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1. Preparation for the Technical Discussions 
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At the end of 1969, a preliminary document (ЕТ /69.3) in the form of a Suggested Outline 
for use by countries in discussing the subject was prepared and forwarded by the Director - 
General to Members (C.L.33.1969 dated 28 November 1969). A letter was also sent to 

organizations in official relations with WHO. Replies were received from 45 Member States 
and Associate Members, and from 23 inter -governmental and non -governmental organizations. 
The replies received by 5 March 1970 were used in the preparation of a Background Document 
(A23 /Technical Discussions /1 and A23 /Technical Discussions /1,Corr.1). A draft agenda was 
also prepared in the form of a list of Items for Discussion Groups (A23 /Technical Discussions /2). 
These documents formed the basis for the Technical Discussions. 

2. Programme of work 

The Technical Discussions on "Education for the health professions - regional aspects of 
universal problem" were opened on 8 May 1970 by the General Chairman, Professor P. N. Wahi, 
Director -General, Indian Council of Medical Research, New Delhi, and Ex -Vice Chancellor, 
Agra University, India. He was nominated by the Twenty- second World Health Assembly and 
appointed by the Executive Board (resolution EB44.R5). After the General Chairman had 
delivered his introductory address, the opening joint session adjourned for group discussions. 
These took place during the morning and afternoon sessions. The 225 participants who 
registered for the Technical Discussions were divided into eight groups. The group 
discussions were summarized in eight reports which were distributed to participants on 
Saturday, 9 May 1970. The closing joint session took place the same morning. A list of 

officers of the Technical Discussions is given at the end of this report. 

II. CONTENT OF THE TECHNICAL DISCUSSIONS 

1. The General Chairman's Introductory Address 

In his opening speech, the General Chairman observed that the impact of rapid advances in 

science and technology has tended to make medical education more technical and specialized. 
The utilization of this knowledge to the ultimate benefit of the society will vary from 

community to community and is dependent in each case upon its specific health needs and socio- 

economic structure. 

It is now realized, that the practice of medicine today is a joint effort of many groups 

of health workers including physicians, nurses, social workers, public health engineers and 

many others, a concept of team approach to the health problems of the individual as well as 

the community. The manner and degree of such co- operation will naturally vary, and has to be 

solved by each society in keeping with its own needs and resources. Our educational programmes 

have in many cases tended to develop in isolation from the health care needs which are constantly 

changing. This year's technical discussions of the 'Regional aspects' of this universal 

dissatisfaction with the education for the health professions is thus very opportune. 
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The team approach implies that there is a need to consider in totality the training 
requirements of various categories who, though working in their own specific areas, continue 
to share one thing in common, namely the attempt to promote health through prevention and care. 
This approach can be inculcated as part of the total training programme, provided a master plan 
is laid out to show the inter -relationship of, and the physical facilities available to, 
different groups under training, so that they learn to work as a team. 

There is a yawning gap between what we need and what we are producing in medical manpower. 
This is a global problem, which is much more obvious in developing economies where limited 
resources make it imperative that they be utilized to the greatest benefit. The quality of 
medical education and its relevance to local needs is thus very important. National health 
authorities should keep in mind the need for a judicious distribution of functions between 
medical and para- medical personnel on the one hand, and their respective auxiliaries on the 
other. 

One of the most important and stimulating methods of feed back to an ongoing programme is 

through operational research. National research on manpower, is urgently required together 
with research into the most suitable type of medical training for the country and the most 
effective health service programme offering most benefit to the community. One of the greatest 
contributions of international co- operation should be to stimulate inter -disciplinary action - 
oriented research in the field of education. Priorities will vary according to the interests 
and the needs of the society. 

2. Major items discussed 

1. Regional characteristics and health planning 
2. Co- ordination between health agencies and education institutions 
3. Adaptation as to types of personnel team work 
4. Adaptation of the curricula: scientific basis and application 
5. Post -graduate and post -basic education; teacher training 
6. Evaluation and research, factors in adaptation. 

