their private practice. Thes? ‘problems are evidently well ‘recognized by
pensonnel in thg Irndonesian. Ministry of HealtH. S .

‘4 . . s

“ .

Malaysia .
. . . / . . ) . -
This mainly peninsular nation in South-east Asia .has a population of about 1¥ 000 000,
Ahile largely agricultural, it has substantial resources in tin and rubber. R
Q |‘ .
Background. - In 1957, Malaya became irdependent from colonial rule, and later was combined
with North Borneo (Sabah) and Sarawek to become Malaysia in 1963., In 1965, the islandstate
of Singapore broke away as.a separate natipn. . g ) . -

socioeconomiqd planning, mcludmg health planning had begun in this” country. As part*of the
Rural Health! Services Scheme, started in 1953, a programme for training auxiliary nurses,
samtana\xs, and fildwives was planned and me].emented to staff the rural health factilities.
In the Mlnlst‘ry of Health, as in all the mmufptnes, there has been a Planmng Committee,
designing five-year plans. Formal fxve—year planning had started in Malaya in the” 1950s
(while"still a British colony), and the first Malaysian five-year plan began in 1966. The

© = coungry is now into its fourth five-year plan (1981-1985), so that the concept -of health
manpower planning-has become fully accepted.- .

HMD grobess? Even before national independence and the formayu/of Malays‘ia, general

~

The initial goals of the rural health programme called for one physician, statxoned at a
main health centre, to serve a population.of 50 000. The surrounding sub-health centres,
each serving 10 000 people, would be staffed by’ various auxiliary personnel, and the most
peripheral units - midwife clinics - were to. be staffed by assistant midwives. As more
perfonnel were trained (see below), the standards of service and staffing were raised. Both
types of health centre are now to be staffed by physicians .and others, and the peripheral
units (formerly midwife clinics) have been broadened in scope by training the assxstant
midwives and other auxiliaries to provide general primary care. _,This conversion of® the
Rural Health Services Stheme from a three-tiers to a two-tier system took place in 1973,
Each health centre staffed by a physician is now expected to serve a smaller population of
15 000 to 20. 000 R

In the fourth five-year plan (1981-1985), no further acceleratkion of health manpower
output is planned, since the network O6f health facilities - except in Eastern Malaysia (Sabah
and Sarawak) - is not expanding rapidly enough to absorb all the personnel being tra).ned.
Many personnel, especxally physicians, are therefore being lost to the private sectdr"’ The
major health manpower emphasxs of the fourth five-year plan is on continuing educahon and
management training. It ].S also planned to accelerate the geographic coverage of Easteyn
Malaysia, by the use of mobile health teams with community Fealth aides. - More attention
will be pald also to the poten«:xa‘l -use of traditional healers in all three major Malaysian
ethnic groups, the Malay bomohs the Indian Ayurvedic physicians, and,the Chinese tradi-
tional medical practitioners. About 50% of the population of Eastern Malaysia remains still
to be covered, although in Western Malaysia only 3-5% of the people do not have access to
-primary care. . . ’ .. )

To coordindte manpower training with the development of personnel in all sectors of
Malay%ia, the Prime Minister's Office has recemtly set up a Manpower Development Board: '
Inter alia, this Board is expected to cootdinate the production of physicians and other
professional health personnel by the universities, under the Migistry of Educatlon, with the
health service requirements pof the f‘hmstry of Health. When the, output’ of the medu:al
schools reaches 450 physicians per year, it is expected that the. personnel 1psses to private
practice will have.peaked and the needs of #he public sector will be met. , ‘

. . ! !

Regardmg health manpower production, the training of rural auxiliary health workprs
since 1953 has already been mentioned. Since the restructuridg of the rural health pro-
gramme in 1973, Malaysia has had the special task of broadening the capabilities of the
krained assistant midwives to mclude general prlmary health care, and also ot trawmg new
auxiliaries for this wider role. Each of these primary, healtb care workers is. sypposed to,
serve abo‘ut 2000 people.
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X Since 1966 other allied health personnel have been trained at the Public’ﬂealth Institute
in Kuala Lumpur, the national capital. This school, under the Ministry-.of Health, trains,

{' . public health inspectors (sunitarians), public health nurses, and health education officers -

) turning out about 120 of these personnel per year. ese are all postbasic*courses. Basic

- . ‘nursing, for example, is taught js~a 3-year curriculug at 8 hospital-based schools, all under
the Ministry of Health. Also under the wing of e Ministry is the renowned Malaysian’//)

Institute of Medical Research, functioning sipce 1905] the IMR trains laboratory technolo-

gists and has recently expanded its activities to produce 120 medical technicians and 120 &
’ laboratory assistants per year. The ‘training of .all allied health personnel by institutions
under the Ministry of Health, is quite appropriately suited to the needs of the Ministpy's ~
health services% it is planned and mo%itored by the Training and Manpower Division of the
Ministry. . . . o .
) With respect-to the preparation of physicians, which comes under the*ﬁiﬁigf?;f3T~Educa—
. tion, adaptation of the output to the fequirements of the health services has not yet Byen
‘achieved. There are now "™ two unive;siﬁy medical schools. - Together,” both schools now
graduate 190 physicians per year, and additional Malaysian students go to medical school
abroad (Singapore, Australia, and elsewhere) - returning to Malaysia along with other foreign
medical graduates. A third medical school. will be opened at the university in Penang in
1981, and soon after this it is expected ‘that about 500 physicians per year will enter the
health sector in Malaysia. This number is larger than the requirements of the public gid
of the Malaysian health system lbut, as noted above, it is reeded to compensate for the'sE§%H§
losses of physicians into private medical practice. The law requires that all physicians
licensed in Malaysia since about 1970 must work for 3 years in the Government services, and
those whose education was Government-sponsored (about 75%) for an additional 4 years. After
these periods are over, however, most of these physicians go into private practice, which is
lucrative. - T . '

s

The .med school curriculum in Malaysia Ls,relatively conventional, with 1 year of
premedical ic sciences, 2 years of preclinigal ‘science (anatomy, physiology, etc.), and 3
years of clipical work. There is a limited->degree of teaching that integrates the pre-
clinical and clinical disciplines. At the University of  Malaya, community medicine is

taught in each of the last &4 years; it consists of epidemiology, biostatistics, behavioural
science, nutrition, maternal and child health, demography, and medical sociology. A period
of several weeks is spent on a field pfgfement in a rural health centre,. where a research
project is also carried out. It.is expected that a similar progamme of community medicine

will ‘soon be introduce¥ at the National-University Medical School. -
- - ’ . ) ,
Postgraduate medical education is offered at the University of Malaya, but it'is not well
F ~— developed for generdl practitioners, who constitutg the great majority of private physicians.

Specialists are almost all in government, posts, since (as in the British Commonwealth
. generally) they are mainly hospital-based and almost all hospitals are public. In 1975, the
... University of -Malaya started a postgradu&te public health programme leading to " the MPH
degree. The plan is~to train enough district medical officers capable of administering all
services in their districts, _including the hospital§;' at present, their a?ministrative
s duties are limited to the preventive services. )
. - L%
Regarding héalth minpower management,. the\gtaﬁiipg of rural health cedtres and peripheral
' clinics has made substantial progress in«the last dééadel\ At alpost all health centres -
both the main centres and the former sub-health centres = -there are now a physician, a
dentist, a hospital assistant (the Malaysian term "for a multipurpose health duxiliary who
treats common ailments), a drug dispenser, -and a laboratory assistant;~+ These’ personnel.
providé medical .are. Fors-preventive work .fhere are’ a health sister (graduate nurse),.a
midwife, assistant nurses, a public .health "1inspector (sanitarian), overseers (asSistant
sanigarians), and, labourers. The midwife clinics, as noted, are being: broadened to become -
general primary hegl&p care units; the training of community health aides is also being
considered to foster greater; community participation in the management and use of these
» clintcs. °
] . . - -
The major problem 1n health manpower utjlization, as already suggested, is the loss of so
many physicians to. private practice after their official obligations have been met. This
= internal brain drain is more serious than the external brain drain to the United Kingdom,
made possible by the British recognition bf Malaysian medical degrees. As the cities become
saturated with privat?,medical practibioners, some of these lgave to settle in small rural
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towns and villages. Wh11e this_ has its "value, of course, the fact remains th&e only a

\nority of rural people can afford™ to-pay for private medical care. Yet about 50% of all
Malaysian phys1c1ans are now eptering private.general practice~— Accepting this redlity, the
University ‘of Malaya Wedté%@f%School is establishing | academic Depaftment of General
Practice. At the same time,  the expectatipns of the people for improved specialty services
in the smaller district hospitals are Yising.

~
i

WHO relations. Malaysian health leaders speak very positively of the collaboration with
. WHO.  In the Rural Health Sefvices Scheme - the nation's major health activity for extendxng
coverage to the entire population - WHO ponsultatxon was 1nvolved from the begxnnxng in
1953. Every few years, further cooperation was solicited and offered and in 1968 a major
15-year' review of the programme was carried out by WHO. - This review found subsfantial
progress in rural health services and adviged continued WHO cooperation, with certain agmxnx—
strative changes - such as a broadened scope of functions at the. midwife. clinics ' and ;| a
mandatory period of service for Malaysian medical graduates in order to get posted to the
subshealth centres. During 19691971, further studies were made by the Malaysian Mxnxstry
of Health, in cooperation with WHO leading to the implementation of these and other changes.
By 1980, in the modified two>tier framework ©of the rural health system, facilities had~
expanded to 324 health centres and ‘1393 community clinics.4 :Not all of these were fully
staffed with the requisite personnel, but progress towards this goal was being made rapidly.

Hl .
[ o

# _WHO fellowshxps were also assessed very affirmatively, and were considered particularly
valuable for advanced training of medical school teachers. During the course of interviews,
it was stated that: with the task of building up 3 medical schools’, long—-term WHO consultants

would ‘be valuable Add1t10na1 workshops for continuing education were also recommendedn
Collaboration on’ health services research was also advocated, particularly 'to help solve
problems in_ the management of the health system. None of the persons interviewed ¢ould

comment on any impacts of WalaySLaYon WHO.
3 N & -

All 1n all, Malaysia appears to be a country making rapid Progress in the development of
health manpower responsive to” the reqéxrenents of its health services. Health manpower
planning has long been accepted and is actively pursied. Manpower production is proceeding
systematically for both professiona? and auxiliary health personnel. The most vexed prob-
lems relate to manpower utilization, *particularly because of the substantial and continued
departure of physiciane from the. public to the private %sector. ' The bulk of this internal

~brain drain is into general practice in the cities; urpan family incomes seem to be suffi-
ciently high to provide a fairly large market for these practxtxoners, s6 that the inequities
caused by this urban private sectof are probably not great. ‘In the rural areas, traditional
medicine is still a major resoyrce of health care (especially for low~income fam111es) but
the medical and auxiliary staffxng of’the network of facilities Ln the Rural Health Services
Scheme is steadily beceming strengthened. Full population coverage with primary health care

A3

is expected to be attaxned in Western Malaysia by about 1985, Improvements are also being
achieved 1in "the stafflng of district hospxtals providing secondary care. In the less
developed areas of Easteri Malaysia, progress is slower and” full population coverage will
doubtless take longer. . oL * - //
’ W - LY
. .o . ) .
' . . Gabon-

’ .3‘ ) N I
As shown in Table 7, Gabon, Qich a poleation of only 334 0 inhabitants, according to
the 1977 estimate, has*by far the highest GNP per capita of any ol the six countries studied
but is rather low according to ‘the two other criferia of development. This paradoxical
situation is explained by the ;ecent dLscovery of 1arge ;eserﬁes of crude oil in the countty.

Background Up to 1959 Gabon gwas part of French Equator1a1 Africa. Independence was
_achieved in 1960, and its political regime has Aince beeh one of thgemost stable in Africa.
Earge _foreign investments were, made after the discovery of oil around 1970. The Government
is orxented _towards pr1vate enterpnrse 1n most fields. ; " ’ $ -

ag‘ +
HMD process. Health planning began in 1965 thh the publlcatxon of the ”Plén quLndécennal" r
(1966~1980) for health services development. ThEn, the.Ministry of Economic Development and
Planning established three-year plans, in collaboration with the Ministry of Health.
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For health manpower production,, the principal resource in Gabon is the Ecole, nationale de
Santé et d'Action sociale (ENSAS). This major centre for training health pefsonnel\ifs

establidhed, in 1962, soon after national independence. With only '31 teachers, howedver,
ENSAS is still staffed below the level necessary to meet the demand for its graduates. ‘It
is underithe gupervision of the Ministry of Health. -

[ R —

In 1974, the Centre universitaire des Sciences de Santé, (CUSS) was 'founded under the
Ministry. of Education; ° it offers a 7-year curriculum for training physicians, and its

2 initial ciass was due to gradpat@ in 1981. The school was supposed to have been modelled
o ../ after the multiprofessional University Centre for Health Sciences at Yaoundé, (United

Republic of Cameroon), with the objective of training personnel to meet local health
realities. _ It is not clear, however, if its training programme will permit it to reach its
objective; . the medical Curriculum was based largely 6n the advice of foreign consultaats,
with a rather conventional programme: & years of theoretical studies followed by 3 yeagsa.of
. ptactical work. The lfeachers are mainly expatriates. It is expected that courses! will-
soon be developed- for nurse-anaesthetists, midwives, and laborat'ry technicians - to permit

- team teaching. — . . )

. .

S

Regarding health manpower management, there .are currently 206 physicians in Gabon, almost
all located in the capital, Libreville. 0f these,..135 are employed. in the public sector
(although engaged .also in.some private practice) and 71 are entirely in the private sector.
Similarly, there are 35 pharmacists, of whom 13 are entirely private. 0f the 1§ dentists;

— 10 are in public employment and 8 are wholly in private practice. The nurses and other
allied personnel who. have been trained "at ENSAS are bound to work for 10 years in the
Government service: ' ' .

Large iqdust;ies in Gabon are required by the Government to provide general health care
(i.e., more than occupational health services) for théir employees and their families.
Companies do this either by engaging their owh medical staff or by sending their peoplé to
private medical offices. Recently there has also been developed a social security scheme,
which is expected to provide general Wedical care to gQvernment employees and other groups
. _ through its own medical staff.

Major problems in the governmental health servicgs of ' Gabon relate to a weak
organizational structure for supervision. There is also no continuing education. On the
other hand, with the comparative wealth of this country, physicians and other professionals
are attracted from elsewhere, and there is little if any out-migration. There are internal
losses from ‘the public' sector -of health cate to the private sector, however; even though

governmental\salaries/are relatively high, earnings in the private sector are even higher.

WHO relations. Over the last'30 years, these.relations can be described in three phases.
In the decade 1950-1960, Gabon was still a colony. No health persgnnel- were: trained
- locally. “'Médecins Africains" (the equivalent of medical_assista@ts)’were prepared in Dakar

// (Senegal). ° -¢Hurses were trainedy in  Brazzaville and Ayos - cities also outside the
// terEitsey . >In this period WHO played no direct role. '
s —— ' i/./ * N ' 4 . v
s The years 1960-1970 were the first decade of national independence. With support from
WHO fFellowships, a few of Gabon's young people studied medicine in Quebec or France; some
. remained abroad. The Plan quinquennal for the development of health services was

established in collaboration with WHO and permitted initial programming of the needs and of

. tyaining programmes for health personnel. Then WHO consultants advised on the development of

o “\| training programmes for nurses and midwives at ENSAS. 3 i
* The decade 1970-1980% brought the discovery of oil and other minerals, launchjing the
so-called “economic miracle" of Gabon. The CUSS was started, thé ENSAS was expanded, and
programmes yere developed in maternal and child health care, communicable disease coptrol and
other health fields. Problems of coordination between CUSS and ENSAS, and -between ,both of
these training programmes d4nd the country's health service needs have still to ¥e worked
out. The WHO emphasis on promoting . primary health care, however, is accepted in principle,
and Cabon looks to WHO for collaboration in Solving the mafiy problems in its health §§stém.
Gabon, in summary, presents a picture of «a country which still has to face up to its
sudden wealth. With major foreign investment, its great natural resources have been fapidly
exploited, but the country has yet ‘o develop gn in rastructure of educational and health
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services 'to bring corresponding benefits to its people. As an independent nation, Gabon is
still young, but with proper planning, a strong,political commitment to its espoused goals,
and hard work, its future in health and many ot%er sectors could be among the br1g test in

,Africa. i

P

3
¥ Costa Rica

v -

s This small Central American republic of 2 100 000 populat1on (1978), becane~ independent .
in 1821. It is predominantly agricultural - coffee and bananas be1ng its major exports -
but, unlike its neighbours, is composed ma1n1y of small family-size' farms rather Jthan 1arge .
plantations,

Background.. Since a civil war in (in 1948-1949), Costa Rica has had democratically elected
governments and political stability. It is one of the few nations in the world that has
only’ a domestic police force and nd standing military “establishment. In=the health sector,.:
like most Latin American countries, it launched a social secur ty programme providing med1ca1.f
care to employed workers and their families; this was in 1943, In 1975, all hospitals were
brought under the social security programme, while all preventive services and other func-
tions were kept under the Ministry of Health. Some 95% of the population is entitled to
publicly "financed medical care. Nevertheless, the overall health system remains fragmented,
with services provided By\ (1) the Mimistry of Health, (2) the social security programme
(ccss), (3) a national water and sewage-disposal organization, (4) a priwate medical care
_sector, and (5) several semi- autonomous rastitutes dealing with alcohglism, malnutrition,

industrial LnJury insurance, and other problems. Currently the largest number of health

. personnel are in the social security programme (20 000), with another 3000 in the Minidtry of
Health, and 5200 in other organized entities = for a total of 28 200.

\

HMD process. Largely because of the fragmentagrbn\of health responsibilities just noted,
health planning in Costa Rica has not been comprehensxve. In® the Ministry of Health there
is a health planning unit which relates to an overall Natlohal Office of Planning; ‘this unit
»has done plarning, however, only for the programmes of the Mi istry itself. Within cthis
limitation, sophisticated planning methods were developed in theory,\E ut it was not possible

to apply them (see Chapter IX on the planning objective and the dif tcylties with the PAHO-

CENDES methodology). T -
{ .

With the major reorganization of health activities effected in 1975 (aIi\\treatment
facilities and services assigned to the CCSS and all prevention services to the M1n1stry of
Health) pressures developed for a stronger and broadened scope of health planning. Many of.

" the, older hospitals that had transferred from the Ministry to the CCSS required upgrad1ngp
and costs rose sharply. There were' also signs of anp over-produc#ion of physicians (pee o
below). To cope with these problems, in 1979 the Pres1dent established a Nat1ona1 Health -
Council, representing all the major health entities as well as the Un1rers1ty, for the
purpose of coordinating the divers jhealth programmes. 2 Ye .

In the late 1960s, the Ministry of Health planning unit had put forward a rather tradi-
tional plan for gradual extension of the Ministry's services during the decade 1970-1980.

In the early 1970s, however, certain events occurred which. led to a sweeping revision of this
plan in 1974. . The unew plan called ‘for tot%al population coverage with health services by
1980. The events leadxng to this much more ambitious health plan may be briefly summar1zed.