3. Collective summary of discussions 

3.1 Regional characteristics and health planning (including manpower) 

Planning is now accepted universally as a most important and necessary part of the health 
service. It is also accepted that health planning should always be a part of a general socio- 
economic planning and be integrated within it. Health manpower generally should also be a 

part of such plans, aiming at making available the necessary personnel, avoiding any gaps and 
making optimum use of earlier educational experiences on which education for health personnel 
will be based. Where resources and expertise are least available should be those areas in 

which most careful planning ought to be undertaken, because any waste, however slight, is 

likely to be of much more serious consequence. 

In ,the present context, the term 'region' has two different meanings. One refers to 

groups of countries with similar health problems and ecology; the other indicates different 

areas having similar characteristics in a single country, e.g. rural as opposed to urban areas. 
International agencies may help in promoting plans for a group of countries. 

Major problems which may confront planning are those of finance and personnel, but perhaps 

the most important problem is that of the lack of facts with which to plan. 

All plans should take into consideration the present situation, both as regards the health 

indices and the personnel available. Relevant data include demographic, morbidity and mortality 

statistics, physical plant and equipment for medical care and health care generally, and an 

assessment of environmental and other factors in relation to health. Cognisance is to be 

taken of the distribution or mal- distribution of personnel and of facilities, as well as of 

excessive specialization of these. Where the facts required for adequate planning are not 

readily available plans based on gross indications might be made, but within such plans 

attention should be paid to creating facilities for the collection and analysis of the facts 

required. 
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There are no universally acceptable or applicable planning procedures. Various WHO 
Expert Committees have gone into this question. Whatever the procedure, there is quite a 

likelihood that within the same country or region some sector may be better planned than 
others. It is often true that the planning of physical facilities is usually ahead of man- 
power planning. Anyhow a plan should not be something rigid and theoretical, but something 
realistic, apt to be amended as its implementation is progressing. 

In setting the objectives of a plan it is essential to recognize that the overall target 
is the improvement of the health of the population. Therefore, merely stating the objectives 
in terms of numbers of personnel or of facilities does not make for proper planning or for 
evaluation. The actual delivery of health care and the methods used for assessing such 
delivery should be important parts of the planning process and of objectives and targets. 
Although the plans should be based on a proper assessment of the present situation, they should 
not be so limited by present pressure as to be incapable of meeting future needs. 

A good health plan is usually a marriage between the "needs" as analysed statistically and 
the "wants" as expressed by leaders of the community; these two may be in conflict. Frequent - 
ly the people for whom a plan is being made are omitted from the planning process and their role 
towards success or failure is under -estimated. It is necessary that due attention should be 
paid to the power that rests with the people, so that their own contribution can be included in 
the plan. 

The planning processes should start, not only with the fact finding but with the education 
of health planners, leaders of the health professions, politicians and other decision makers. 
It is only through such co- operation and co- ordination of effort that the "in -depth care" wants 
of the elite and professional leaders can be married to the "minimum adequate care needs" for 
the total population. Health manpower planning can only be based on a realistic analysis of 
the functions to be performed towards the achievements of the stated health objectives. This 
would, in turn, lead to planning for the production of personnel best suited to the functions. 

3.2 Co- ordination between health agencies and education institutions 

Although health planning may be basically undertaken within the Ministry of Health, never- 
theless it has to be co- ordinated with the plans from other Ministries. In some countries 
there is a centralized planning committee that does the co- ordination and integration of the 
plans. As far as education is concerned there is need for the closest possible co- ordination 
and integration between the health authorities and those responsible for education. 

In some countries all education and training programmes are undertaken by the Ministries 
of Education, in others all training programmes for health personnel are handled by the Ministry 
of Health. Many, however, have a situation whereby the doctor is trained in institutions under 
the Ministry of Education, while other health workers are trained in institutions under the 
Ministry of Health. Co- ordination cannot be assumed simply because all personnel are being 
trained under one agency. 

Different levels of co- ordination should be understood and catered for. There is the 
regional group level where individual countries try to co- ordinate their education programmes 
and to assist each other. An example is the Association of Medical Colleges of a region 
helping each other with syllabuses and curricula. 

At a national level, the mixed planning commissions serve as national co- ordinating points. 
Co- ordination may be achieved also between health and education authorities by joint boards. 
Within the health services themselves it is necessary to realize that there is a need for co- 
ordinating national health services with private institutions and for using the facilities 
afforded by the latter for training if necessary. 

Possible points of co- ordination nationally include the following: 

(1) Co- ordination between personnel in the National Health services and teachers of 

medical schools and other training institutions with a view to developing the best education 
plan to meet the anticipated personnel needs: 
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(2) Reciprocal involvement of medical teachers and health service staff in service 
programmes and teaching respectively, e.g. senior members of the health services may be on 
boards of teaching institutions and take part in the teaching; medical school staff may 

assume responsibilities in service programmes used for training of personnel, especially in 

community health teaching laboratories: 

(3) Arrangements for national health service staff, professional groups, and to some 

extent for students, to contribute to curricula development and evaluation. 

Even if all of these actions are taken co- ordination and integration cannot be guaranteed. 

It would appear that for effective co- ordination good leadership is required for each group. 

Secondly, that there should be opportunity for true dialogue between the health administration, 

the university and education authorities and professional groups. Such dialogue is crucial, 

especially when changes in curricula or methods of providing service are projected. 

The usual professional stand against the introduction of new types of health personnel, 

especially of auxiliary level, is a case in point. Such difficulties are more likely to be 

overcome if all concerned are enabled to view the functions and requirements in relation to 

the needs and wants and are ready to adapt existing programmes and to develop new ones, on 

the basis of a jointly developed plan of action. 

Necessary co- ordination in the training and education programmes are being achieved 

in some countries through centres of health sciences where the full health team is trained. 

Some countries are trying out service programmes where the members of various health professions, 

though trained separately, are made to work together as a team during their post -basic training. 

3.3 Adaptation as to type of personnel: Teamwork 

The ever -increasing complexity of bio- medical technology in the provision of health care 

under -scores the concept of the "greater medical profession ". This means that a great many 

disciplines have to be brought to bear on the needs of the society or an individual. 

The team that is required for the provision of health care has to be viewed in the same 

way as one views the different elements required for the building of a house, e.g. brick, 

metal, wood and glass. None can take the place of the other - they complement and make each 

other whole. 

Unfortunately "tradition ", the "eye on what is happening elsewhere" and lack of proper 

appreciation or understanding of the functions performed or to be entrusted becloud the 

picture. They often lead to unnecessary rejection of some types of personnel as team members 

needed for health care. 

It is, therefore, desirable to define the functions of the individual members of the team. 

In various countries auxiliary) health personnel ranges from medical assistant to nursing 

aides. This level of personnel needs to be trained simply for specific functions and tasks 

and to work within an organized health service providing for guidance and supervision, even 

though this may have to be tenuous in some circumstances. An auxiliary is no substitute for 

1 
According to the definition accepted by all United Nations agencies, an auxiliary 

worker is "a paid worker in a particular field, with less than full professional qualifications 

in that field who assists and is supervised by a professional worker ". Thus, there may be 

auxiliary personnel in medicine, nursing, sanitation, etc. Furthermore, there can be different 

levels within the broad category of auxiliaries, e.g. in nursing, there are auxiliary nurses, 

nursing aides, etc. (Off. Rec. Wld 11th Org., 1963, 127, 184). 
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fully -qualified personnel in the profession to which it belongs, in medicine and allied 
professions.' It frees fully -qualified personnel from work which can be performed by staff 
with much lesser training. It thus allows the former to increase their efficiency through 
team work. 

There can be no universally acceptable composition of the health team. Broadly there 
will be full professional grades and auxiliary grades but these types will vary from country 

to country and even from area to area within the same country, depending on the situation. 

Community medicine or health care for masses requires not only a large measure of active 

participation of the people themselves, but also of the involvement of disciplines not usually 

considered as within the health field. It follows that recognition must be given to some of 

the social and environmental science disciplines, e.g. sociologists, anthropologists, community 

development officers, sanitary and environmental engineers of various kinds. These may all 

at one time or another be considered part of the health team at a central level and of a local 

team as may be appropriate. 

In choosing the health team and the training required for its individual members, it will 

be an error to concentrate on very highly -trained and highly- specialized personnel where staff 

of less training would suffice. Staff trained for very limited and clearly defined functions 

should not be seen merely as a stop -gap to be used only till some more highly- qualified staff 

is available. In all circumstances security of tenure and vertical mobility and, in some 

cases even horizontal, are necessary to secure the high morale and performance of this staff. 