First there was the "San Ramon Exper1ence . In 1950, a young physician had been posted
for his rural social service to the town of San Ramon. He left in 1952 but refturned in 1954
as director of the local hospital. From this position, he had the authority to stimulate
the organization of several local -health stations in nearby villages; these stations were -
staffed with health aux111ar1es who d received very brief aining at the hospital.
Between 1955 'and 1970 10 of /these sta#fons had been established.. The auxiliaries also.made
home visit3 to give vacc1nat10ns and advise on sanitation. The innovative San Ramon physi-
‘cian then submltted a proposal to the Ministry of Health for an extension of his idea
throughout Costad R1ca, the résponse was an agreement in theory but no f1nanc1al support.
He approached the CdSS with similar negative results. - Then he managed to get his proposal
submitted d1rect1y to the Congress, and money was glnally provided to the Ministry of Health
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for extensioﬂwof the San Ramon 1idea. Help was obtained also from UNICEF. By 197§3 the
country was blanketed with 307 primary health” care posts. Opposition to the whole concept,
which had come initially from the medical profession and pharmaceutical companies, changed’
rapid&y,iand particulatly physicians and nurses supported the programme from its incgption in
1974, : .

o mrpe—

- ~ »

.~

Beyond these events leading to extension of primary health care throughout Costa Rica, a
substantial contribution to health planning was made by the integration of the CCSS and
Ministry of Health programmes in 1975. The combined network of hospitals included 417
facilities, along with the ambulatory treatment clinics. These resources were estimated to

_ be making physician's offire accessible to 95% of the population (87% being employed persons
and their families, plus 8% indigents). The remaining 5% of people are selfemployed

fq . . . — .
families using the private health sector. . ~ e ®

. ’ s

With all these developments, ome can appreciate why around 1974 the health planning goal
for the decade wds changed to the attainment of total coverage of the Costa Rican population
by health services by 1980. This success story should not, however, obscure the fact that

smany problems remain. The adminPstrative structure of the Ministry ofl—ﬂgalth, with 1its
_ preventive services, divides Costa Rica into 5 regions, while the social security treatment
- progranme has-7 regions. More important, there is still inadequate coordination between the

Ministry's preventively oriented health centres and the CCSS ambulatory treatment clinics.

The new National Health Cpuncil is expected to tackle these problems. If it succeegds, such

coordination should contribute also to more effective health manpower planning. The urgent

' need for this planning is manifest when considering Costa Rica's many activities for the
traiwing of health personnel. . ? : . .
Health manpower production in Costa Rica has been a robust process, but lacking in
ecentral or coordinated plaening. A medical schopl \was established at the University of
> Costa Rica in 1959 with 150-180 new students each year. In 1976, therefore, a second
medical school was organized urder purely private®auspices; the faculty is composed en}irely
of private medical practitioners.  The- first class is expected to be graduated from _this
school in 1981, with 50-60°new physicians. 1In addition to the output of these two medical
gghools, another 30 - 50 Costa Rican students attend medical schools abroad and then return
home. In 1981, between® 230 and 290 additional physicians will enter the health scene in
Costa Rica - a number much greater thafh the system can absorb. . T« ,

.

Postgrediidte medical work in Costa Rica is offered as residencies in the CCSS hospitals.
Occasional continuing education sessions are sponsored by the Costa Rican Medical Association

at the expense of drug Companies. .
- N . -

A school of nursing has been funcf&oning in Costa Rica since 1917 and, after several
changes, the hospital-based 3-year nursing course was reinstated in 1971.

There 'is a shortage of professiomal nurses in Costa Rica - a total of only 762, half of
the number of physicians. To compensate for this ghogtage, a much larger supply of nursing
auxiliaries has been trained directly by the Ministry of Health since 1954, A 9-month
course for these auxiliaries was offered by thes Ministry each year, until it was terminated
for “tack of funds in 1979. In 1972, however, a simdTar course for nursing auxiliaries was

> startedsby the CCSS. Unlike practices in other countries, candidates for this training must
be secondary school graduates. -Qt first these auxiliaries were prepared essentially for

° hospital work, but in 1973 an additional month of training in rural health was added, aund
these women now serve also in rural posts. Altogg;herl there are about 2760 nyrsing

~ "auxtliaries. Although their salaries and social statu® "are relatively low, they are

" obviously an important personnel-resource. . .

. @ .

Several other types of .health personnel are trained by the “Ministry of Health. Sanitary
inspectors are traiped in a 9-month course. Laboratory- technicians and nutritionists
(perhaps diefitians would be more accurate) are also produced. The latter staff some 600
centres for ,education and nutrition of malnourished cflildren in the l-6-year age group.

Since 1974, health assistants on~{he San Ramon model have been trained by the Ministry of
. Heal;h to provide primary care at rural posts. Tifase aré all sgcondary-schoor graduates,
but the course requires oaly &4~months. To draw the attentdon of local people to the rur

ki . -
N —
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posts, health aides or responsables -are also trained” in a 4-day period. . In 1967 limited
training was started for traditional birth attendants, (TBAs); after 500 had been tfained

this effort Was stopped. TBA-aftended childbirths are“now down to 12% of the thal.

Regardrng health manpower management in Costa Rica, reference has already been made to
the imminent (or already preséE?T surplus of physictans. Because of the saturation of the
‘cities, many of the young physicians sent' for social service to a rural post decide to stay”
on. Thrs, of course, helps achieve amore balanced geographic distribution of physicians,
although there is paturally greater concentration im San José, the national capital. ., For

example, there are now (in 1980) 25 paediatricians outside the capital; there were only 5,
1975.,,— -

3 .
Because of the very broad population covexage by the CCSS and Mrnzstry “of Health pro—~
grammes, there is only a rather small market left in Costa Rica for prrvate medical practice.

.This is in strrkLng contrast to some other countries visited in this sfudy. Few physicians , -
‘are exclusively in private practice, although about half of the CCSS physicians spend some

time in such practice. Within the CCSS facilities, there is a relative Surplué of specia-

lists (some having dgne postgraduate study abroad), so that many of them are doing work more
approptlate to general practitioners, Because s many CCSS physicians are hosprta1-
oriented, when they are stationed in ambulatory care clinics their work seldom has a proper
community orientation. Also, clinic nuyses sometimes work as secretaries under exceptional
circumstances. o , . } .

- PN

When the CCSS and Ministry of Health programmes were infegrated in 1975, °steps were taken
to make the salary scales equivalent. Uniformity has nof yet been achieved, howgver, and
personnel in the Mlnlstry facilities are still at a disadvfintage., Public health physicians
are partrcularly poprly paid, so that they often abandory this work. Sanitarians are also
poorly paid in the government service, and many of them lfave for prlvate jobs.

-

In the health centres of the Ministry of Health, there is. talk about 'teams", but per-
sonnel relatlonshlps are often said to be poor. Relationships between professronal nuraes
and nursing auxiliaries are frequently stratned. The latter would prefer to work’ under
physticians, although this ‘may biflcally reflect the lack of preparatlon of murses in the

+skills of supervision and teamwor .

WHO relations. Reference has already been made to WHO collaporation wrun}Costa Rica in the
field of health planning, which Wwas not very successful. - In the field gof nurse trarning,
’ adVrce given by WHO led to upgrading the entrance requirements and ta extending the 1ength of
~the curriculum; in the light -of the eventual shortage.aﬂ‘professronal nurses, this advice
may not have_been the best. On the other hand, the vexy useful programme for training ..
nursing auxrlrartesa started in 1954, was ‘also 1auncheﬂ~w1th the-advice of WHO consultants.
—In the early days of the UnrverSLty medrcal school, WHO wasﬂlrkewrse helpful. .

. Probabry the major 1mpact pf WHO on Costa Rican heaith manpower policy came through a
1972 meeting in Santiago, Chrge, which qatalysed the chan ge in the Ministry of Health goal
for 1980 towards an emphasis 6n pr‘mary health care tl?rough the use of .briefly trained
auxiliaries (kibwn in this country as®the 1San’Ramon model™). Advisers from WHO worked side
by side with staff from the Ministry of Health in the planning and development of the rural
health programme and later of the community health programme. . Later, at the 1978 “Conference
of Alma Ata, Costa Rican leaders” were inspired by the goal of "health fgr all" through
pramary care. . e . . o

.
. -, ; b <

Good use has been made of WHO fellowships, although there are many criticisms of the
* lengthy administrative processes involved in arranging them, Some bf the overseas training
provrded it- was said, has been 1nappropr1ate td~ Costa Rica's needs., A preference was »®
expressed for brrnglng expert consultants to Costa Kica. In fact, of all WHO money spent
for Costa Rica in recent years, 7SA has been on consultants, only 21% on fellowships, and 4%
on equipment. . . .- ' Wy

. 5N '

"2

. - gl ' . ‘
No one interviewed in this country was aware of how Costa Rica may have influenced #HO.
For the future, it was thought that WHO should hold moq& workshops in the field, of health .

service management. WHO has been helpful sometimes in lmpressing upon the Government the

basic.importante of the health sect?r‘ Motetof«this type of influence 1s wanted. %
- L] s '
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Costa Rica, in summdry, is a small but relatively prosperous Latin American country with

remarkable ~-political stability since its civil war ended in 1949. Its democratic parlia-
mentary structure, the absence of military forces, and its pattern ot widely distributed land
ownership impart to the.country a strong orientation to social welfare.

Since about 1970, the gradual extension of a network of rural posts, where health
auxiliaries provijgeprimary health care, has been impressive. Combined .with the coordina-
tion in 1975' of the Ministry of Health and social security programmes, this has led to
coverage of virtually the entire population with héalth services. ‘ o,

. . - -

Neve‘rthel,ess,‘ the’ pluralistié. structure of the health system leaves several problems
unresolved. In spite of the formal coordination between the Ministry of Health and the
social security programme, there is still a wasteful dichotomy in the delivery of pteventive
and curative services. With respect.tochealth manpower, planning has been inadequate, with
littfe relationship between estimates of need and, the numbers and types of manpower produced.
There are evident surpluses of some types of persgnnel (e.g., physicians) im relation to the
health system's requirements, and shortages of other types (e.g., nurses). The Universtity
has been staunchly autonomous and unresponsive to objective health manpower needs.

While fmportant health indices (e.g.,  infant mortality and communicable disease rates)
have showrt great progress, the need is now felt for more attention to geriatrics and chronic
disorders. Much more careful planning of health manpower is wanted, with adaptation -of
manpower production to the needs of the health services. On the "training of health
auxiliaries, nurses, and other personnel, there are calls for more perceptive evaluation.

d 1
® Barbados
= .

L2

3 e
5

i This small attractive island in_the Carib’béﬁﬁ"g \g‘f; an estimated 1980 population of
260 000. Although its mdjor economic base for many years was sugar production, 'in recent
times its principal inlome has been derived from tourism. i )
Background After more than 300 years of colonial rule, independence was granted in 1966.
As shown in Table 7, there ia remarkably high rate of literacy (nearly 100%), "and a long
life expectancy, which accounts largely for Barbados having the highest index of development
among the six countties studi&d. In 1976, the Barbados Labour Party was elected to power,
replacing a party which had ruled during the country's first ten years of independence.
Among other things, the Labour Party pledged to introduce a national health sservice, for
which the fflanning has.played a central role in health affairs. §

s ’ 4
HMD‘grocess.' After independerce, health planning in the Ministry of Health was conducted
through a Planning and "Priorities Committee, chaired by the Minister; some of this

. . N . .
Committee's ideas were utilized 1in Cari regional planning through the Caribbean
CommunitySecretariat (CARICOM). In 1978, ajor change occurred in the general health
planning process, and in health manpower plamning in particular. In the Ministry of Health

a. Project Design and Implementation Unit (PDIU) was organized to undertake the planning of
the national heelth service which the Barbados Labour Party had pledged in its manifesto to
bring about. Prior to thke establishment of the PDIU, health planning ,(in the Ministry had

been essentially pragmatic and short-term, intended to respond to the needs of the Minigkry,
including the principal hospitals on the island, a number of health centres, am‘j[/alll tfeven-

tive services. However, the private sector, which provided most of the primary care -
including services from private general practitioners and pharmacies - majintained a somewhat
distant relationship with the pablic health sector. A stronger linkage is now forged

between the public and private sectors through the implementation of the national health
service. - . . ~ -

i
. "

.Health planning for the national health service (NHS) thus requires the consﬁ/der«ation of
all Barbadian resources, public and private. While secondary and tertiary care were quite
well organized, primary care in Barbados was very fragmented; it was given not only by
general practitioners for, private fees, but also at the Casualty Department of the large
Queen Elizabeth Hospital (without charge), at government health centres (prevention only),
and in other ways.  The NHS plan tentatively adopted calls for coverage of the island with
an array of primary care teams made .up of a physician, two nurses, and a tlerk) -to be

I s Y - .
ul . -~ 11
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developed at the sites of general practices, health centres, and newly constructed poly-
clinics. Every resident would be entitled to obtain integrated primary health care from one
of these teams. Staffgng the teams, however, would require some increase in the supply’ of
general practitioners and additional training for community nurses.

Regarding health manpower produttion, Barbados physicians have been trained mainly at the
University of the West Indies (UWI), with its principal medical school wampus in Kingston,
Jamaica. *This—school hag essentially emulated the British model, requiring 6 years since
1978 (before then)5.5 yeaﬁ%) The first year offers precllnlcal scliences, the next 3 years

+ are for clinical /studies, and the last 2 years are for clinical'internship in a hospital.

. The 1nternsh1p years may be taken in Barbados (at the Queen Elizabeth Hospital), and every
year 20 or 30 of 100 entering medical students do so; thése include 8-10 Barbadians.
Most of these students have scholarships, and the Government of Barbados may require service
from them in the public system (if there are positions to be filled), on the basis of one
year of service for each year of scholarship support.

b
. M

The Department of Preventive and Social Medicine at UWI 1is quite stroné, and offérs>

instruction in each of the first 4 years (in Jamaica). The third and fourth include field
v151ts to public health facilities and a period of work in a Jamaican v111age. . Postgraduate
residencies for specialty training are offered at the public hospitals in Jamaica, Barbados,
or Trinidad. Limited continuing education for all physicians in Barbados is affered by the
UWI in three half-day symposia each year. ’

\ = %
,

Since 1927 nurses have been trained in Barbados at a hospital-based school, under the )

supervision of the Ministry of Health, which operates the hospital. Eviderntly more nurses
were trained than could be employed by either the hospitals (including one private facility
and several district hospitals for long-term patients) or the public health programme,
because some are unemployed or underemployed. There 1s no tuition, and five applications
are received for every place in the nursing school. This is no doubt related to the large
number of secondary school graduates (virtually 100% of the young men and women).
A N L4 vl

In 1978, a decision was made to transfer the nursing.school from the hospital setting to
the new Barbados Community College, under the Ministry of Education, but this mattev has {§:

al

’ ., yet been finalized. This col}ege also trains laboratory technicians and-other allied he 1
-personmnel.  Since 1975, public health inspectors have been trained in the Ministry of Health
through a 2-year course ‘at the Barbados Communlty College. .

A~

VurSLng assistants .have been trained at the Queen "Elizabeth Hospital (a 1l-year coursei
since 1970; about %%‘per year had been turned out, but this has now been reduced.to 20.
Postbasic nursing qualification3 may be earned in midwifery and in psychiatric nursing.
Régarding health manpower management and utilization, the problems of fragmented delivery
of prlmary care and the misuse of the hospital. casualty department were noted above. As a
small Lsfand Barbados has ‘no significant problem of physician maldistribution; almost all
points can be *reached by road within a half-hour. Primary care, as noted, 1is provided
mainly by private general .practitioners, but, some of them alsd work part-time fer the
Ministry of Health, staffing district clinics for the indigent.- Another problem of mfsuse
pertains to the engagement in part-time private praotice of most of the salaried hospital
.speciallsts, a substantial share of patients seen in these ‘private offices (including a few
mult1-spec1a1ty group practices) have ailments ~that are more appropriate for a gen&xal
ptactitioner. (This wasteful, tendency would be corrected by the NHS plans, if they are
implemented.).

!(s

3 <

The salarles ‘of full-time public health physicians are relatively low, and several of
these posts are filled by expatriates. Nursing salaries were formerly low, but have now
been raised. The time of public health nurses, it is reported, has often not been fully
utilized. 1 ‘ ’ ’

WHO relations. In general, Barbadian health personnel speak favoarably of WHO. Fellow-

ships have been considered very helpful; in spite of complaints about bureaucratic proce-

dures Workshops, consultanfs, and publicatipns were, on the .whole, assessed positively.

For their conceptual content, World Hfealth Assembly resolutions are always studied by the

decision-makers in the Ministry of Health although Barbados does not always send a delegate

to the Health Assembly. _Meetings of the Pan American Health Organization (WHO ionat™
ry = » - . e . .
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A}Iy: The cruc1a1

Boliti_gl//eCLSlon to launch a nat10na1 health Sexvice in Barbados - “stressing prxmary care
al practitioners and & Mot fem of drug distribution - was influenced by
observations in UMited Kingdom, rather than by WHO. = .

The proposal to transfer nurSLng education from thé hospital (under the M1n1stry of
Health) to the . Community College (under the Minigtry of Education) was made on the advice of

integration between health manpower development and health service needs. (One must recall,
however, that even with the nursing school under the Ministry of Health, the output was not
perfectly adjusted to the service requirements.) ‘ o,

For the iuture, Barbados would like collaboration with WHO in<training personnel for the
management of the new NHS. In general, the NHS plans have sharpened the recognition of a
need for more sophisticated and continuous manpower planning in Barbados. | The private
general practitioners need continuing education in preventive medicine if they are to be
entrustedy,with immunizations and with maternal and child health work (now done separately in
the Minidtry's health centres)., Training in geriatric nursing is also needed if the
district hospitals for Ylong-term care are to be improved. These illustrate subjects, it was
stated, on which Barbados would have wanted workshop training. -

In Sp1te of its long colonial status and—only recent Lnd pendence, Barbados 1§ a small,
moderately developed and hlghly literate island country e election of the Labour Party
to power in 1976 led to ambitioas plans for a national health service that would start with
the reorganization of primary care to be available to everyone. Secgndary and tertiary care
are already well provided at one maJor hospital. The NHS goal has stimulated much more
serious-health manpower planning than in the past, and it is expected that manpower produc-
tion - partlcularly at the postgraduate level - will be capable of meeting the requirements
of the NHS system in the near “future.

° Comment ’ \

. . )

This completes a summary of the field observations in six developing countries, of
diverse social, economic, and political character, with respect to their policies and prac-
tices in health manpower development - against the background of their total health systems
and with respect to their relationships with WHO. Various inferences may be drawn about the
nature of the whole HMD process, in relation to the sociopolitical characteristics of
countries, but this will be done in the concluding chapter.

!
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. ' ©  Chapter XIII

WORLD TRENDS IN HE%}TH MANPOWER '

]

over the last 30 years, and'the interactions of WHO and its Member States which influence WHO

Previous' chapters have attempted to characterize health manpower development in countries ®

health manpower policies. WHO, in turn, has promoted over these decades a changing blend of .

health manpower policy objectives. What has been the net outcome of all, these activities?
. , - é . .
World movement for health advancement .

L} a '

One must never lose sight of the dependence of health manpower policies* and programmes on
overall national health policy developments id céuntrxes. As discussed throughout this
study, since the end of the Second World War there have been in most countries enormous
changes in the structure and functioning of national health systems. The economic support
for health services has become increasingly collectivized - .whether through the mechanism of
public taxation, social security, or voluntary insurance. Patterns of health care delivery
have ,become increasingly organized = very strikingly for hospital care but also for “ambula-
tory care. While the greater part 3f this organization has applted to the curative services,
preventive services of a wide spectrum have also expanded in both their quantity and their
degree of oréhntzatlon. Much of this development has required the construction of physical
facilities for both bed patients and ambulatory patxents, hospitals and health centres have
been establikhed in grgeater numbers and capacities, and in manyfcountries they. have become
linked in regional networks of institutions. i . .