The morale of the team is indeed of the greatest importance and to this end good leader- 

ship is very necessary. Leadership is to be based on training qualifications and the 

requirements of the special work to be performed. 

It is necessary during the education of personnel, especially of professional level, but 

also, as appropriate, of auxiliary level, to pay due attention to training in leadership and 

communication. For one thing, it is necessary to avoid using such highly -specialized 

terminology as to hinder communication among members of the team. Thus it will be easier 

for the team to reason together and to work together. 

It is not too much to re- emphasize that the team approach can only succeed if members of 

á team are looked upon as performing different but complementary functions, rather than that 

one is necessarily inferior to the other. 

1 As defined in an Organizational Study made by the WHO Executive Board, para- medical 

professions include "all the professions allied to medicine which together make up the team 

of health personnel, i.e. nursing and midwifery, sanitation, dentistry, veterinary health, 

pharmacy, physiotherapy, statistics, microbiology, etc." (Off. Rec. Wld 11th Org., 1963, 127 

184). 
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3.4 Adaptation of the curricula: scientific basis and application 

The teaching of the health sciences has the essential aim of providing first students 
and later qualified personnel with the knowledge, abilities and motivation necessary for the 
effective carrying on of their activities in the fields of prevention, treatment, rehabilitation 
and, more generally, health promotion. 

The scientific basis is, with only few minor differences, identifical in all countries 
but its practical application should be logically adapted to the particular circumstances: 
examples could be taken, inter alia, from the field of nutritional problems and that of the 
clinical aspects of infectious diseases. 

Furthermore, mention must be made of the eminently desirable tendency to supplement 
traditional academic education by dynamic practical training. 

At the present time it is a striking fact that, no matter in what country, education for 

the health professions does not come fully up to requirements; this would seem to be proved 
by the setting up of committees to review curricula. What must be sought unceasingly is the 
fitting of medical education both to the progress of science and to the needs of society, 
without thereby reducing its basic quality, an objective which holds not only for present 
but also for future needs. 

Another general comment concerns the judicious adaptation of curricula, their continuous 
revision and their co- ordination for the various professional categories, in line with techni- 
cal advances and the specific roles entrusted to each health worker at all levels of health 

care. 

Apart from the scientific education he receives, the student should be aware of the fact 

that his future professional value also depends not merely on the technical but also on the 
human culture he acquires himself in his capacity as a health worker. For that reason, an 

introduction to the sciences of man, such as sociology and psychology, is being incorporated 

to an increasing extent in the basic curriculum. 

However that may be, what is important in establishing curricula is to avoid the two 

extremes of encyclopaedism and over -specialization. 

The curricula should be sufficiently flexible for the introduction of the study of new 

subjects and techniques, or the reduction to a minimum, even the deletion, of sections which 

have become, if not unnecessary, at least of low priority; only an impartial authority can 

help in making such restrictions, for specialists are little inclined to regard the subject 

they are teaching as without importance or interest. 

The essential point in both basic scientific education and its application is that 

qualified personnel must be able to observe, analyse and evaluate factors influencing health 

and in this way to understand the purpose of the activities carried on. Health personnel 

at all levels should feel concerned by and responsible for the health of the community and 

hence for its economy. Once they have adopted this approach they will learn to think no 

longer in terms of individuals but in that of groups. 

An important point is that of education in hospital -university institutes. The hospital 

is no longer sufficient for the study of all health problems. Its vocation remains the care 

of the sick, teaching and research, but from this viewpoint gaps or faults in hospital education 

are often mentioned. Among them, over -specialization, which is becoming the more and more 

exclusive attribute of these institutes, equipped with the most modern technical facilities, 

often hides from the student the problems with which he will be confronted in everyday 

practice. The hospital gives only an imperfect reflection of real medico -social pathology. 



A23/Technical Discussions/5 
page 7 

Furthermore, in hospitals the unduly individual outlook which is concerned only with 
patients, not to say "cases ", also often masks the previous history, implications or social 
repercussions of the disease. However, in the hospital itself, the out -patient departments 
and casualty services in particular can contribute to a knowledge of the living and health 
conditions of the community. Information collected at the hospital level also provides a 

very useful introduction to epidemiology. 