.

Related to and supporting of all these processes have been large and varied programmes
for the tralnrng and development of health manpower. With advances in the health sciences
and greater ‘understanding of the dynamth?of health services, an tincreasing diversity of

‘types of health manpower has been trained and used. .The responsibilities that were once
carried by a lone VLllage healer are now dxstrlbuted among scores of categorie€s of health
personnel. Considering the subspecxaltxes -in medxcxne, nursxng, and other fields, the
disciplines in which personnel are trained ‘and used .must now be unted in the hundreds. For

the provision of priwmary health care, auxiliary health personnel - with diverse _skills, -

titles, and roles - have been trained in '‘a vast variety of models throughout the world.
In ‘the text below, we offer data, to the extent available,” on the observable trends in

this information in accordance with the series of policy objectives that took shape over
these years as a result of the dynamic interaction between.coufitries (Member States) and
WHO. First we shall examine the trends toward eight specified objectives, in so far as they
can be defined. Thes€e accounts will correspond to the sequence of chapters in Part Two of
this study.,c Then we shall explore the relationship of manpower trends to the health status
of populations - the improvement of which is the ultimate puspose, after all, of all national
health systems. Finally,.we shal] try to evaluate the impact of WHO, 1f any, on health
manpower trends - conscious always that WHO is itself a creature of the world community of
natxons, and its influence can only be in many ways limited. L , L -

.

,Trends in the-quantity and types~of health manpower

The expansxon since the Second WOrld War of both the types and numbers of health perison-
nel in eountries has alreagy been observed. In more detall, what'has happened?

In 1955 there were, accordxng to a WHO 1nvest1gat10n, 603 medical schools in 'the wdglﬂ?
by 1975 this <aumber had risen to 1,116.1 This increase “of 85% in the world total of
medieal schools occurred while the global population incteased durlng the same perlod by
about 42%.

More signiflcant is the distribution.of these gchools between developlng and developed
countries. If data were available for a céntury ago, 1880, .there is little doubt that 90% of

_ the world's medical schools would be found in Europe;y North America, and other industrialized

»
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regxons, and only 10% in the rest of .the world. In 1955, of the 6/ﬁ”ﬁed1cal schools through-

)

"health manpower development in couritries over the last 30 years. We shall try to present
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out the. world, 40% were in the developing countries. By 1975, of the 1124 medical schpol$,
_54% were in the developing countries. In some of the developing country schools, moreover,
_ the humber of gtudents per class is excessively large.-

This growth of mediecal schools between 1955 and 1975 has yielded an increased output of
physicians in the world. In 1950, there were 1.1 million physicians globally (excluding the
People's Republic of China, the Democratiq¢ Republic of Korea, the Democratic Republic of
Vietnam, Bhutan and Sikkim); by 1970 the number in the world (with the same exclusions) had
doubled to 2.2 million. This increase was substantially greater than that in the growth of
the population. Thus the ratio of physicians to population had increased from 57 per 100 000
in 1950 to 79 pér 100 000 in 1970.2 By 1977 there were 81 physicians per 100 000 globally.

\- These growth rates in medical manpower were, of course, not the -same everywhere. Data on
- physicians by major world regions are available from unpublished statistics of the World
Health Organization.3 The ratios per 100 000 population in the years 1950 and 1975, along
with the rate of growth of these ratios, are as follows: :

! ’

pedy

Physicians per 100 000

World region ’ 1950 1975 Rate of growth (%)

Africa 9 11 L22.2
America - 89 112 ’ 25.8 ’
: Asia 22 31 40.Y ..
Europe - 92 168 82.6 <
&.... Oceania 88 114 29.5
N USSR 131 288 119.8

From this tabulation, several meaningful contrasts may be observed. In Africa, for example,
the density (ratio to population) of physicians was the poorest of any major world region in
1950, and it remained the poorest in 1975; yet over this quarter century the physician
density increased by 22.2%. The next lowest density was in Asia (excluding China) for both
years, althodgh the rate of growth was still substantia}, at 40.9%. > ~ )
) , it

Compared with Europe and the USSR, however, the tempo of growth of physician density ’in
bbth Africa and Asia was slow. Europe had many more physicians to start with in 1950 than
either Africa or Asia, and by 1975 its demsity had increased by 82.6%. Thus the gap between
these developed and developing continents' had actually widened across Yhe 25-year span.
Nevertheless the actual densities of physicians in both of these developing continents
increased to a certain extent. We know, of course, that the health needs of the developing
continents are vastly greater than those of Europe and North America, while their physictian
density differentials ‘are just the opposite; and it is these disparities that constitute one
of the great challenges to international health work.

. Separate data are available for Latin America (rather than the’ Americas as”a whole) for
the years 1950 to 1970. In several Lgtin American countries, the _establishment of new
medical schools was. especially frequent in this 20-year period. -The density of physicians
accordingly .rose from 471 per 100 000 in 1950 to 654 per 100 000 in 1970, an increase of
38.9% (greater. than that for the Americas as a whole in 1950-1975) .4 '

- .

'

o Treﬁ& data for other classes of health personnel are not so readily -available as for
physicians, but certain observations are possible. For the 10-year span from 1965 to 1975,
for example, the global supply of professional nurses and midwives increaged from 124 to- 153
per 100,000 population. The rate of growth in density of these personnel in developing
countries, however, was much slower than in developed countries - not to mention the very
much lesser density in bothxyqars.5 The following tabulation shows the trends:

g

1

Types of country Nurses and midwives per 100 000
' . 1965 1975 Rate of growth (%) o
Developing countries . o2 29 11.5
Developed countries 296 375 26.7 -
! L]
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Thus, in the developlng countries the density .of professional nurses and midwives grew by
11.5% over the 1965-1975 decade. Yet in both periods the developed countries had’ more than
10 times the density of the- develop1ng countries, and the rate of growth of this density was

more than double -the comparable\rate in the developing countrles. .

Unfortunately, these d1spat1t;es were not compensated by the supply of auxiliary nurses _

and midwives across the same span of years. For this category of personnel, the trends were

as follows: - .
Types of country Auxiflary nurses and midwives per 100 -000 <
' “ 1965 1975 Rate of growth (%)

Developing countries . 20 24 20.0 -
Developed countries j&éﬁé o 116 - 151 ) 30.2

. o * ’

' PR _‘._“\“w( .

The rate of growth of the aux1llarlgs over the«same decade 1s again appreclably lower in the
developing countr1es than in the developed ones. ' ,

-
~ s -~

For dentists the disparities between developing and developed countries have been even
greater. In developed countries there were 34 dentists per 100 000 population in 1965 and
this ratio rose to 39 by 1975. In develop1ng countries the€ density was only 5 per 100 000 in
1965 and it remained 5 per 100 000 in 1975. Dental operatlng auxiliaries (such as the New
Zealand dental nurse) had a density of only 1 per 100 000 in the developing countries in 1965

and it remained at this level 10 years later; “in developed ‘ountries these auxiliaries
increased qver this decade from 5 to 9 per 100 000. .

Laboratory technicians rose in density from 1 to 2 per 100 000 in the developing
countries between 1965 and 1975, but from 28 to 43 per 100 000 in the developed countries.
Radiological technicianf also rose from 1 to 2 per 100 000 in developing countries during the
decade, and from 1‘6,1;0.49 p‘er 100 000 in the developed countries.

In a word, " the den51t1es of almost all conventional types, of health personnel TOSe

" soméwhat ,between 1965 and l975 in developing countries, but their rate of increase in,

developed countries was wusually fmuch greater. Even though these data are obviously
influenced by the accuracy of manpower reporting (which 1is often weak in developing
countriesy, such deficiencies would not gheatly affect trends; in fact, since reporting
could be expected to improve with §ime, the Lrue rise of trend 1n deveLpplhg countries might
even be less tHa# the above data su gest. .

. -

Trend$ in personnel performance ‘
® 2 *

Several of the health manpower policy obJect1ves analysed in prévious chapters relate to
the manner of functlonlng or the performance of health personnel. These would include (a)
the objective of improving quality in the sense of academic excellence, (b) the objective of
efficiency or economical patterns of work, and (g) ‘the objective of relevance of personnel or
the approprlateness of their work to the needs of thé people they serve. What is known about
trends in these three attributes of health manpower in the world over the last few, decades?
This ‘is not an easy question to answer, but certain observations may be made.

H ’ /

~ i

Regarding quality, of® indicator of the convent1onal concept of scientifie qualrflcatlons
in medicine is the development of specialization.. It is génerally recognized that much of
the  incentive of medical graduates to enter specialties results from the _highly "sophisti-
cated" and technolégxcal approach of their undergraduate schooling.

In the more industrialized and developed cougtries, the worldwide trend to increased
specializZation of the medical prof8551on has been very clear. In previous chapters we have
noted some of the influences in medical’ science, health care financing,, ‘hnd populatlon
changes contributing to this. MWe have also taken note of the reagtion that arose in many
countr&eé around 1970 to stem the tide of speclalxzat1on, and to give gréater.attention to
the strergthening of general practice or, famlly medicine. Immediately after the Second World
War, however, the movement to” specialization in the developed countries was prominent. For
the decade 1960-1970, a WHO study reports exact changes in 14 developed countries (13 of them
European) - The proportion of all physicians in specialties in these countries was already as

. , i
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high as 50.6% Ln 1960; it rose further, however, to °58.1% by 1970. Moreover the .raté of
specialists per 100 000 population rose much faster over this decad¢ than the equivalent rate
for non-specialists; _the density (per 100 000) of specialists rose by 46. 8% compared to a

rise of only 9.9% for non-specialists.? .

”
+

In developing countries, data are not avarlable on overall,trends 1in ‘medical speciali-
zation; it has undoubtedly been less than 1.n the developed countries, but the trend has
surely been upward. Another indirect reflection of advances in academic qualifications of
medlcal schools 1in developmg countries 4s found in the cross-national trends of physician’
mrgratron. Before and for some time after the Second World War, the movement of physictians
had been predominantly from the d,eveloped to the developing countries; physicians went from
Europe to the colonies in Asia and Africa, Some years after war, the direction of this flow
reversed. As former ‘colonies became independent and increased their output of physicians,
many of the graduates left for study and often permanent settlement in Europe and North
America. This 1s shown strlkmgly or the USA, on which statistical data are ava11ab1e
accordmg to the regiopn of origin of the ngratmg physrcran5'7 o

Region of origin Percentage of foreign physicians entering USA . R
North & Central America 21, ’ 14 . 15 o .
Europe S _ 26 “25 - . 20 .
| . South America . . ._9' :De C f J .11 ‘ ,;

" Asia 40 e o
Africa . . ,? R 7 4 ~ 6 . ;‘
Other areas . ‘ s O __Z:A ) 2 - )

; All regions , . 100 + % 100 100 . ‘Q‘

Ay"’““""""whg_—-— e o P

£
. Thus,: from Vor'9( America and Europe the trend of fifration to the USA betweén 1965 and 1973

"

was downward, while from South America, Asja, afg: Africa the trend was essentially upward.
Similar treunds have been dqcumented.for the m tion of physxcrans grom certam Asian
countries (India, Pakistan, jnd Sri Lanka) to thel&ted Kingdom. .

In Chapter VI we discussed the detr1menta‘1 effects of tth m1gratron from less- developed
to more-developed countries. Yet it must be reahzed that ‘developed nations, such as the USA
and the United Kingdom, allowed the entry of these foreign medical graduates only wh'en their
medical qualifications were- deemed acceptable by the rec«aprent country - as shown by passing
certain examinations or m other ways. - It 1is reasorable to mfer, therefore, that the
academic standards of some medical schopls ih the developing donor “cduntries in these post-,
war years were approxxmately similar to those in the developed recipient countrles. This
says nothing, “of course, about the suitability of professfonal education, for, ‘the needs of
developmg countrres, but only about the attainment of the goal of thher academic standards
(that is, similar to standaeﬁs in highly developed ¢ountries), espoused in the early years ‘of
WHO. . e - .

» .
-

'

-
»

Regardmg efficiency of work patterns, Chapter VELIL, "discussed 'the ;rammg of health
auxiliaries, the use of health teams, and training fo; effective management of Flealth
systems. What can %e said about trends in these three types of activity? =» .

. %, Ay ‘-

Brecise data on trends in the avallabrhty of multrpurpose health aukiliaries in "fhe”
world are not available. Earlier in this chapter, however, we noted the increased density of
auxiliary nurses and midwives in.both developing and developed countries {though to a greater
extent in ‘the Iatter), between 1965 and 1973. It may also “be noted that over the same ¢
decade, the countrfés reporting to WHO on their supplky of multrpurpo’se health auxilianies
rose from 1 to 23 (22 of these, in fact, be‘mg developirg countrres),8 Professional nurses
also, of course, contribute to gmote efflcrent ;delivery of health ,care. Their increased’
density in the world, therefore, also suggests greater efficiency in the overalL,.,use of ~
health manpower. . . - . PR

.
o >

The trend in the use of organizéd health tgams throughout the world is, even more diffi-

“cult to document. The hospital, as a setting for %teams of personnel serving bed- patLents,

Q
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should not be overlooked, and the ratios of hospital beas ,E’o.,populatron have been increasing
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in'nearly all countries. Between 1950 and 1975, the beds per 10 000 population in Ghana, for
example, increased from 4.6 to 16.7;. in India the ratio rose from 3.3 to 7.8.7 While in
some countries {(e.g., Jordan) the hospxtal bed-population ratie has actually declined -
ma1nly due to the rapid growth of population - the world trend in both developed and develo-
ping countries has clearly been towards a greater numbey of hospxtal& and more health per—~
sonnel in them. In fact, in many countries - because of rising health expenditures and for
other reasons - around 1970 there arose, reactions that led to deliberate constraints on
mh“‘spltal bed expansion and encouragement of more facilities,for ambulatory care, .,

. -y .

Health teams for the proviSion of ambulatory care have also undoubtedly been anreaSLng, \
in comparlson with isolated practitioners of either modern or traditional medicine. In many
\ieveloped countries, such as Canada, Japan, the United Kingdom, or the United States of
Amefica, much of this teamwork takes the form'of private group medical practice. In all the , . ..
socialist countries, teams of personnel are the general rule for delivery of ambulatory care,
both preventive and curatlve, at health centres or polyclinics. In most devéloping
countr1es, particularly in rural areas, various types of hgalth centre have increasingly
become the setting for delivery. of health services to low-income populations (who are, of
course, in the ¥reat majority).  This ,was evident in-all six of the countries studied and
discussed in Chapter XIL. 1In sq' far as governmental (as against private sector)" -health
sgrvices are heing provided in virtually all developlng countries, teams of personnel in
health centres, or even at small health posts, at primary health care level, are 1ncreas1ngly
the standard mechanism for furnishing health services.l N . .

Finally, in relation to efficiency, the training of pﬁtgonnel for effectlve‘management of
health services has manlfestly been receiving increased attention in countries of all types.
Such training tis gLven in many settings - Jn unluerSLtLes, 1) Ministry of Health training
schogls, and 1n various hosthals and health® centres. -The spec1allzed school of publxct
health, where academic dggree programmes are offered, 1s a major setting for training in
health care management The first WHO Worid Dlrectorxiof Schools of Public Health, descri-
bing the situation in 1965-66, identified 87 such schools In 42 countries. Only vae years
later, in 1970-1971, a subsequent WHO directory identified 121 ‘schools of public health 'in 44
countries.ll. {This did ,not include specialized schools of hospital administration, which
alSQ_teach health services managemeént and* have clearly been multiplying, nor medical schools
g1v1ng spec1al instruction in pubch health Judglng from the comments:by health personnel
in the six countries reviewed tin Chapter XII, the d®mands for much more suitable instruction
in health management are muchvgreater than are being met, but’ even the articulation of the
i need *is a sign of progress on .this aspect of seeking’ greater ethcLency 1n the use of health
personnel.

P ’

Trends reflecting the relevance of health manpower tralntng to the needs of each
country's health services are also difficult to measure, there is much partlal or eplsodxc
evidence, however, of advances towards this goal.

.We have noted in Chapter X the frequent advocacy in WHO of greater emphasis on the
teaching of preventive and social medicine in medical schools. For many reasons, preventive
and social’medicine (PSM) teaching in medical and other professional schools undoubtedly grew .
stronger over the years after the end of the Second World War, Epidemiology made. great
strides, pointing t3 new methods of disease prevention and control.'* " Society's demands

*

for organized social action to promote human welfare increased everywhere. Universities g
' were bound to echo these developments, and in medical schools, fhis usuallx‘meant e streng-

thening of PSM teaching. o o

. . * ° t

Precise documentation of this trend on a worldwxde basis has npt begn done, but the trend”
is evident from observations of several sorts. Prior to the Second World War, it was common
for medical schools to have academic departments of hyé&ene - often linked to departments of.
bactertqlogy - concerned with problems of sanitation and gommunicable” disease control. After
the &ar, and especially in the later 1950s and the 196Qs, these departments were either
replaced ot 5upplemented by departments with”a mych broader approach - epltomxze often by
1nclusxon of the word '"social" in their t1tles¢ Is is noteyorthy that the Frrst World
Conference on Medical Education, in 1953, d1scussal the teach1ng of virfudlly every basic .
science and clinical discipline, bdt the only topic with any PSM flavour was a dlSCuSSlOn of
tropical medicine. 14 iy years later at the Second World Conference on Medical Education, .
in 1959, there were four presentations gn "socioeconemic aspects of ... health and disease"
and the "teaching of social medicind". The Third World Conference on Medical Education,

e
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was given of the training in community health® that had evolved over the previous 20 years at

_°tuted one of the most iimportant occurrences in the field of medical educ ti,on".2 he .new

- - 140 - .,
in 1966é had for its central theme: "Medical education ~ a factor in, socioeconomic develop-
ment" .1 ~ The Fourth World Conference on Medical Fducation, in 1972, included no discussion -
of basic or clinical sciences at all, but was devoted to such subjects as:17 N
1 . . I
- community health needs . - \
- socioeconomic factors of population and society

- patterns of medicalwcare

-, ' health manpower and the delivery of health care
- patterns of professional practice that promote and hinder change

- comprehensive edycational planning as a means to initiate change .
L teaching the teaéhgf to teach.

. e g . .
The conceptual trend from the technical to the social approach to medical education was quite
clear.. . . B '

~
< .

A study of trends in the teaching of public health in the medical schools of 19 European
countries published by WHO-in 1957 provides much evidence of the broadening content and
generally incréased place of public health in the curricula.l® Tt describes three periods .
in the evolution of this teaching (up to 1952): first, the period dominated by bacteriglogy
and sanitation; second, the period when hygieng on' & practical level became separated from
bacteriology; . apd third, the 1950s, when "public health" was replaced by "social medicine,
as well as the® clinical approach to preventive medicine". In the United States of "7
America, advocates of PSM teaching did not have as great an impact, on medical school curri=}- ¥
cula as they would have liked, although academic attention to the field clearly expanded
after the Second World War.zol In the Jate 1960s, usually under the umbrella title of
"community medicine', the social factors in disease and_the social organization of health
services won increasing atiention in most medical sthools.21

~ N .

These trends in the teaching of PSM were not limited, of course, to Europe and the Udited
States.  In 1955 the All-India Conference on Medical Education had emphasized PSM teaching,
as did the Pacific Regional Conference on Medical Educatidn in 1958. A series of seminars on
teaching preventive medicine in Latin America were held in 1956, and in 1961 a conference onm
teaching of preventive med%cine w%s,heldfin Iran.22 _A meeting in India in 1968 heralded
the develogmeat of social and preventive medicine in indian medical schools over the previous
10 years.2 In the 1970 Heath Clark lectures at the University of London, a glowing report I
the medical sgchool id Cali,'Colombia.24 Somewhat similar developments are described also
at medical schools in Nigeria, Thailand, Uganda, the United Republic of Cameroon, and other
developing countries. '

5. . .
vt S

.An extensive survey of medical ,education*throughout Latin America was sponsored by thé
Pan American Health Organization in 1967. In 100 schools the average amount of curriculum
time devoted to PSM teaching was 205 hours, and this was a definite increase over the'
past.2? The teaching content included not only such classical subjects as epidemiology and
statistics, but-also heglkh egonomics, the organization of health!service§, and behavioural
or social science. In 45% of the Latin American schools ﬁhgré‘w&ﬁ Jrramural teaching about
family and community problems. The investigator concluded that "t idhanges occurring in the

teaching of, the.preventiVe and 'sogial aspects of medicine duridg recent years have consti-

medical schools established ih Africa in the 1960s have stressed the assignment of students
to rural health centres as the main approach to the teaching of preventive and social
medicine.2’ Likewise, in the Philippines third and fourth yeat students from all medical
schools have been assigned for periods to, !'comprehensive community ‘medicine demonstration
areas in rural communities::.28 . ; '

This accgunt of the growth of an emphasis on PSH teaching in medigal schools throughout
the world is far from comprehensive. It does not clarify, furthermore, the extent tof which !
social or PSM concepts have entered into 3he teaching of basic science or traditional
clinical subjects — an approach widely advocated (in contrast to separately identified PSM
instruction), though seldom observed.  Yet, a stronger place for chairs of prgventive.
medicine, or however the field may be defined in medical schools, may have a long—te#ﬁ impact ™
on the educational approaches of other faculty members. Admittedly, the evidence on this
issue 1is unclear.y : ; -

. -
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Another reflection of the ‘overall objec't,i.‘%’e qf relevance in professiohal trainilpg has
been the heightened attention glven to general practice or family medicine 'in medical ‘educa-
tion - advocated for some years by WHO and its ‘expert committees. This is a recent treld and
has been more. prominent in developed countries - doubtless as a'reaction to the excgssive
development of specialization in those:countries during the first 50 or 60 .years of this
century. The establishment of departments of general practice in medical schools, the
development of postgraduate rvesidengy traml\ng programmes in family medicine, the organiza-
tion of continuing education pgﬁgra{nmes speclflcally for the general practltlonet have all
been educational responses to the d mands in communities - sometimes evefi in legislative
bodies - for a greater availability of phys;ciar& (and other healfh personnel) to proy'.ge

«  primary care. - .

3

In the 1960s, the swelling proportion of ?gcialis‘ts in many industrialized countries and
the declining proportion of gen*érahsts led ¥o demands within the mgdlxcgl profession itself
to increase the social position and financial rewards of the getfénﬁ&l“vﬁﬁ?ttltloner. The
strategy in several countrles was to define * general pract).ce as & ; s ec1a1ty, requiring

y prescribed years of extra trammg,‘equlvalent to those in the conventwnal specialties. In

the United Kingdom a Royal Collége of General Praclfice was organized in 1965, and in the
United States a .specialty of family pract1ce was foymally established in 1969. A study of
five other mdustnallzed countries in the. 19705 )Australla,v Belgium, Canada, .Norway, and
Poland -~ showed a*. vyariety of strategies for str thening and upgrading general medical
_practice in all of them. Specialty-type resr.dencj’oy:ammes were organized, all sort} of
continuing education were offered, general - prac ce departments were formed in medical
schools, health insurance fees for GP services were raised, pension prograpmes were started,
and so on. In Norway and Canada public authorities bu11t health centres in which the GP
.could work in a team with nurses-and other allied health: personnel.29 .

A survey of medical schools of Canada and sthe United States in 1975 found that the vast
majority of them.- 93% in Canada and 80% in the United States ~ were offering some sort of
famvl)j/‘. care training progfdmme; these consisted of undergraduate, teachmg, postgraduate, or
bogh. in the United Ktfngdom, some specLal postgraduate trammg for general practi-
“tioneis had b,een oPEered (in Scotland) d's early as 1952, but rapid extension of these pro-
érarhmes occurred only after 1966; most of these are, strangely enough, hospital-based and’
requl.re 3 years.3'1 It as (relevant that in 1966 the remuneration of general practitioness
o w1t‘h1n the British National Health Service was increased and, along, with this, Reglqna\l!
A&\nsers in General Pra\ctlce were appointed :to promdte the postgraduate’ tramntg

?

‘g;:orogrmnrnes.?’2 vy Cow
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T .],%‘ms ent;re@ ovement for enﬁHanctng both the qua11ty and quantity Jf general medr.cal
practice ip the i hly;tdeveloped countries, where specialization had become so extreme, has

* undoubt&diy con ted to<gredter re1evance‘m the work of the medical profession. In the
develop{ng countr s, where Eormally recognized specialists still constitute a minority of
physr.cl."ans, this“yjssue has . not. been so prominent. Continuing education of fhysicians, as.
discussed 1n @revious chapters, has often been direfted mainly to general pr:acfltl.oners, who
constitute the 1arge ‘m rlfy of all phy51c1aps. But the major app %o 'strengthening
general primary heal care .in developihg countries, as we have has been through
expanded traint fof mu1t1purpo§e health auxiliaries. Earlier in thjs chgpter, we noted that
up to 1975 even this strategy had not developed to very large pfoporfions. The Alma-Ata
Gonference on Primary®Health Care in 1978 undoubtedly stimulated grdatly accelerated trammg
of non-medical primaggzhealth workers with broad functions. This wasfevident in all six of
the .coyntries analysed in Chapter XII Numerous specific programmes df~ehis sort, in which
WHO has played a part, have also been discussed in Chapter VII.

Another reflection of world trends toward the relevance objective has been the develop-
\m:nt of teacher~training programmes. An' evaluation %f acGomphshments in this work for the

decade 1969<1979 was recgptly made. The eight regwnal teacher- trammg centres, p1us the

ter-Regional Teacher Trainipg Centre in Chicago, USa, were found t£6 be doing much innova-
tive wouvk, although only a fe& national centres had, been established.. Their most significant
achievement was believed ‘to be the st1mu1at10n of teachers, mam].y in ‘medical schools, to
explore new methods of teachlng ~_such as more careful educatiénal plahning with explicit
formulatiog of learning obJEctau’es. « The greatest weakness of the centres was deemed o be
their failure to have. a_ real 1mpact on the education of bealth personnel other than
physlclans, much greater “at ntlon is needed 1in. the future, it was conciuded on the
training of effective teachers for non—physl.clan,prl.mary health workers. !
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T~ Some indication of the degff!’of adoption of teacher—traléang concepts.in- health pro*-
\QESSIOnal schpols of the woxld 1Shg§yen in a study organized by WHU, on which only a prelimi-
pary-~report 1s so far avarlable. A"key feature of teacher-training is to persuade teachers
to defrne<exp.1clt objectives at the outset of any 1instruction. This global survey, there-
tore, posed td schools of nursing and medicine the questipn df whether or not the school used
institutional obJectLves in its educatnona% programme, defining-’ these asht - .

. t

"4 ‘statement descrnbrng the expected results of learning experiences as they manifest
themselves in the performance or behaviour of the learner, at any level of expertise and
° for any type of work; these results may be qualified by appropriate modifiers that are
! = defined in the objectiveaifself 134

For this survey, questionnaires were sent ‘to 337 narsing schools anﬁ 614 medical schools,
first inquiring 1f they had formulated institutional objectives. Of “the nursing schools, 142
responded affirmatively, and ot these 84 (or 24.9% of the total) submitted statements deemed
to meet the atbve definition. Of the 614 medical schools, 164 responded aiflrmatrvely ana of
these 58 (or 9.4% of all) submitted statements meeting the above definition. . .

N
.

One may, 1n general, conclude that = interpretrhg the use of explicit learﬁrng objectives
: as reflecting the type of educational planning emphaSized in teacher-training programmes -
such methods might be applied by about one-fourth of the nursing schools and one-tenth of the

medical schools throughout the world. We do not have data for an earlier perioa -trom which

to draw a trend line, but one:may infer that éven these small percentages are probably an
increase over *the past. - . ; ¢

’

Se. & . '
Perhaps a more sigmificant reflection of the use of teaching methods that have been

- effective 1n preparing students for the relevant -health problems 1n their pations and com~
munitie can be gathered from a consideration of the community-oriented healtn science
. schools discussed in Chapter X. At the 1979 WHO meeting which estableshed a network of such

¢ _institutions, there were participants from 18 schools. Ln the two volumes 1n the WHO Public
"Health Papers Series presenting™wase studies of innovative educat#bnal programmes for health
personnel (No. 70 im 1978 and No. 71 in 1980), accounts are presented on 27, schools- of
which 20 were medical schools. If we were to assume that roughM ‘three times, as many medical
schools in the world  are, 1indeed, communlty—orlented (talong the l1inks drscussed in Chapter
X), but have not yet been identified as, such by WHO, this wpuld amount to 60.  Id relation to
the 1975 count of 1,116 medical schools in the world, 60 would mean .about 5% of the total.
Such a crude and arbrtrary caléulation would accordrng1y~5uggeat that perhaps roughly one-
twenti1eth of the world's medical schools “afe now éducating physrcnans in a manner designed to
be truly relevdnt to the health problems of populations to be served . B

. .

This whole discussion of frends 1n health personne] performance - as reilecteq in consi~
derations of the academic qualnty of their ®ducatton, in the,efticlency of their use, and in
the relevance- of their trannlng curriculyg - is far from satlstacfory We may hope that more
complete data will permit more, aqcurate assessments of trends in the future. On the basis of
the limited data available, however, one maybognclude that over ‘the last few decades the

. academic qualityyof health profegsional education has probably improved - with some pasjtive
L and some negati.ve consequences (zrom the v;ewpornt ot meeELng social needs). The efticiency
‘ of health personnel has undoubtedly increased=in mostqcpuntrles although Lo ag extent far
below the true requirements. As for the relevance of health scnende»currrduia, one must
conclude that i1n some respects ttraining in prevontnve and soc1§I medicine and emphasrs on

f; "¢ primary health care) progress has been appreolaule, byt 1n othér respects (use. ot “souna
o approaches to educational planning and processes and community- orientation) only L small
begintiing has been pade. by all three of thése Lndlcafors of "personnel pertormance, dever-
s theless, the trends have been in a faVoUrable dl%Ect1on. Yet resistance persists, and the
greatest tasks lie ahead. - F ) oo ,ﬂ . . e
‘ . LA t ¢ ¢ A
National health madewer pglicy issues - . LT N . ° -

Y

»~ Béyond these questions on the quantity and pertormance of health manpower, one mé?ﬁ

consider the>objectives Phat involve, in a sense, larger issues of national health manpower

- policy. These would 1include the objectives of health manpower planning, full population

' c0verage, and the integration of health services and health manpower development. - What have
been the trends towards the achlevement of these three ob3eclxvee7

.
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Within the, sphere ofr WHO, we have observed in Chapter IX that in the decade 1962-1972
(Period IIT of this study)s substantial interest agose im national health planning, and in
health manpower Plannipg a¥ part of Ithis. Then in 1973 and later, interest somewhat
declined, as disildusionment arose on the value of the highly quantitative and theoretical
approaches that dominated plwnning methedology; instead, emphasis was put on achieving

political consensus and commitment for health actions besed on general assessments of meed.

Health ‘manpower planning, nevertheless, usually permits and requires greater specificity
in countries than national health planning as a whole. In the developed.countries, health
care market dynamlcs, rising costs,' and other factors have led to percepg1ons of needs for
training greater numbers of ,certain types of health personnel and fewer of others. To c1te
some mxamples, in Belglum the *viewpoint has grown that the country's physician resources were
becom1ng excessive,36 in the United States and Canadd, it is widely belleyed that national
needs for physicians will soon be met and that a surplus is immgnent. In the developed
socialist countries, on the other hand, the, stock of physicians continues to increase.
Australia and the Federal Republic of Germany are other developed countries where the medical

market is considered- to be saturated with physicians. Under such circumstances, steps are -

being taken to slow down the output of physicians and to limit the immigration of foreign
medical graduates. Greater stress is being put on the training of nurses and other cate-
gories of health personnel. These judgements lead essentially to planning decisions that are
implemented in various ways - often by modified funding for educational institutions.

In developing countries, health manpower planning has taken various other forms. As we
saw in Chapter XII, great stress has been,put on the training of auxiliary health personnel
in the six countries studied, ,as in many others. The needs are usually so much greater than
the resources to meet .ghem ‘that almost any number of personnel. that can be trained are
trained. The rgal limiting factor is simply the availability of resources. On the other
hand, some developing countries - illustrated by Costa Rica*(in Chapter XII) and also by
Brazil and Mexico - have proceeded to multiply their medical schools with hardly any central
plan for using the physicians produced.37 Considerations of the demand on behalf of young
men and women who wish to efiter a prestigious profession seem in such countries to be pore
1mportant than an assessment &f the populgtlon s needs and the ability to support economi-
cally the output of “these medical schools. Similar considerations have characterized some
countries where,numerousépr1vate wedical schools have produced physicians and nurées_lergely
for export.

1

In socialist countries, the planning of health manpower has probably been more deliberate
and systematic than elsewhere. Basing estimates of need on studies of health service
utilization, standards for the staffing of health services are set. Then, within the con-
straints of educational resources (school facilities, teachers, etc.), quotas are set for the
output of various schools for health personnel. The deécision of Poland, for example, to stop
training feldshers around 1960, when the Sugply of physicians had become adequate, was an
interesting reflection of manpower plannlng -

.,—.4_.1

It is very difficult ,to epitopize world trends in health manpower planning as a whole.
The political ideology of countrieg appears -to be crucial. Probably the most fundamental and
generalized fact is that practically all nations of the world have come to find 1t useful and
important to have information - the numbers and the ratios to pgpulation - about’ the various
types of health personnel in the- country. Even such simple data were seldom sought or
collected by countries 50 years ago. .Beyond this, deliberate planning to meet populat1on
teads seems to be influenced mainly by market observations in free-enterprise countnLgs =
both developed and developlng. Such market considerations include both the numbers and £he
expecteq annual incomes of each type of health personnel.. In socialist countries, or

countries tending to move in this direction (for the health segtor, if not generally) health
' manpower planning seems to be based ,mainly on an assessment of population needs; resource

constrgints, of course, may delay for some years the attainment of the desired norm or

standar . - ,
Regardipg ¢ objective',of population coverage, it was obvious from the Alma-Ata
Conference e ideal had been reached in only very fey countries. The type of health’

manpower wanted in order to cover all areas of a country, of course, differs with its level
its development wants medical assi¥tants and primary health workers. The types of personnel
deemed appropriate for coverage ngfurally also change over time, ag strikingly illustrated in
Chapter XIT by policies in Malaysia. . .

~ of economic development. . The Un1:§d Kingdom wants physicians, while Uganda at this stage of

8
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A crucial feature of*the coverage objective, of course, is the geographic distribution of .
health personnel. Some highly developed countries ~ the United States of America, for
example - may have ample national supplies of physicians, and yet there are certain areas,
mainly rural, with a shortage of them. Other less affluent countries -=..for example, Costa
Rica or Cuba - may have smaller national ratios of health personnel and yet have achieved
rather balanced geographic distribution and coverage. The difference lies in the extent to
which the coulgry implements a structured system or framework for the delivery of health
services, as compared with reliance on market dynamics.

Even under the most free or unregulated market conditions, an overall increase in the
national density of health personnel can lead to some degree of improved coverage 1in rural
areas. We have noted in Chapter XII how, in Malaysia, private general practitioners - who
are under no obligation to settle in gpral areas - often move to small towns in rural areas
simply ‘because the medical care market in larger cities has become saturated. A counter— .
vailing force in many developing countries, on the other hand, is the greater rate of growth
(due to high birth rates) of. rural populations. The net consequence of these opposing
tendencies .would have to -be'™eflculated before one could draw reliable conclusions about
overall world trends in health mappower coverage. .

‘ °

\

- . Y :
rban and rural areas of a country may increase, even though
the density of personnel in rural areas remains constant. Thus, 1n the Republic of Korea,
the national supply of physicians jncreased from 29 per 100 000 in 1960 to 45 per 100 000 in
1970.39 Yet, between 1964 and 1974 the physician density in rural aréas declined fyom 30%
of that in cities to 27%.%0 It is highly likely (though not certain) that this increased’
disparity was due to the settlement:of moSt new medical graduates in the cities - even though
the rural physician density may have remained unchanged or even improved. '

% . 3
The gap or disparity between

% -~
N

In certain countries health manpower'coverage of national populations in Trecent years has
improved remarkably. Achievements in making essential health services available throughout
the great territory of phe USSK are widely recognized. Coverage of the vast populatiofn of
the People's Republic of China with barefoot doctors has been discussed in Chapter VII. The
greatly improved health manpower coverage of the population of Cuba, since its revolution of

1959, has also been documented. In Canada, following the enactment of its mnational
insurance programme for physician's care, the medical coverage of rural areas in the
provinges of Ontario and Quebec showed measurable improvement. Through various pro-

grammes for the training and 'dévelopment of auxiliary health workers, greater rural area
coverage has been achieved in Sudan, the United Republic of Tanzania, Venezuela, Viet Nam,
and elsewhere. » ]

The unmet health needs in the rural areas of most developing countries, nevertheless,

' remain severe. .The shortages of .rural physicians - dramatized by the disparities in urban

compared with rural physician densities - are the most dramatic. In the Sixth report on the
world health situation, one finds that iy 11 developing countries on which® data were avail-
able for recent years, the urban-rural distribution of physicians showed improvement in 4, no
change in 1, and deterioration in 6.43 It is discouraging facts of this sort that have led
so many developing countries to change their health manpower strategies from training simply

more physicians to training also greater numbers of health auxiliaries of various types.
This policy change gives some grounds-for greater optimism on the achievement of population
coverage with appropriate health manpower in the years ahead.

With,  respect to the integration of health services and health manpower development — the
HSMD goﬁbept discussed in Chapter XI - the evidence on trends is spotty, but it appears to
point in .the direction of gradual progress. That is, in various ways closer administrative
relationships are being developed between ministries of health or other organized health
programmeﬁ, on the one hand, and ministries of education, universities, and training schools
on the other. In Chapter XI,%e discussed the evidence for these trends, at the levels of
planning, production, and management of health personnel. The process of integration or

coordination was observable in many countries and in various forms.
1]

Numerous countriesy both developed and dgvelopi'ng, have established nationa‘l health
councils through which leaders in health and in education can communicate their respective
needs, problems, -and plans. Even without such councils, health ministries sometimes transmit
their estimates of manpower needs<to ministries of education. In almost all countries, there

are certain types of “personnel that are trained directly in programmes of the health
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authorities. . Almost all public general hospitals are also engaged to some extent 1in
training, as are many ambulatory care centres. On the other hand, universxty—controlled
teaching hospitals obviously provide ‘a great: deal of health service. . In mest' of —the

socialist countries, responslblhtles for the educatxon of physicians and other pérsonnel 1 \

have long been assigned tq ministries of healt th has been done alsd in some other
countries, such as India an® Iraq.  Such compl e uStfication of responsibilities for health
manpower development and health services does not necessanly mean. <omplete integration of
pohcxes, but 1t clearly lays a fu:m basis for such 1ntegrat10n . .o .

In the six country case studies (Chapter XII), one could observe thé& several forms of
interchange occurring between health and educati agencies. Through studies and planning,
countries are increasingly formulating goals on the types and numbers of health personnel
required’ to provide the health services that ,the country wants and 1s prepared to support
economically. In the past, and still today, the absence of such overall goals has led to the
production of surpluses of personnel in some health disciplines, along with shortages ®n
others. Recognitipn of these and other problems such as the misutilization of ‘existing
health’ personnel in most countries is leading in Jvarymg degrees to different' approaches in
the realization of the HSMD concept. .

'
4

e - ~ .

Trends in the health status of populations S

In spite.of all the..persistent problems of disease: malonutrition and trauma thr?)ughout'
the world, in recent decades the health status of the global population has improved. Using
the very broad indey of life expectancy at birth, 1in the period 1950-1955, the worldwide,

average for all countries was 47.2 years; by the geriod 1970-1975 this had lengthened"to
56.0 years, an extension of life expectancy by 18.6%. g
/

i
-
»

A
This extension of average life expectancy has been due, of course, to countless changes
in the physical and social environment, of which the provision of health services ‘@ only
one. Many have pointea: out that healtﬁ status~improvements have probably been due more to
general social advances in living conditions than <o medical intervention. There can be
no doubt, however, that health servxces\have played a de‘hmte part, as we will see below.

\ Y

The extension of life expectancy has been striking in both developing and deyeloped‘
countries. Coatrary to what one might expect, in fact, ‘the relative improyement from 1950-

[

1955 to 1970-1975 has been greater in developing regions of the worfld than in the developed

regions. The trends ‘are summarized in the following data published (on the basis of United
Nations reports) by the World Bank in 1980

a .

o . Life expecté‘:;:'y at birth (years) 3

World® Regions 1950-55 1970-~75 Increas_e’

Africa - 37.5 46.5 9.0 )
Latin America 52.0 61.2 9.2 .
East Asia 4.5 633 15.8 ~ ]
South Asia_ 9.2 L .49.3 10.1 o
Al)-developing regions 42.5 53:2 ’;,‘10.'7
~Developed regions i 64..3 70.3 i 6.0. ,

1
4

Thus, the extension of life expéctancy for the"agéregate of developing regions over this
20~ year period was by 10.7 years, constituting an increase of 25.2%. In "the developed=
regions it was by 6.0 yeéars, constituting 9.3% improvement.

One nght object that in the developed cegions, with life expectanc”commg closer to a
biological limit, one could pot expect so much merovement as in the developing regions,
which in 1950 were at a very low level. Yet, if one’calculates the gap between develgped and
developing rregions in the two time-periods, one finds that this also hasi‘been diminishing
rather than incteasing In 1950-55, the life éxpectancy in developed regiohs was 21.8 years
longer than in developing régions, an advantage of 51.3%. In 1970-75 the difference had
deciined to 17.1 years - an advantage of 32114 - ! -
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- How much of these improvements 1n either the develpped or developing countries can be
attributed to health services '1s a very difficult question. Since general social and
environmental jmprovemeats tend to go hand in hand with the expansion of health services, it
is not easy to disaggregate one influence from the other. Changes tHat may be attributable
to health manpowef - the numbegs, types, distribution, functions, etc. - as. distinguished
from other influences, are even more difficult to isolate, if at all possible.

. . /

An attempt has been made, neverthelgss, to explore the relative importance of a.country's
health sérvices - including health npower resources specifically - and of socioeconomic
condltxons, in order ' determine or explain the level of its populati®n's health. As part
of the current study, WHO (in collaboration with the, Johns Hopkins School of Hygiene and
Public Health) carried out _statistical analyses on health; and social data from 131
countries. Correlations were explored .among vadriables on (a)(socxoeconomlc conditions, (b)
health resources, and (¢) health status circumstances. In contrast td previous studies of
the relatlonshlp to health, status of both socioeconomic and health service indicators, this
study anglysed relatlonshlps among a rather large number. of variables (12) in a large number
of cbuntries (131) throughout the world.47 Data for each country, on each of the 12
variables were analysed for %two separate years, 1950 and 1975. The study also explored”the
relationships between sociveconomic” variables and measurements of health manpower 1in
cowntres. y : .

; .« .

Vot-surprlelngly, the major variables explaining lite expectancy were found to be socio-
economic. Several such socioeconomic variables together (Eer capita GNP, plus four indi-
cators of educational strength) ‘explain mofe than 80% of the variations apong countgles in
l:1fe expe¢tancy. Highly important from the perspective of the current study, however, was
the finding' that when health resource variables (phy51c1ans per 10 .000 population and
hospital beds per physxc1an) are added to the equation, the correlatlon with life expectancy
increases further. Specifically the coefficient of determination (R%) rises from 0,84 to
0.90 or 4n increase of 7.1%. This would seem to be a powerful rebuttal of critics 11ke Ivan
I1lich who claim that physicians do more harm than good. 48 The data 1indicate that, over
and above the overwhelming influence of national wéalth.{as reflected®by per capita GNP) a
greater supply of physicians correlates w1th a further exfension of life expectancy.

A}

,The éreatest influence of physician resources on life expectancy 1s found when the
measurement of resources is for 1950 and the “life expectancy is for 1975. In other words,
there 1s apparently a lag between the health benefits (life expectancy) and the input of
health manpower (physicians per 10 000). Exypressed in another way, one may conclude from
thlS study that - 1E»Eer capita GNP were theoretically constant ~ a 35% 1increase in the
phySLtlan,populatlon ratio would 1n time lead to an extension of life expectancy by one
year., Moreover, sigce physician resourcesghmge intrinsically closely dependent on, (and
therefore also reflect) 'per capita GNP, one finds that this health manpower variable alone .is
more strongly predictive of a country's life expectancy growth than per capita GNP alone.

Life expectancy, of course, is only one measure of the health status of a population.
The ~quality of life 7 in terms of a person's ability to work productively and to live happily
- 1s obviously as important as or perhaps more important than a.simple measurement of years
of life. Unfortunately, statistical indicators of the quality of life are not now available
for many countries. Even when such indicators as days of disability per person per year are
available in certain countries, one can seldom detesmine the influence,of health services as
distinguished from general socioeconomic circumstances. It is only possible to conclude that
health manpower umprovements, reported earlier in this chapter, may be associated positively
with the few indicators of health status in populations that are now generally available.

Impact of theAWOrld Heaith Organizatipn A
! N

- The previous sections of this chapter have reviewed demonstrable trends in health nfan-
power policies and programmes throughout the world, analysed in terms ot eight specific
obJecLLves that over the years have shaped the World Health Organization's HMD programme. We

_-have also” reviewed briefly the trends in the health status vof the world population and

Q
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reported on a study elploring correlations between the health status of national popllations
and the development of health manpower resources. Previous chapterS~ have discussed the
numerous WHO programmes in health manpower that have been promoted in accordance with the
eight prineipal objectives.
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None of Yhese‘analyses can tell us, howeyer, to what extent the work of WHO has in-
flueﬁeed, Lf at all, actual HMD, developments in countries. This questLon 1s far easier .to
ask than to afdswer; WHO ,activities are obviously only one - and, certarnly not the most
meortant - among cougtless influences on health developments generally in countries and HMD
trends in particulare , In this section we shall try to examine the available evidence on
WHO's contribution td HMD ‘trends in countries, recognizing always that much of this must be
based siumply on the judgement of informed observers, rather than on the type of hard data

customarily available in g scientific experiment. : o -~ . ‘
- ' ; ]
This is not the first occasion on which efforts have been made to evaluate WHO actiwities
in education and training. . In 1967, an extensive study was carried out to evaluate the WHO
programme for education and training (1948-1966). 49 " This evaluation was conducted ‘by a
special advisory group -of seven expefts on,thie basis of fr¢§ working papers pPrepared by WHO
staff and consultants. The working papers gave comprehensive summaries of several education
and training activities carried out from 1948 to 1966 by WHO (both at headquarters and 1n the

regions), and classified them according to the type of programme > and the countries in which—

"WHO worked.50 -

~ N ~
v
L1 .

’ Under the topic entitled, "influence of WHO assistance", there are some rather general
“eomments about WHO's HMD prOJects in countries. Illustrative observations were the fbllowing:
Ihe most frequent gap or weakness in bthe (medical school) ‘CurriCulum,' th which WHO
as3istance has been given in the projects studied, was preventLve and social medicine...

The second most frequent gap in the curriculum, in which WHO assistance was given by WHO

s professors and tutors, wds 1in the basic medital* sciences... The most "fréquent WHO
assistance to the total programme of medical education ip a country or area was provided

by WHO advisory teams or consultative groups, to'make surveys and recommendations... 1In

a fey projects WHO provided a principal or dean... In many.projects the WHO professors
noted that an opportunity to influence the curricdflum and teaching, beyond their specific
fields, was offered when they were invited to participate as memhers of boards of studies

or faculty committees... In a number of projects of assistance te schools or institutes

of public healtk the WHO project staff, in addition to postgraduate instruction, have
also_taught therr particular sub ject in the undergraduate medacal 5chool... When WHO
VLSLthg professors taught both undergraduate and postgraduate courses,\therr influence

and Lnter-relatronshrp were very_tangible. n51 -

standably cautious in its. judgements. Thus it stated:
. .~

"The (HMD) programme, as can be inferred from the list of assistance given to national
projects, has been broad and world- wide 1n scope... In some aspects the programme has
made significant contributions to progress in the _world health situation... The pro-
gramme has contihuously expounded the doctrine of "adaptation of education to specific
local situations, even while it solght to raise educational standards srmultaneOusly in
drsthctly different environments throughout the world.... In the teaching of medical
stidents, the programme has encouraged the incorporation of research, particularly 1in
local _problems; it has promoted the concept of extra-mural training in communtity
_medicine; it has fostered a streamlinidg of the curriculum and an integrated approach to
teaching between the basic medical sciences, the clinical sciences and *social medicine...

. Another noteworthy accomplishment was the promotion of the training of various kinds of
aux111ary personnel for whom there 1s a need everywhere, both in, the more developed and

Based on rather descriptive statements like those abovg\\tze Advisory Group was under-

in the developing countries... The group noted that much attentron had been g1ven Ln the

programme to the teaching of public health and preventive.medicine.'

Aiso, on more than one occasion tn the past, eva1uative studies have been made of WHO
fellgdships. ﬁLng”the years 1947-1957, there were 7796 fellowships awarded, and a sample
of 1053 of these Wwas studied.”> . It was found that the vast majority of feLlows had bene-
fited from their studies. They ' ‘dre making contributigns in informing ahd training oth
tn improving or ekpanding exrs;}ng servmces 'or establisiing new ones, 1in carrying out
; research and in providing {eadership".?® 'Only 8% of the fellows were found to be 'not

. prnperly utilized" ‘on return to their countries. Later, in 1970, an article in fhe WHO"
fronicle stated that; ' ! . . LT
—_— . Ca e et
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A recent large- scale review of regional evaluatlogi/pi the fellowship programme confirms

th at 1n§g§§ great majority of cases feg}oﬂ§hlps‘ﬁave Eeen appreciated by governments and
twat th ave conferred great and stifig benefits on the countries concerned. "5

The YHO hxecu;;ve‘Board evaluatlng the fellowships programme in 1975, conc;yded~that:"ﬁ’ T
o T /

“From this {1970) review it appearedwthat’aB“UF'€6% of fell/yshtpg/could be’ classed as .

successes, 4% as failures and 35% 4k1ther as part4a1 successes: Or 1mp0551b1e to,

classify."2® o g .

e

/ o - -~

>} It concluded fr&m this thatl e
Lo "the programme contlnues to maintain its_ flex1bgll£y so that it can meet the 1mmed1ate
needs of countries and at the same t1me support the general long-term pelicies of’ the
Organlzatlon *

€
]

In 1974, the contribution of WHO fa fhe evo1nr10n of medical education in Africa during
1962-1972 was studied. To do this, documents of the WHO African Region produced during thlS
period of time were examined. The,principal conc1u51on e as follows: . . ~

"WHO made a valid attempt to deflne and”?ecogn1ze the problems related to the dévelopment

of medical education in the Affican Region... _WHO made a valid attempt to find solutions

to the previously elicited problems. Those solutions have been regarded as sound by the

Member Stafes, taking into consideration the constraints due to very different and

( soqptlmes antagonistic political situations in each state... WHO had a favourable impact
on tHe development of medical education in the African region through the 1mp1ementat1on
of its policies either d1rect1y or through ,the action of Member States.

As part of the current study, it was decided to explore the general influence of WHO ‘on
HMD policies and programmes in countries through a questionnaire survey of knowle@geafﬂ{lﬂ
health professionals aro\nd the world in 1980. The names of persons surveyed _were acquired
from the WHO Expert Panel on ‘Health Manpower and from suggestions by the regronal offices.
An initial mailing went to 428 such persons, but questlonna1res were suBsequently also sent
to others (marnly in sthe African Reg1on) by Jeglonal offices and. WHO country representa~ '
tives. The precis® numbér in this second group is not known, but the total sample came to
approxlmately 500. Usable respomnses were received from 170 persons, abouf about 34% of the
total. The quest1onna1re solicited expert opinioa—oniu. (a)ﬁe,the_arelevangg,_gf WHO's__HMD
programme to each country's HMD needs, (b) the impact of WHO on the country's HMD prognamme,

and (c) suggested appropriate future MMD activities by WHO . -
- The 170 respondents came from 74 countries or nearly half of the WHO Member States.
Applying a c1a551f1cat1pn of countries used by the World Bank, the respondents were” distri-~
buted as follows: >
- . _
- Developing low—income countries . 5% . .
Developing middle~income countries : 51
Oil-rich developing countries - - 13 .
ot All developing countries . ) . 118
. hdustrialized countries --- - 41 .
Countries with centrally planned”economies . ) 11 g . '
Total - 170 .

. .
About 50% of the respondents were past (22%) or” current (30%) staff members. With respect to
health manpower experience, 43% were involyed in gducation and training while 24% were
concerned with other aspects of HMD, and 33% were not primarily from this field.

The nature of responses on various HMD questionl naturally differed among persons from

the several types of country. Certain overall findings, however, are of interest. The .

general comtribution of WHO's HMD programme to the c0untry s HMD efforts was regarded as

having increased steadily since 1950, and it was _expected’. to be of greater value in the

- future. The major reasons far this trend were said to be the cdnfluence of WHO ideas and
concepts, along with the 1ncreas1ng interest of natipnal author1t1es. .

.

ERIC

R 11701 Provided by ERiC




-

As we _“have observed in previous ¢hapters, thé& major objectives of the Orggnlzatlon s HMD
programme have changed over the years. Considering the predominant objectives, in different
periods, respondents were asked' to rate the extent of the achievement of these objectives in
their countrieg. The results are shoyn in Table 8, with respect to .10 general objectives.
It is evident that for none of the 10 objectives during the three periods did a majority of
the respondents consider that it was fully or mostly achieved;|” at this level, the percentage
of achievement ragges from 14% to 34%, and Lﬁﬁxs principal around "25%. !It may also be
noted, however, that if a rating of '"somewhat" is.added to "fully or mostly", the level of

ievement 'of objectives 1s reported as being greatest for the recent period 1976-1980; for
this perrod, the assessment of non-achievement averages 21%,” compared with averages ot 36 and,
39% for the two previous periods.

Table 8. Achfevement of WHO's HMD objectives as estimated by 170
. - respondents from 74 countries, 1948-1980

WHO/HMD Objective Achievemenf (percentage of rdsponses)

¥

. Fully or Not

1 Mostly ' Spmewhat at al1 Total . !
1948-1967 ]
Reduction of health personnel shertage 24 e 4 . 100
Higher quality of medical education - 23 33 Y 100
1968-1975 * ‘ . )
Training national health personnel 27 44, 29 100 !
Strengthening teacher—trainiag “ 26 4l "33 100 .
Improved continuing education oo 16 39 <45 ° 100
1976-1980 K / —
Manpower suited to sérvice needs 34 S4 12 .100 .
Implementation of integrated HSMD 25 56 19 100 . '
Strengthening of manpower planning 21 59 20 100
Developing primary care teams 22 54 24 100
Improved manpower management 13, 59 nm 28 100 e

Regarding the current HMD programme, the great maJOtlty of respondents from all types of
country assessed 1its policy obgectlves to be‘appropriate to their country's needs. Of these
positive respondents, however, about one-third thought that WHO activities to achieve these
objectives were not carried out properly. |

With respect to mdjor WHO objectives recommended for the coming 10 years, “tertain
differences among countries of different types are interesting. 1f future objectives are
classified as related ; to planning, production, and utilization of health personnel, the
T distribution of prlorltxes expressed by respondents from different types of country is as
follows: -

P

Priority )
Type-of country Production
.‘\‘;“\§~‘~“\\ ‘Planning Quantity Relevance Utilization -
- —— v .
Developing low—income +High Highest High High
“‘23361°P1n8\ml2213~13Fome High Highest " Yigh High
0il-rich developing coumtrie$ —=—--- . _Highest -0 -
Iddustrialized . Highest - ’ - 77 diligh
‘Centrally planned High - - High - ) '
~ . P
. 4 s
) 'Q' ey

ERIC IR T-XY

Aruitoxt provided by Eic:




. ) . - 150 - <. -
. : ’

| Thus the highest priority in all three types of developing country for the next 10 years is a
greater ({(quantitative) output of health personnel. However, most frequently wadnted are
auxiliary or primary health care workers and not physicians or nurses. In the industrialized
(free-market) countries, however, improved planning is clearly the highest priority. In the
centrally planned (Socialist) countriesy” there is 'a shared and moderately high priority for
certain aspects of plannming, and for the relevance but not the quantit} aspect of production.
Planning and utilization are of high priority, along with .,relevance, in low and middle-income
developing countries, i.e., in the majority of Member.States of WHO.

5
-

With respect to the interpretation by respondents of' their couqtry's HMD objectives 1in
relation to those of WHO, the vast majority in all five types of country thought they wele
essentially congruent (i.e., concordant or similar). The largest dissent ftromi this pre-
vailing opinion came from 32% of industrialized-countty respondents and from 30% ot respon-
dents in oil-rich developing countries. -

1

Respondents were also asked their .opinion about. the extent of WHO's intluence on their,
country's HMD programme over the years. lhe answers coula be recorded as {1} must tmpuvctant,
(2) essential, (3) helpful, or (4) negative (i.e., none, harmful, unproven, or nonexistent).
Opinions clearly differed among respondents from the various types of country. In the
developing countries of both low-income and middle-income levels, the most frequent opintion

was that WHO influence was essential, and this rating tended to increase over the years from,
1950 to the present, and even further,’with projection into the future. For the low-income
developing countries, the "essential" rating of WHO influence was highest at all times, ‘but
rose from 33% around 1950 to 50% in 1980 and 61% for the foture. For the middle-income
countries, the equivalent percentages were 36, 50, and 57. For the oil-rich developing
countries they were zero around 1950, rising to 44 in 1980 and 71 for the future. In indus-
trialized countries, on the other hand, WHO's work was seldom rated as essential; instead
the commonest rating by far was "helpful" - this rising from 47% around 1950 to 67% in 1980,
. and then declining to 57% for the future. All=in all, respondents from the three types of
developing country considered WHO's HMD influence to have increased significantly over the
years, and those_from centrally plahned countries shared this view. In the industrialized
countries, however, the influence was predominantly regarded as fluctuating or basically
unchanged over the years.

- @

An assessment of WHO's impact on HMD policies and practices in, countries may also be
based on the field studies of the six countries reported in Chapter XII, All six were
developing countries; two of them (Ethiopia and Indonesia) in the low—income category used
above, three (Malaysia, Costa Rica and Barbados) 1in the middle~income category, and one
(Gabon) in the oil-rich category. | .

The overall influence of the HMD programme on these countries, it will be recalled, was
regarded favourably. 1In the two low-income developing countries, WHO had played a distinct
role 1n the establishment of traiping programmes for auxiliary health workers to provide
primary care in ‘rufal areas. The renowned Gondar Public Health College in Ethiopia had
received WHO collaboration from its beginning, and in both of these low-income countries the
Alma-Ata Conference of 1978 made a distinct impact. Much of WHO's influence in these
countries was regarded as conceptual, including the emphasis on the itmportance of prevention
and the value of health teams. Some:years ago, WHO had been of assistance in the streng~

. . thening of medical education and in streamlining the training of nurses. -
’ -
In the three middle income developing couptries, WHO had also played a significant role.
The important Rural Health Services Scheme of Malaysia contained a major component for
training health auxiliaries, and this had been developed with WHO collaboration. In Costa
Rica, WHO's conceptual influence was a crucial factor 1in national acceptance of a programme
for trarming auxiliary primary health workers that had been pioneered by an innovative local .
physician. On the other hand, some previous WHO advice on nurse education led to an
upgrading of standards which may have been counterproductive. Similar advice in Barbados for
the separation of nursing educatidn from the health services and making it more academic may
have been unsound; but WHO's conceptual emphasis on the importance of primary health care
probably played a part in the planning of a national health service in-that country. |
In Gabon, the orl-rich developing country, WHO played specific roles in launching first a
school for training nurses, midwives, and other health personnel, and then a university
- centre for training physicians and other members of the health team. Problems in planning
and coordination-are prominent here,’ in spite of ‘the sudden wealth from oil’
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All stx countries in the field study loqk ahead ‘to further tollaboratlon from WHO through
workshops, consultants, and felldwships. There is a general desire by these countries for
closer parttcxpatmn in the selection of work%hop topu:s, and there seems to be great and
growing interest in health wmanpower planning, and ‘management, ,as well as in training 1in
health management. Fellowships have been universally regarded as helpful, desplte general
complaints about excesswely bureaucractic procedures in arranging them and some "infrequent
but inappropriate types of-training experience. Spokesmen from all the countries alluded to
the generally valuable influence of WHO as a prestigious international body; because of
this, even more collaboration from WHO was _sought by health ~officials, in order to fortify
their efforts to win greater support from their own governments.~

- A

Regarding the question posed to each person interviewed about his count.ry"s p«fssible
influence upon WHO policies or programmes, no one in any of the six countries was able to
identify any such impact. It ts hard to konow whether thes® barren respomses reflected
modesty, whether they sn.mply were due to non-participation by the persons interviewed in WHO
governing bodies, or whether other factors were mvolved It 'seems likely that the prot‘.ess

-

of LInieracitou between,countries and WHO, which, as discdussed carlier, leads to WHO policy
formulatlon, ts very gradual, long-term, and subth It is not the type of sharp, explictt
1mpact that one could expect to elicit from short ihiterviews.
L ) * o~ R
The essential meaning of these findings resulting from various efforts to study the

influence of WHO on HMD policies and programmes in countries is difficult to intexrpret. One
can say that, 1in general, health manpower policies in developing countries have been mdre or
less congruent with the main thrusts of WHO, at least as far as the declared policy olbgec-
tLves are concerned. (We know that, 1n practu:e, declared national health pollmes are not
always fully implemented.) How much of this congruence is actually due to WHO's influence is
not clear, but a perception of this influence seems to have heightened in recent.years. In
the more developed countries, HMD policies when t:hey exist, may also be congruent with those
of WHO, but little of this congruence seems .ta be attnbutable . by respondents to
influence, as such. ' T o

.

’

Recalling our discussion 1n Chapter II about the de:xelopment of WHO poliéies and *pro-

7 grammes\jmm a dynamlc \nteraction between Member States and the Organization, these findings
shOu/ld“‘r’Tot be surpr:t-s-mg The process of this interaction 1s continuous and subtle, and 1t
takes place 1n the midst of many ot;her soctal and- polltlc&l J.oxc;e.goggﬂng ln countries.

-y
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WHO

There 1s broad consensus, |particularly tin Lhe..deue:leplng countrwsa{fhat WHO is a prestigious ~
and competent international body. Its- v1ews or the views associated with it - as expressed ]
through officuial resolutwns, but alSo as. transmitted by consultants or at workshops or/in
the reports of expert committees - are regarded as authontatwe and sound. Policies "and
programmes 1in countries obviously depend ,upon, theﬁm/ecmmns of natnonal leaders, but = in
ways that are very dL,fchult to measure -~ the fo lation of those dec17510ns results from .
. uencés of multiple siyé{. WHO is clearly, one of -those sources., With WHO's deliberate ..
.priority for work in the developmg countries, i 1s not sunprlsmg,;,thar—-r-cho‘s@fcounf ies
should be most consglous of WHO mfluence And,as_ld!lo gmwm'ef’énce and matur'ity, the
extent of its impacts Seems gradually to 1ncrease. / .
. i ) _'ﬁ,—"’" ) ’
- . - -kv;—’ : ~ . : Ce
. . .
- ’ - . Al
s . | . , P
. © \ -
- I
. |
- - L =3
* ' \
. - ' " 4______,_,.!'-:/""’"‘
* - . ) : 14
1-5-_.1‘:;:’_'/// - ;ﬂt":‘"-:/ . N * .
e = T b A
B e P X 3 . \\
e iy ' n Voo 2
/ - . . . .- , ST, -
SRICEESE . . U5p BN
’ u Y
——t ’




- - 152 - . i

. - Ea

~—References

" Q. P
*l1 ¥ World Health Organization. World directory of medical schools,.5th pd.ﬁaeneva, 1979, p.
357. . -

B

\ . .

2 Bui-Dang H4 Doan, J. World trends in medical manpower, 1950-1970. Wordd health |

statistics report, 27 (2): 84-108 (1974).

v
\

3 ZFrld Health Organization, Division of Health Statistics. Selected health resource
n

& indicators: physicians by continent, geographic region and WHO Region. Geneva 1980.
j)ZUnpublzshed document) . i o
. ‘74 BuLJDang Ha Doan, J. World trends in medical manpower, 1950-1970. op. cit., p. 91.
5 BuLTDang Ha Doan; J. Stat:sthab analysis of the world health manpower situation circa
1975." World health statistics quarterly, 33 (2): 127-150 (1980).
R ‘
6 %ui—Dang Ha Doan, J. Specialization of physicians: levels and trends 1in some
industrialized countries. World health statistics report, 30 (3): 207-226 (1977).
/( ¢ >
7 Mejia, A., Pizurki, H. and Royston, E. Physician and nurse migration: analysis and
policy implications. Geneva, World Health Organization, 1979, pp. 27-56. =~
~ { " 3
- ! -
8 Bui-Dang Ha Doan, J7 Statigtical analysis of the world health manpower situation circa
1975, op. cit., p. 144, ) >
‘;;\? World Health Organization. World health statistics annual. Vol. III Health personnel
~.. and hospital establishments, 1977. Geneva, 1979, pp. 82-84. ‘
10, Roemer, M.I. Evaluation of community health centres. Géneva, World Health Organization,
1972 (Public Health Papers No. 48). :
1 World Health Organization. World directory of schools off public health, 1971, Geneva,
1972, p. 9. i
12 Morris, J.N. The uses of epidemiolaéy. Baltimore, Williams & Wilkins, 1964.
. 13| Myrdal, G. Beyond the welfare state. New Haven, Yale University Press, 1960. \
14 World Medical Association. Proceedings of the First World Conference on Medical
Education, London, 1953. London, Oxford University Press, 1954. )
. /15 World Medical Association. Medicine: A lifelong study, proceédings of the Second World
‘ Conference on Medical Edueation, Chicago, 1959. New York, World Medical Association,
l 1961 } ' .
. 16 World Med1c31 Assocxatlon Medical education in the service of mankind: Proceedings of
the Third "World.Conference on Medical Education, YNew Delhi, 1966. Journal of medical
.education, 43 (2): 97-319 (1968). —
17 World Medical®’ Association. Educating tomorrow's doctors: Fourth World Conference on
Medical Educatidn, Copenhagen, 19%2. New York, World Medical Association, 1972.
B , \ .
' el
18 Grundy, F. & Mackintosh, J.M. The teaching of hygiene and public health in Eyrope.
Geneva, World Health Organxzatlon,/1957 (Monograph Series No. 34). . L
- N .
19 Ibid., p. 57.° . ) ;
20 Association of Teachers of Preventive Medicine. Preventive medicine in medical schools:
[/ report of Colorado Springs Conference, November 1952. Journal of medicdal education, 28
(10), Part 2 (1953). . \ ) - ,
° d ¢ a > -

21 Deuschle, K.W. & Eberson, F. Community medicine comes of ége. " Journal of medical
educafion, 43 (12): 1229-1237 (1968).

E}{I(j Co S 57 e

QA Fuiimext provided by ERic . !
¢ " .

——




B
F—*”"’”i::\» n;j/// T ,
} ,

:

ERI

S ’ ' ) ’ -, 153 - s"‘m)v
Conference on Teaching of Preventivé Medicihe, Shiraz, Iran, May 1961. Shiraz, Iran,
Central Treaty Organization (CENTO), 1961, p. 1l1.
University of Lucknow. First ten years, 1958-1968, of Department of Social and
Preventive Medicine, King George's Medical College. Lucknow (India), 1969.
: i

Médegraith, B. One world. London, Athlone Press, 1975,‘pp. 47-175.

Garcia, J.C. La educacion médica en la América Latina. Washington, DC, Organizacion
Panamericana de la Salud, 1972, pp. 86-171. (Publicacion Gientifica No. 255)

° - N ?“-Y

Ibid., p. 161.
Sai, . F.T.- West Africa. 1In: Purcell, E., ed. World trends in medical education:*
faculty, students, and curriculum. Baltimore, Johns Hopkins Press, 1971, pp. 117-126,

.
The | it n:  Purcell E
®

., ad. Ihid.,
.I. & Roemer, R. Health manpower policies under five mnational health care
Washington, DC, US Department of Health, Education, and Welfare, 1978, pp.,
14-17 (Publication No. HRA 78-43). .

»

Silberstein,\E.B. & Scott, C.J. An evaluation of undergraduate family care programs.
Journal of chmunity health, 3 (4): 369-379 (1978).

Eisenberg, J.M. Postgraduate training for general practice in the United - Kingdom.
Journal of medical education, 54 (4): 314-322 (1979).

z ¢
Donald, A.G. A decade of -development in postgraduate training for general practice.
Health bulletin, 37 (6): 255-260 (1979). :

Katz, F.M. & Tiddens, H.A. Progress of the global teacher tratning programme:
1969-1979", Geneva, World Health Organization, (1979) (Unpublished document
WHO/EDUC/79.178). , .
: !
e, ,
WHO Technical Repoft Serie4 No. 608, 1977 ‘.iteria for the evaluation of learning
objectives in the education of health personnel; report of a WHO Study Group), p. 24.

Duvillard, M., Guilbert, J.-J., &, Vysohlid,:J.: Survey on use of learningéobjgctives.
Geneva, 1980, pp. 1-2. (WHO unpublished document). \

. . 2

Deliege, D. Aurons-nous trop de médecins? Perspective d'avenir par régime
linguistiqué. Bruxelles, Université de Louvain, 1978. :

World Health Organization. Sixth report on the world health situation 1973-1977, Part
I: Global analysis. Geneva, 1980, pp. 187-188, =~ ~°

Leowski, J. Health services in Poland. Warsaw: Polish Medical Publishers, 1974.

~ .

World Health Organlzatlon, Division of Health Statistics. Selected health resource

“indicators: phy31c1ans by continent and country, Geneva, 1980 (Unpubllshed paper)-

. .o \\

Bui-Dang Ha Doan J. Statistical ana1y51s of the wo%ld ‘health manpower situation circa

N

1975, op. c1t., p. 137. ' . ) . \\ .

Alqgﬁwltorlal de C1enc1as Sociales. Diez anos de .révblucion ed salud publica. ;vaana,
I A :

42

43

\

Q

stituto del Libro, 1969. ! ..
Vayda, E., Evans, R.G., %% ﬁlndell W.R. Universal Health insyrance in Canada: history,
problems, and trends. Journal- of commuﬂlty shealth, 4 217-231 (1919).

-
e b

World Health Organtzation. Sixth report on thq worlH heaﬂth situation 19[A71977 Part
I: Global analysis. op. clt., p. 183, |

-

World Bgnk*‘\ﬂealth4—\aagg‘y pollcy pag_;. Washington, DC, 1980, p.°11.

MAruiTox: provid

™o N




wf,

”y

O

E

RIC

JAruitox providsa by enic [

45

46

47

48

49

wn
<

51

52

53

54

55

56

56

N

S - 154 - ¢ 7 un R '.
See, for example: McKeown, T. The .role of medicine: dream, mirégé) or nemesis?
London: Nuffield Provincial Hospitals Trust, 1976. * P

.

, po 1. - .

World Bank, op. cit.

Filop, T.. & 'Reinké, W.A., Statistical .analysis of
resource variables, with special regard to manpower-related ones.

interdependence of country health
Bulletin of the World

Health Organization, 59 (1): 129-141 (1981). :

I111lich, 1. the expggpriati;n of health. London,”

Medical nemesis:
1975. '

1l

9
'

World Health Organtization.

_Calder and Boyars,

An evaluation of the WHO\pfgérammg for education_and training

_The WHO fellowShip programme.

. Nl
WHO Chromicle, 24 (10)Y °475 (1970).

)

WHO Official Records No. 223, 1975, pp. 105, 106. ot .

(1948-1966): report of an Advisory Group Meetxng, Gerieva, 14-18 November 1967. Geneva,
(1968) (Unpublished WHO document PE/68.1). .
R ._.ﬁ ‘, 4
Uorld Health ﬂrann17arlnn * Education”and training study. "~ Geneva, 1967. (Unpublished
WHO document PE/ET/67WP/4, Restricted); 1967. . : .. . .
-" ’
Ibid., pp. llé-ﬁfﬁ. : . . oo
- . . 'a." & )
World Health Organizat:ion. An evaluation of the -WHO programfe for education and
training, op. cit., pp. 6-7. . . . o
. ‘ ) 4 ¢ ) ! . R Thd ‘ N

WHO Official Records No. 87, 1958, pp..434-449. % ey .

" 5 >
I1bid., p. 444. ‘. ’ &

221rc ‘ o

Guilbert, J.-J. Contribution wvf the World Health Organization to the evolution of
medicdl education in the African Region, 1962-1972: a content analysigy,.of policy
statement documents. Geneva, World Health Organizatiodn, 1974, p. 112 (Upputlished WHO .
document HMD/STT/74.4).
M ]
- 3 o, ‘
——— ' ) 1
—— L.
. . - \
B ,..\'_‘_
~ -
T p : .
.. . ! )
. . , -
- g
v —
S
‘ (Q\ » \ =
\ . ) 7 . /-J v

¢ ) -
: oy P -

l

v

N rs i
. - .
. &
\ [
, s
: ol . > 3
. ‘J‘u , \
- y i = °
e , ‘ °
A 1




ERIC. ™

Aruitoxt provided by Eic:

~

4
i
Ui
>
.."
-
'

-
-
.
. (3
a
“ ~
=
.
LN
.
@ .
-

PART FOUR

. .
‘
\
~
vy,
\
9 A\ '
.
‘1
..
. .

~

ws

Leh




T © =157 - - : »

: Chapter XIV | : ‘ :
~ v, 1 ) ?

__SUMMARY OF THE PAST AND LOOKING AHEAD

- IS -
(z? o . . ‘ .
1s study of .international health manpower policy has tried to analyse this policy's
development 1n countries and in, the World Health Organization since WHO's founding in 1948. u

The analysis has been made against a background of political and social forces at play in the
world during these last three dgcades. Events in countries,have led to many_modifications
over the years in policies and programmes for health manpower deveropment (HMD) . Through
the dynamic interaction between countrres and WHO, HMD policres in WHO have naturally under-
gone change. As a forum for the interchange of national expériences, WHU serves as both a
conduit and a catalyst forinew and changing ideas. - ' o
9 . N 3 Y
In this final chapter we shalletry to summarize the pathways of* programmes directed to
specitic objectives, as they nave been marked oui by chaugiug policies both incountries and
.in WHO. We shall examrne the operations of the entire HMD process, as it has been observed
in a small sample of countries. ‘We shall note the highlights of quantltatrve trends in the
world's total health manpower supply, aﬁa)try to epitomize trends in manpower performance and
re1atlonsh1ps to overall health care systems - including relationships to the populatron s’
health status: We shall take note of what little we know about the influence of WHO in 4ll
7 these developments. Finally we shall attempt to look ahead. ° lo' what ways can HMD trends

of the past guide us towards sound policy formulation in the future ? . \
. - 3

. . . \.
Past developments in HMD policy, ‘ . ' ) D)

. . . °

Growing out of organized 1nternat10na1 health activities stapgting in 1851, the World
Health Organization’ took Shape ‘aftetr the Second' World Wwar, ip 1948. Learning lessons <from
1ts predecessors (particularly the Health'Organization of the Leagua of ‘Nations), WHO was
formkd as an autonomous body - yet as one. of the specialized agencres brought into relation
with the United Nations. More important than its, differences -in form were its far broader
scope of objectives' and' functions than-those of earlier international health organizationms.

No longer limited to such issues as thé cross- national spread of communicable diseases, WHO's
central objective became 'the attainment by all peoples ot the highest possxble level of
health". _ : )

The administrative structure of WHO{:with—its WorTd Health Assembly, Executive Board] and
Seoretariat - the latter including headquarters and six regional offices - facilitated a
dynamic process of policy formulation that! grew out of the constang lnteractlon between WHO
and 1ts Member States. Influences flowed in both directions on the many aspects of health
with which WHO 1s concerned. From the out%et, WHO collaborated with countries on streng-
thening the training of health personnel. The administration of this work was primarily the ,

¢ responsibility of a Division of Educatiom and Training, which after some two decades evolved
into a Division of Health Manpower Development. .

W .
- » "o v

The formulation of policies and .their implementation through programmes depend on a
process that should start with' the identification of problems. ?Kﬁ precise way that a
problem is perceived and articulated has a great.t ce on the policy objective that will

be proposed for solving 1it. In if a p percerved as a national shortage of
physicians, that will lead to poliCies and pyogrammes YVery difterent .from those growing -out
of the,same problem perceived as the nqn availabilifly of -primary health care Ffer "riral
populatlons _The changing identification of problems!,over the years, "therefore,-tas led
naturally to the _formulation of changed policy objectives. = As new policy objectives
emerged, the old ories did not necessarily die out‘ but they often tended to recede t¢/ a lower
priority, while the new ones attracted greater attentron both in WHO and in its Member States.
4
An analytical review of HMD problems Ldentrfred over the years 1948-1980, and of the .

pollcylobjectlves formulated in respounse, reveals a complex evolution. Since the nature of
the problems is itmplicit in the policy ObJECELVeS formulated to tackle them, accounts” of the
latter tell us a good deal about the former. Thus, in very rough chronological order, HMD
policy objectives in WHO have evolved since 1948 approxrmately as_follows:

L ! | /N ‘
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Increased quantity of conventional health personnel

Improved guality of all typés of health personnel

Cross-national equality of health personnel training

Geographxc coverage of countries with health personnel 7
Efficiency in production and use of health manpower N
National planning of health manpower v

Relevance of health personnel to ndtional needs

— . . ‘ -
« Integration of health services and health manpower development.

- Y

O~ W=

It must be emphasized that the later objectives did not always entirely replace the earlier
ones, but mainly  supplemented them. - also usually acquiring higher priority. For _the
achievement of some policy objectives, such as relevance, several specific HMD programmes
might be implemented, as we shall see. Likewise one HMD programme, such as the training of
health aux¥liaries, could contribute-to the attainment of several policy objectives.

3

In order to trace the evolution of policy objectives, and the corresponaing programmes ‘it

1s helpful to consider events between 1948 and 1980 in terms of four time-periods. Even
though, as notea A00ve, the {115t step in the prdcess of policy formulation ~ problem identi-
fication -~ starts 1n countries, and likewise action programmes are naturally timplemented

within- countries, a convenient periodization of the 33-year time-span can be based on the
\nstrument of periodic planning>known as “the General Programme of Work dovering a Specific
Period. Accordingly, four periods can be conceptualized as follows:

“

Period ., Years General Programmes of Work -
I 1948-1951 '’ None
1§ 1952-1961 First and Second
Ul g . 1962-1972 Third and Fourth
1v 1973-1980 Fifth and part of Sixth

hd s
.
v - - R

These time perivds are helpful not only .for trjping develéﬁments in WHO's programmes and
those of i1ts Member States, but also for relating these developments to larger world events,

N social and political, These events have inevitably intluenced strategies within countries,

~o - relationships between countries, and the whole dynamics of WHO. Accordingly, on the bPsis

.

‘

5\\;§\i?e above periodization, what have been the developments with respert to each of the eight,

D policy objectives listed above ? Lt

-
-
a

Quant:ity objedtive. R%ViEWIHg the trend ac%o;s thirty years, we fing, that the objective ot
1ncreasing supplies of conventional health personnel (primari phy ans and then nurses)

was clearly the number onme priority in the early days of WHU - 1n Period I (1948-1951) and
also in Period II (1952-1961). This objective was promoted by virtually all technigues in
the WHO roster of working methods - by fellowships, expert committee and other meetings,

short-term and long-term consultancies, provision of equipment and? supplies, numerous publi-
cations, etc. [n Period III (1962-1972) the priority of this objective was noticeably
lowered by reasgn of higher importance becoming aftached to the training of other “types of
personnel, as well as greater stress being put on the characteristics of the physicians and
nurses produced, as distinguished frgm their mere number. In Period IV (1973-1980), the
gquantity: objective, along conventional personnel lines, declined in importance in WHO
. policies although the effects of previous momentum towards this goal still continued - but at
a lower level - in most countries, both developing amd indystrialized. The establishment of
medical and related professional schools was proving very expensive for developing countries,
and the graduates of these schools, in any event, were in most cases not meeting population
needs for health care; training other types of personnel held greater promise.

@

' Quality objectave. Considering the quality objective in the WHO health manpower programme

. as a whole, i1ts early formulation was inevitably influenced by the perception bt problems
growing out of the dewastation of the Second World War, and then out of the rise of many
newly independent nations rhat Mad recently been solonies. The pride of those nations,
asserting that they would not aqfept second class standards, combined with traditions of

academic excellence in 'the highly\affluent countries, yielded a period in the 1950s, when
. . .

.
//, * "
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C the highly developed countries were .

<

high quality standards (by which usually standards.
understood)* in all types of professional education of health personnel became a major objec—
tive. (There were indeed quality deficiencies health professional education in gome develo-
ping countries - h1gh11ghted by criticism from localyuppersclass families and from leaders of
thé medical profession. ) ¥ This approach continued into the early 1960s, but themn -~ as other
manpower considara ns became more prominent in the later 1960s, «such as populatlon coverage
and- manpower planjig; - quality goals receded. By the mid and later 1970s, conventional
quality objectives had become more manifestly irrelevant and merged into advocacy of rele-
vance of education to health service needs and through them to the health needs and demands

of the population ) .

]
-

Equality objéctive. "An obJeetlve articulated in ‘Period I was cross—nat;onal equality of the
training, and evén the 11censu:e, of health personnel (particularly ‘physicians). During
Period II, the same issue formulated as mi international standards of medical educatiodon
was still being raised, but the only action takeh by WHO governing bodies was to call for
study of the question. Such a study was not reported until 1963, irn Period III; in spite
of the elasticity of the recommendations, however, little definite WHO action was taken on
the issue, except for the proposal of a somewhat vague definition of a physictian. In Period
IV, the issue of, equivalence of degreces became concentrated on collaboration with UNESCO for™
mutual recognition of degrees, qualifications, and diplomas in” the health field; there was
also a call for the study of‘ba51c models of medical curr1cu1a. In the meantime a new and
essent1a11y opposite problem - the brain drain of skilled health - manpower from the }ess
developed to the more developed countries was 1dent1f1ed. B WHO conducted an extensive study
of the worldwide migration of ephysicians and® nurses demonstratlng that market forces .
essentially determined the flow of these personnel from countries overproducing them, in°
relation to thexr economic capac1ty to absorb their services (regardless of objective health
needs), towards countries underproducing personnel in relation to their greater economie
capacity to absorb them. Clarification of these realities may have helped to cause a
reduction of the brain drain problem in the late 1970s, and a greater appreciation of the
importance of training the health manpower = in types and numbers - and of qua11f1cat1o%§ and
competencies most appropriate to the needs of each bountry. '

T——— .

| {
Coverage objective. ) The developmentof WHO policy towards an objective of total population
coverage with appropriate health manpower evolved through stages that can be defined rather ,
clearlya In Period I (1948-1951), the need for extending health services to rural popula-*
tions "was explicitly identified’, but the training of auxiliary health workers was slight in
extent and limited largely (with a few exceptions) to rather narrow functions in fields such
as midwifery and sanitation. There was little, if any, recognition of the value of health
auxiliaries to achieve population coverage. In Period II (1952-1961), as developing
countries acquired a stronger voice in WHO, programmes for training auxiliary health workers
with broader functions were more widely promoted, but the policy issue remained quite contro-
versial, Only a few countries, such as Ethiopia and’ Malaysia, organized impressive Qpro-
grammes - at least in concept, if not in actual athievement -~ for training auxiliaries to
provide rural health services. In Period III (1962-1972)4 as the deéficiencies in rural
population rhealth care coverage very obviously persisted, the objections and uncertainties
about the +training and utilization of auxiliary héalth workers gradually but def1n1te1y<
declined. The long-established feldsher of the USSR was accorded greater worldwide

. interest. In some, developing cduntries,° nevertheless, previous progtess  towards greater
«Ropulation coverage was, in a sense, hampered by a policy of upgrading medical assistants to
the status of fully-fledged phy51c1ans (in spite of” their customary urban concentration).
Period Iv (1973-1980), however, saw'the clear .emergence, as a top priority objective in most
, developing countries, of total population coverage with personnel appropriate for providing
health care based on primary health care. The international, consensus of pub11c health
leadership achieved at the Alma-Ata Conference of 1978, ‘and even the belated récognition of
the potential value of practitioners of traditional medicine in many developing countries,
contributed to this policy trend. By 1980, total population coverage with health services
was recognized as an essential objective that mosC deVveloping countries could attain soon
enough only by a rapid expansion of programmes for the training and use of non-conventional,
mu1t1purpose aux111ary health personnel. . -
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~Efficiency objective. Several strategies in WHO's programme'mtfor the development of health
manpower field have had the objective of enhancing efficiericy — implicitly if not explicitly

'i ~ in the performance and training o{ personnel. These- strategies have involved programmés
. e v 4

. - to promote the development of health'auxiliaries, health teams, health management, and health
N . 4 TN .

personnel teacher training. Each of these activities has, 1in turn, evolved over the years

towards objectives different from thoser envisaged in the beginning. Thus, the use of health -
auxiliaries was initially motivated by an objective of efficient’ or non-wasteful provision of
health services - which,later evolved towards a predeminant objective of total population
Y coverage with health services based on primary health care. ~ln\spme countries, this was
originally regarded as a temporary expedient until enough physicians céuld be trained, but in*
, most countries hea¥th auxiliaries came to be regarded ds having a }ermanent place in health
care systems., The strategy of personnel goordination _through health “teams was designed
- . initially to provide the necessary supervision of auxiliary health workers, but it evolved in
time towards a much larger objective of achieving efficiency in the functioning of all health
. personnel. The strategy of training if management wis oriented, among other things, towards -
the management of health persggnel as such (career $tructure, working conditions, etc.) so
that they would perform efficiéntly; the main objective, however, was increasingly focused

S

s on tratmng for effective management of total health systems. Finally, the strafegy for
training teachers of heaith personnel was conceived tnitially to heet the major- goal of
- pedagogical efficiency, so that the teacher's.efforts yielded "Whswimum student learning;
sodn, howdver, its predominant goal became designing educational programmes which facilitate
learning with maximal relevance to the health service peeds of each codntry. . .
~ * . * ; - . T
- Planning objective.’ For numerous social and politvcal* reasons, the role and ‘importance of

general health planntng, and health manpower planning in particular, were hardly recognized
1n the first two Periods (1948-1951 and 1952-1961) of WHO. Then, with the somewhat belated
appreciation among non-socialist countries of the value of plaanin'g', in Period III (1962-
1972y WHO began to ptomote general planning activuties, 1including HMD programmes “with a
plaining objective. ,In Period IY,. it was gradually recognized that pugely technical
planning procedures -#not realistically’ related to the total natjonal political and economic
~scene - seemed to have little impact on health, policy decisgon-makers. There evolved 1n
thys period a broader concept of the total health manpower development process,« in which
+ manpower planning became regarded’ as one component linked integrally to the production and

. management of health personnel, for the purpose of providing needed health services.
d .
.

- N ’

Relevance objective. Many activities linked to 'the-objegtives discussed above implied also ',
a goal of relevance, but beyond them numerous other educational programmes were directed
towards increasing the relevance of healfh personnel to society's needs. Strengthening of
instruction i1n preventive and social medicine was one early strategy of this sbrt; by the
1970s, however, this particular’ approach was replaced by other broader ones. As special
health issues became prominent - such as radiation kazardg,6r mental and ‘related disorders -
emphasis on their incorporation into medical education Wa$ another form of advocating rele-
vance. Efforts to achieve more effective methods ift &he teaching/learning process had
started wiTh an objective of efficiency, but they evolveéd after about 1973 inte/a strategy
_for achieving relevance in education. - Finally, in_reaction to excessive specialization in
medicine, there arose in many countries and 1in WHO a call for greater attention to general

medical practice' and to training students outside the hospital setting. After about 1975,

all these .forces developed into a significant movement in certain countries, and vigorously _
1n WHO, to achieve comprehensive reform and reorganization of health personnel education, to

e"sur&/‘d‘%‘)ce to the true health needs of communities. In spite of all this, the objec-

¥ .

¢ tive Gt relevance is far commoner in rhetoric than in reality, and vast challenges must be
facedPto convert the concept into everyday HMD practice. . .

~

.
-

£
Integration objective. The forrﬁulatign in WHO of an objective to adapt health manpower
development policy and practices to the needs of the health .services ™ to integrate 'health

~ “services and, manpower ,development (HSMD) - gradually emerged as the culmination of several
previous objettives. Obvious though this principle of integration may seem, on grounds of

. logic, the development of the two sectors - education of,.h"'é’ﬁlith personnel and health services
- along two separate historical paths ¢reated problems almost everywhere in the world. Yet,
in the early years of WHO (Period TJ). th? HSMD objectfv“e:-fxas implied in various official
deliberations; in Period II, the need ‘for integration had already become explicit. By

EMC v - vixo o _ -‘,,4’
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Period III, the integration concept was theoretically supported, but it still-did not lead
to any programme actionm. Both in WHO governing bodies and in the Member States, there were
many forces defending 1independence’ and autonomy for educational 1institutions. In the
meantime, various types of integrated activity were being carried out in special projects and
in certain countries with respect to health manpower planning, production, or management.

In some countries definite administrative mechanisms were establishéd to integrate the two
sectors at the national Level; 1in others there were local demonistrations of Lntegration.

Finally in Period IV, the HSMD concep? matured to the point at wh/—ich it received specific
'formulation and was then generally accepted as the major long-term objective of WHO manpower

policy. It embodied the idea of integration not only within health manpower development
{planning, production, and management) but also between the entire HMD process and health
services development as a whole. Through World Health Assembly resolutions, WHO General

Programmes of Work, expert committee reports, and similar channels, it was decided that the
ultimate determinant of health manpowe? planning, production; and.use should be the require-~
ménts of each country's well planned health services dev@lopment.

Thaes completes our anaiytical review of the development of HMD policies in WHO and Member
States over the years 1948-1980,, Along the” pathways towards these erght policy objectives,
evolutions can be traced from ceonventional towards innovative ideas, from mechanistic
adoption of foreign models towardg, concepts of greater relevance or adaptation of HMD stra-
tegies to the true health needs—ef each country. We know thmnt in the world diverse actions
pursuant to all or most of the eight objectives have been goip‘i}on at the same time. How

did these multiple activities interact ?

made 1n the six selected® countries reviewed 1n Chgfter XII. Through numerous on-the-spot
Lnterviews, observations, and data collection, the process of health manpower planning,
production, and management§, could be described tn a horizontal sense ~ that is, with accounts
of programmes directed towards various goals operating side-by-side. -

In ordeyr to attempt to answer this guestion, h? studies of the entire HMD process were

HMD experience in selected countries

Y

As has been nited in Chapter XII, to gather 1insight on the overall o\)eratlon of the HMD
process ‘in countries, six nations with different settings were selected. All were develo-
ping countries, but illustrating a wide range of sogioeconomic development. On the basis of
measurements. of their national wealth (gross national product or GNP per capita),” their
literacy rates; and male lifelexpectancies at birth, a composite. P/L/E index of development
was calculated for each country. In their ‘rarking order according to this index, the six
countries studied were: :

’
.

Country” - -0 ~P/L/E index .

Ethiopia \ 16.5
. Indonesia ’ 39.1,
- ¢ Malaysia : 50.0 !)
. Gabon - 51.4 Y
Costa Rica o © 60.9
Barbados J 70.8 : )

While there are obviously many differences among these countries beyond GNP, literacy, .and
11fe expectancy, the index composed from these three indicators shows them to vary in their

levels of development, by a range, of more than 4:1.
‘

In all six countries, there has clearly been recognition of “the need for the emtire HMD’

process to' be relevant to the implemeritation of overall national health plans, even when
there have been manifest deficiencies in that. process. Deficiencies may "char_acteriz'ga.th'e
planning, the prpoduction, or the utilizationgcomponent of the process, or of two or even
three ofv these.  There are generally also difficulties in coordination, among the three

components of the HMD process. A crucial determinant of the overall functioning of the HMD

process, as well as its integration with the development of the nation's total ‘health
services, seems to be the degree of the nation's commitment to public respomsibility for

. . - !
. i . '
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health care. Where this commitment is sg50ng, there seems to be a greater determination to
overcome problems and to plan, produce, and use the healih personnel that are ultimately
required to weet health needs. ) . : T"
In two of the countries (Ethiopia and Barbados), the political commitment t¢ a compre-
A hensive governmental health care system appears to be very strong, while in two others
(Malaysia and Costa Rica), this ‘political commitmént may be described as moderately strong.
In the last two countrids (Indonesia and Gabon), ohe may say that the political commitment to
public responsibility for health care is less streowg than in the other four countries.

¢

In all six countries there have been many achlevements and There are, of course‘ many

persistent problems. In all but one (Barbados, a small island)~there are still sgrious
rural handicaps. Preventive and cuzative services are not well integrated in any of the
oountries, although this is being worked towards 1n all except Indonesia and Gabon. Exces-
51ve specialization characterizes two of the countries (Costa Rica and Barbados /- the two

most” highly developed), in the face of unmet needs for primary cate and even wasté%ul use of
spectalist time for such care. Certain educational institutions in all six countries put an
inappropriate emphasis on sophisticated specialty training at the expense of adequate  attent
tion to the output of primary health personnel. .Inequities of a greater or lesser eernt -
tn the use of overall national resources - tend to be caused prlncxpally by the operation of
! a private market for the sale of health services.

WHO has collaborated with all six countries in their efforts to reduce many * of these
problems. The qualaty of WHO's collaboration 1is generally assessed favourably in-all the
countries, although criticisms of some bureaucratic procedures are common (particularly with

regard' to the administration of fellowships). All countries seem to be eager to contribute
more actlvely to the selection of subjects on which WHO worxshops and symposia are held.
Training 1n healthr services mandgement has high priority. With respect to the future, %11
S1X countries seek continued collaboration with WHO in-HMD'- particularly in the planning and
management compenents. Collaboration in health manpower production seems to be less fre-
gquently sought {perhaps becayse training Pprogrammes ,are fairly’ well developed) except 1in
Ethiopia, which seeks coliaboratlon in this component also.* In \none of the countries,
however, was. any respondent able to say in what way his or her country had influenced the
policies or programmes of WHO. . -

The effectiveness of WHO's collaborative work 1in contributing to the improvement ot

national health systems or the development of theit manpower, was beyond the ‘ability of the

.. Lnvestigators or anyone lnterqigwed to judge. In all six countries, nevertheless,” there

have manifestly been objective health improvements over the rast 30 years. Even though

problems persist 1n all areas of health, WHO efforts have tended to support the work of

| competent national authorities and perSOnnel to reduce those problems. There can be no
doubt that progress 1in couhtrles depends far more on the dechatlon, polltlcal commitfent,

and. competence of national health workers than on'the input of any. lnternatlonal agency, no

matter how wedl done. One can still surely conclude, how ver, that - both in its direct

. performance. and» in its conceptual and ‘promotive influence HO has usually worked on the

side of progressive endeavours to achieve greater equity in the health sector ‘of a11 S1X

countries.

’ ~

Although the six coungzles studied 1n the field were sufficiently diverse to yield the
general observation offered above, they ,dld not, of course, constitute a representative
sample of the 156 Member States of WHO. To learn about health manpower trends in the world
as a whole, it was necessary to undertake studies alongsother lines.

ey .

[}
Warld trends in health manpower

.

On the basis of statistical data available to WHO"compiled from reports submitted by
countries, 1t was p0551b1e to describe some recent trendstin the supplies and ratios to
population of certain types of health personnel. Through lnferences that may be drawn from
a variety of information sources, it was also possiblé to describe” cértain trends in healtly
personnel performance (qua1L€?? eff1c1encyi and relevance, as defined earlier), as well as

- trends 1n larger social policy issues — sucl as health manpower planning, population cover-—
age, and the 1integration of health services and health manpower development. Trends 1n the
. health status of populatxons of the developed and deﬁeloplng nations cSuld algo be de11neated

N\
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from available data, and statisticakk correlations could be explored on relationships to
socioeconomic indicators as well” as®’indices of health manpower.  From interviews and a
questionnalire survey of expert opinions, some estimates could be offered about the perceirved
1nt1uence of WHO in the development of HMD policies and programmes 1n countries.

From these several sources of information, one may conclude that there are many indica-
tions wf a worldwide movement towards greater and more forthright efforts to plan, educate,
and make more reasonable use of health personnel. On the whole, the numbers of physicians,
nurses and, in general, of health workers - and their ratios to population - have increased
throughout the tworld, but thése increases have) been extremely uneven between the developed

“ and the developing countries. There is sti1l¥”a severe shortage of all categories of health

workers, but expecially of physicians, in many of the developing countries as well as outflow

of jrained heakth workers from developing to developed countries and concentration of those

workers ln cities. Experience has also shown that by simply training more of the same, more
physicians.and nurses, etc. unmet ‘health needs of very large population’ groups 1n those
countries will not be met in the foreseeable future. With respect to efflciency, there has
Jbeen an incredse in the use of health teams and -of trained auxiliary personnel within them -
even though the pace ‘'has been far less than the obvious needs. More personnel have also
been trained in the management of health manpower and .services. The real health needs of
developingQFantrles, nevertheless, remain vastly beyond the capabilities of current health
manpower resources to cope with them. ,
With respect to the’ re1evance ‘of health personnel training to actual needs, ‘there 1is
evidence; of some merovement as reflected, for instance, 1n the expanded teaching of preven-
tive a:t social medicine g¥n both developed and developing countries. This 1s not, of
course,- to suggest that PSM teaching 1s the panacea for the problem of “irrelevance. In
developed countries, an earlier raprd trend towards excessive medical specialization became
slowed down around 1970, as a movement arose for strengthenlng general or family practice.
A slow but deflnlge appreciatron of the value of teacher training 1n schools of medicine and
nursing seems to be developing, in- all Member States. A small but growing fraction of
medical, nursing, and other schmols ‘of health personnel have been reorganizing their entire
educational programmes towards athleVLng mach greater orientation to community health needs.

s

. Although ,techniques of health manpower planning have often been unsuccessful, many
countries have acquired zreater consciouspess of the value of quantifying their supplies and
distribution of health personnél; studies have been showing - shortages or surpluses 1in
various fields, sometimes stimulating corrective actions. In recent years much greater
cbverage of populations with some sutitable type of personnel has become formulated as a

- national objective; most often, a strategy of training many more auxiliary workers for

EE
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primary health care has been launched in order to attain this goal. This strategy has 1led
to remarkable achievements ln certain countries, ,but the worldwide plcture 1s yet far from
being bright. In any event, much remains. to be done to reach the main social target %of

"Health for all by the year 2000", formulated first in 1977 by the World Health Assembly
(resolution #HA30.43) and re1teratgd and reinforced, along with the concept of primary health

care as a key to its achievement, at’ Alma-Ata in 1978. In order to bring about closer
integration between health manpower and health serviees ‘development, coordinated administra-
tive actions have been taken Ln numerou's countrles at several levels. Here again, however,

only a beginning has been made in achieving the’ necessary integration between these two major
components of national health systems.
. ’ B
In spite of all the persLstent Hzmeasés and social difticulties in the world, the 1life
expectancies of populations have 1ncreased slgnrfvcantly over the last 30 years; this has
been true-in both developed and developing regions of the world. Life expectancies, how-
ever, arg still much shorter in the develgping regions, although the degree of improvement 1n
those countries has actually been greater than inthe develope§ regtons. ° Regarding other
indicators of health status; nutrition, and “general wellbelng, the evidence on trends in
countries is far from clear, but the dlsparltles here too are 1intolerably great. Analys13
indicates that much the largest determinant of health status (as reflected in life expec—
fancy) is the general “socioeconomic level of a country; nevertheless, greater health man-
powver resources may make an additional contrlbution to the improvement of health status.
M~

How much of the changes can be attributed to the inff@ﬁnce of WHO 1s very difficulf to
assesy, In the opinion of informed observers throughout the “world, health manpower policy
progress in the developing countries has been partially but sLgnltlcantry—attrtbutable to the

1nf1uence of WHO. This ;nfluepce seems to have 1ncréased in recent years. The mpact of
~p
Q ) CT . »
157

RIC

\

L




- 164 - -

7 .
WHO in industrialized countries is less certain. In any event, there is a great deal of

congruence between WHO's HMD policies and the cortesponding policies advocated (if not fully.
implemented) in both develgping and developed countries of the world. -

I

-

The future - a view based on this analysis

At the head of this study we quoted the following sentence by the Director-General of WHO:
"o look forward with vision, it is wise to glénce backward with perception - not to be )
bound by history, nor to blame ourselves or our predecessors, but to learn lessons as a
springboard to the future"

Then, in_the' introduction to this analysis it was said that '"as gthe study is definitely
futuregoriénted, its .final aim iis to draw conclusions as a guide for future development'.®
It 1s therefore legitimate to ask here: what are the lessons to be learnt from_ this

analysis; what are the suggestions that could be made ? - .

e

Looking into the future, it may first be stated that the positive elements of development
seem to auger well for a more rapid progress. It has beep established that there is now_a
very clear, systematic awareness of both quantitative and qualitative problems; that there
? . is a clearly stated policy based on the coherent concept.of HSMD discussed and endorsed by
representatives of §gl1 Member States (resolution WHA29.72) and firmly related to health for
all by the year 2000 through primary health care; that there is a well elaborated strategy
with some new methods, closely link®d to the strategy for health for all by the year 2000;
that there 1s a growing unity of ~all organs of WHO on the bésiiﬁgf a common understanding- of
the common goals; that there are more and more Member States t v display different degrees'
of political will to adt decisively for health for all by the year 2000 through primary
health care which, 1in ‘the field in question, means an integrated development of health-
services and health manpower (HSMD); and that resistance to the new policies and strategies,
rhough sti1ll very powerful, shows some signs of diminishing. Taken together, these facts
indicate that,conditions are now favourable for a more rapid development in the right direc-
tion. A cléarly growing politfcal pressure is-now being exerted by the world community of

+ .

nations or’Member States to do %hat they can on their(own,°hnd to cooperate with others, to

achieve health for all by the year 2000 through primary health care.

-

The first conclusion for the future therefore seems to be: in the past few years, ifr the
second half of the 19704, a-new HMD policy and programme both for Member: States and -~ in
order to cooperate with them - _for the Organization has been glaborated and its implementa=, -
tion has even started. It is ‘therefore evident that the analysis suggests the continuation
of (a) further adaptation to the ever-developing needs and demands, and (b) the consistent

_implementation of policy and programme both at national and at internatfonal level, as

“ foreseen in resolution WHA29.72 and in the long-term HMD policy dogument endorsed by it”
(dbcument A29/15)1 and amended on the basis of the AlmatAta report® and the strategy’
document. . ; © : ;

g .

. It also seems to be evident that a systematic approach should be maintained in the .
development of the HMD programme, both nationally and in the Organization. At national level i
the ways and means to engiire health for “all by the year 2000 through primary health €are are
charted in" the national strategies for health for all by the year 2000, elaborated “in 1980,
based on the adaptation of principles enunciated in the Alma-Ata Déclaration, and report.
This means that the health manpower should be plahned, produced and managed to man teams . in

well planned health services adapted to local conditions, needs, demands, and resources.’
x . L

9. [Internationally, on the basis of this analysis, the following clusters of activities
might be recommended:

1. Technical cooperation on a partnership basis and aimed at clearly defined national
targets promoting national self-reliance in 'socially highly relevant areas which have
signifféant and direct impact on health services development and, through 1it, on
health. Cooperation may have to be concentrated far more than now on: )
~ promotioch of national political decisions to elaborate and/or reorient, as needed,

explicit health manpower policies in°the spirit of the HSMD concept, to implement them
consistently, to monitor implementation and rectify policies and/or implementation as
shown to be necessary by the results of monitoring;

¢ -
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promotion of establishment and/or 'strengthening of mechanisms,* at all levels,
necessary to carry out all these actfvities and to make national policies and pro-
grammes as well as decisions taken at World Health Assemblies and their nattional
consequences and adaptation widely known to all those concerned; '

promotlon of technical. cooperation among developing (and developed) countries (TCDC)
also i1n the HMD field;

promotion of the p1ann1ng and especrally the management (utilization) aspects of the
HMD process (there.is a rather general feeling that after decades of concentration on
the production aspect, the time has come to focus cooperation also, and emphatxcally,
on these aspects);

promotion of innovations, to increase relevance, in all elements of the HMD process;
pramotion of key act1v1t1es, whose success may facrlltatewand/or speed up the achieve-

ment of principal national objectives, such as promotion of: .
. -~ elaboration and application of simple methods of health manpower p1ann1ng,
~ development of community-based, multiprofessional education programmes which are
oriented towards the job and towards problem-solving, -
. -~ teacher-training, ,

- production, evaluation, and dissemination of teaching/learning mater1a1s,

- management tratning,

- iwmproving the efficiency, i.e., the proper management af health workers, .

- monitoring of utilization of health workers, and

- continuing educationy
all these activities being undertaken with special regard to.the development of primary
health care; and finally —
promotion of action-oriented, progress-relevant HMD research. o

2. In_its coordinating capacity the Organization will have to play a more active role than
1t "has done so far as the coordinator of internatLona} health work also 1in the HMD

field. There are a very great number of agencies, both govermnmental and nongovern-
mental, which are active in this domain and coordination 1s badly needed if harmful
effects are to be avoided and/or eliminated. The multisectoral approach, already

practised’ 1n the past w1th organizations such as UNESCO and ILO, must be broadened.

T
R, .

‘. a I3

3. A permanedt monitoriag .and .evaluation of all elements of the programme to note progress,
efftciency, effectiveness and impact. It will be necessary to keep a constant check on
the problem~list, with great problem-sensitivity, to notice the appearance of new
problems, the change of character in old problems or, hopef 11y, the waning/disappearance
of some. Policies should also be monitored, evaluated and changed in the light of
changing problems. New strategies should be applied to the solution of new problems
and/or old strategies modified appropr1ate1y. As new problems that may emerge in the
future cannot be foreseen now, it ts 1mposs1b1e to suggest what new strategies will be
needed to deal with them. However, it is tlear that ‘there will be a need (a) to stimu-

late and promote innovation in all aspects of HMD, pretecting' it against unjust aftacks

but ensuring fair evaluation, and on the basis o¢f this evaluation to initiate the

S necessary action as well as the propagatiopn and adaptation of successful agpd udeful
experjences; (b) to use the network of innovative institutions, working for the same
goals, on a wider scale; (c) to fight, and help others to fight, resistance to innova-

T tion and prpgress by ,educating, persuading, and 1informing goveronments and decisiony
makers, and by winning over professional groups, maintaining dialogue, discussing,
conviricing, diSseminating information, and exposing the failure of outdated and outmoded
concepts and approaches, as well as demonstrating the advantages and disadvantages of new
concepts and strategres. In all this the WHO Secretariat would be working and ,thipking

together with - and being a sounding board for ~ Memher States and governmental and‘

nongovernmental organizations. \

(RS- -

Obyiously, the role of the WHO Secretariat will change. It will have  to play fully its
stimulating, thought-provoking and coordinating role in constant interaction with nationals
at all levels as promoter and catalyst, as an agent for chapge, clearly afd unequivocally
placing emphasis, at least in the foreseeable future, not only on technical matters but also
on political stimulus and promotxon, shifting the emphasis from the "how™to the "what for",
while at the same time strengthentngirts technical role.

Py
- The analysis makes it possible to reply to the logical next question as well: what
should the polﬁtical stimulation and promotion aim at? While the technical content and
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emphasis will be differen§{ in each Member Stpte:\YﬁE\dlm\i%“:ig oféthem will be that HMD
policies, programmes and dctions are invariably directed to t relevance of the HMD process

to present and hypothesized future qommunityzh%alth needs.

The second conclusion, therefore, is that politigal decisions are needed so .that
4 3Q . - .

(a) the permanent national HSMD mechanism that 1is established and/or strengthened6
defines clear and unequivocal health manpower policies based on the recognition that develop-—
ment of health mappower is only one component in the developmert of health service$, into
which it must be properly integrated, i.e., Ehéi health manpower has no meaning in isola~
tion: it is uniquely an instrument for effecting health care; -

(b) the permanent HSMD mechanism fosteqs the functional integration of the three main
components of the health manpower develppment process (planning, "production", management)
“1nto a composite whole, which is then integrated with the development of haplth services, and
these in their™turn aim at covering the entire population of the country with, at least,
essential health d@;e; N ot

v

. (¢) health services, relevant to the health need$ and demands of the entire dopulation,
are staffed ip-Sufficient -numbers--by health personnel whose skills have been developed 1in
answer to health problems to be solved;

-~ -

(d) health manpower plans are prepared in conformity with the health manpower policies
(see "above) arnd as an 1integral paxt of the managerial process for national health devélop-
ment, which strictly identify and-define the categories and types of health personnel to be
trained, as well as their numbers and ratios, with a reasonable and clearly stated distri-
bution of functions, indicating the knowledge, skills and attitudes, area .and level of
competence needed to carry out the, tasks to be performed by each of them, thus also defining’
the composition of the health teamé,5 striking the balance among health ‘team members that
if best adapted to local conditions; )

4

(e) the "production" of health’ manpower conforms with the health manpower plans, t.e.,
new training institutions and‘progfammés are ‘established in order to; and the existing ones
are geared to, 'produce' the right types and categories of health personnel in sufficient
numgers able and ready to' meet the health needs and demands of the entire population. This
meafis the development of educational programmes which are (i) integrated on a problem-solving
basis, (ii) community oriented and community based,!l (iii) multiprofessional (team-based)
in character, (iv) job-oriented (v) based on the clear understanding that ''you are excel-
lent only if you are relevant", and thereforef (vi) adapted to the development of sciences and

. > to local needs and resources; '

(£)the managemght of health personnel ensures that trained personnel are used to the
best advantage by the health services, i.e., they are employed and admind#stered properly for
maximum effectiyeness of'health‘%g;yices using\ the smallest volume of skill or group of
skills with the necessaty gélated‘knowleﬁge to pefrform a specified job;

= ¢« = [l .

¢
° -~ 4

(g) ,a_constant )neqftotihg (surveillance)7 procedure ' is, established which monitors the
. . P » -~ _ i\ g . .
utilizatipn of health Rgrsonnel and ensures that the results “are féd back into the planning

t £4:\ ~ an@ ﬁrdﬂuction process, which is then readjusted accordingly, = -~
N A 5 * “ N * Tremae.

4 o - . . .
. y grom this l}st, given by way of example, it 1S clear that a new emphasis should be

developed so that, for 1instance, in additiom’ to continuing, and even strengthening and
accelerating the elaboration of ney, simple€ methods Of health manpower , planning ant collabo-
ration with Member States in their-efforts ‘to establish health manpower planning as a per-
manent process, psmphasis wou also be put on stimulating the right political decision to
introduce and/or strengthen health manpower planning as described above in item (d), as an
integral part of the national HSMD system and’ of the overall national health planning
process. _In-the same way, it will o longer” be enough, for example, to promote the develop~
ment and utilization of the "best" methods . of “the teaching/learning process. Emphasis will

_ have to be put here not only on "how' But ‘also and in first place on "what for", i.e., what
> the training programme is cargried out jgg,‘what it is aiming at. 1Is it aiming at training,
for example‘very_highly qualified academiciansigquivalent with those of country X or techni-

cally and socially well prepared, reliable profeSsionals able and ready to serve their people

and meet their health needs and demands ?. It is clear that while the "how" 1is a purely
_téchnigalaquestion, the "what for" is acutely political. ;

v |
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After all, if there is one great lesSom.to be learnt.from this analysis, it 1s that the
key to further progress in the HMD field, in terms of the goal of health for all by the year
2000 through primary health care, is the promotion of natienal political will to seek out and
apply the right solutigns to .well-diagnosed priority problems. There seems to be a health
challenge e to which a right, and unequivocal, politigal response 1is needed. WHO 1s

(uniquely well d to stimulate,“3s agent for change, this right type of political response
without which even\the best technical solutions may lead” to a deadlock, as the lessons’ of
this analysis abundaltly teach us. It seems therefore that priority should now be given, at

east for a while, to the stimulation of national political will and the appropriate techni-
caches and splutions should all b€ subordinated to thg clearly set main targets

,supported b at figm national will.. However, it has to be added for clarification that
WHO being par ‘exce ce a technical organization, t political stimulation .should always
aim at the utilization (@ay~ef_the best solutions, i.e.?\fhose most appropriate technically,
and (b) application of those soluticns to the right purposes relevant to local conditidns.
While in the past the Organization's attemtion was focused on (a), 1n the future beth (a) and
(b) should be properly and emphatically address \

In brief, the two main conclusions to be drawn from thiS-analysis for the future are that
(a) the long-term programme as foreseen by resolution WHA29.72-and document A29/15, and
adjusted in the light of the Global Strategy for:Héalth for All,” is réSpunding to the real
problems tdentified by Member States and thérefore will have to be constantly adapted to the,
ever-changing needs and demands; and (b) the emphasis ‘will have to be two-prongedi in
addition to the technical aspects {(the '"how'"), attention will have to bey focused on Ctre
political aspects ("what for"). The keyword in the future should be relev;nce. A" syste-

matic, inWggrated and holistic programme approach will have to be applied with.reilevance as
the main aspect of all activities - relevance to the main social target of ‘hedlth for atl '6y
the yegr 2000, and in fact, to the health needs and demands of the people. In view of %ﬁfs,:
the three main output indicdators of the HMD process for the future might be: (a) extension
of health coverage with special regard to primary health care; (b) improvement of quality of
health coverage; and (c) community participation and satisfaction.8 '
. The‘EI:and HMD programme of WHO has tried to serve ‘the 1nterests of Member States 1n the'
'best way it could since the inception ofs the Organization. After thred decades of exis-
tence, demonstrating the tremendous potential and dynamism of the Orgahlzaflon, it 1s now 1in
the process of renovation and rejuvenation, of a,complete renals;%gﬁe:;<§ft has set out to
stimulate the national political will to plan, produce and matage, appropriately trained
héalth personnel to man teams for well-fhought-out health servicesTmeamt to cover entire
populations and to meet their real health needs and demands, as well as to stimulate TUDéf to
656‘ inate international health work in this fiéld, and to provide techpical cooperation as
needed), in "this whole process. That is how this programme can”best contribute to the fight
for thie achievement of the main social target of healéh for all By the year 2000.
o N , °~'/////
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These mechanisms will evidently take different forms in different countries but will in
each case provide the framework for close collaboration, of all sectors and xnstxtutxons’
concerned with HSMD, In many cdses, if not everywhere, this framework could be provided
by the national health development councils and networks foreseen by the Strategy for

Health for All by, the Year 2000. b .

A "health team'" is defined here as a group of persops who share a common health, 1 and
common objectives, detg¢rmined by community needs, towards the achievement of whth each
* member of the team contributes, in a coordinated manner, in accordance with his or her
competence and skills, and respecting the functions of others. The manner and.degree of
such cooperation will, of course, vary and has to be solved by each society accordxng to
1ts own needs and resources. There can be no universally acceptable composition of the
health team. e T . ’ )
Ve

¢
w o

Communxty or ented educatxon is defined here as one focused on both populatlon groups and
individual persons, which takes into account the health needs and demands of the,
_cominugrty concerned. Community~based education, on the other hand, is defined‘here as
one that~involves the use of the community throughout” the entire educational experxence
as an importa * environment in which learning takes place.

This means checking (T)hwhether the health worker is being prop%rly utilized at the tasks
he was trained for; (ii) whether he is ready and able to cope with these tasks; (iii9
- in what fields his competencé™~ueeds updating; (i¥) his job satisfaction; (v) his
¥ontribution to consumer satisfactiomy_and (vi) his life and working conditioms.

v

g
The improvement of health status, and in geneta oﬁ,thé quality of 1ife,‘is influenced by
too many factors for it to be utilized as a direct~indicator for HSMD activities, but 'of
course it should always be takén into, account as a ﬁgna aim of all heplth dctivities.
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