In view of the foregoing considerations institutions of an extra -hospital nature are now 
starting to be called on for the education of physicians, nurses and other health personnel. 
It is possible, as suggested by a report of the WHO Expert Committee on Professional and 
Technical Education of Medical and Auxiliary Personnel, to use: 

Centres for ambulatory care (polyclinics, dispensaries, curative and preventive specialty 
clinics, etc.); 

Domiciliary care services, including collaboration of medical practitioners; 

Teaching health centres - institutions designed to provide medical and other health 
services for a given community from the triple viewpoint of prevention, care and 
rehabilitation; 

Field training areas, which give the student an opportunity to discover the working 
relationships existing between health technicians and medical practitioners, for 
example. They make possible the organization of visits and various demonstrations, 
particularly in regard to environmental health. When these field training areas are 
installed in rural districts they can provide an excellent stimulus for making clear 
that work in these fields, although often difficult, is not without professional 
interest. This will be all the better accepted when the working conditions are 
associated with certain financial advantages. 

In conclusion, it will be well to point out the danger which frequently arises from the 
education of students outside their country of origin. Those who have had the possibility 
of enjoying such education sometimes experience feelings of frustration when they do not find 
the same working conditions or the same health problems they have known elsewhere. 

There is a psychological difficulty here which has been noted and which warrants thorough 
study. Its solution would perhaps greatly reduce the "brain drain" which is such a serious 
problem in some countries. 

3.5 Complementary and post -basic education 

The need for the members of the health team to have a more advanced training than they 
received during their basic studies is generally recognized as an essential factor for prog- 
ressive improvement of the quality of the services. In this respect several possibilities 
are available, apart from the education which personnel can give themselves by reading various 
publications in their own field. They should be able to enjoy continuing education, either 
through in- service training, thanks to the assistance of the most qualified members of the 

team, or through participation in seminars, practical training periods, visits, discussion 
groups, refresher courses, etc. 

Among the suggestions which might be made concerning physicians and, making due allowances, 
the other professions, is a supervised probationary period after the basic studies and before 
full professional practice is taken up. This appears equally valid for people on their 
return from training abroad. To counterbalance the attraction of complementary and post - 
basic study abroad, regional centres set up in institutions selected because of their prestige, 
might be useful. In any case the efficiency of personnel engaged in health activities depends 
on the education they have received at the basic level, university or other, as well as at the 

post -basic or complementary education level. 
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To train the large number of teachers that are required by the expansion of teaching 
institutions, it is no longer enough for teachers to be enabled to take the various academic 
degrees. Their period of training can be shortened, and the efficiency of those already 
teaching improved, by initiating them into the psychological bases of the educational process, 
and by preparing them to use modern educational methods and techniques (audio- visual media 
and programmed teaching for example). 

It has been said that "a good clinician or a talented scientist is not necessarily a 
good teacher ". In this connexion the example was given of an establishment for the training 
of health personnel which selects its instructors in accordance with their teaching abilities. 
It would be doubtless going too far to take only this single aspect into consideration, but 
it should play a by no means negligible part. 

It is not enough for the teacher merely "to know ", he must be made aware of the best 
means for transmitting his knowledge and be able to adapt those means to the abilities of 
those he is responsible for teaching. In establishing teaching methods and in their evaluation 
it is often useful to secure the collaboration of those benefiting by the teaching, i.e. the 
students. 

It is possible furthermore to imagine a group of specialists in medical teaching, a small 
one, studying with the teaching profession on the spot the best ways of providing an adapted 
education. 

Among teachers, the professors of public health at medical schools should participate in 

programmes of health work so that they can have practical personal experience of the medico - 
social problems of the community and their theoretical instruction can be enriched by the actual 
situations they have observed. 

Teachers try, more than other personnel, to keep abreast of developments in the sciences 
and techniques they teach. Nevertheless they need at stated intervals and for stated periods 
in the course of their careers to do training periods abroad in order to compare their experience 
with that of other colleagues. 

In the fields of complementary and post -basic education the same close co- ordination 
between health and university authorities must be envisaged, in order to adapt the training 
given to the needs of society in the most suitable way. 

3.6 Evaluation and research, factors in adaptation 

Evaluation is an integral part of the planning of education, It is in the interests of 

planners and teachers to collaborate very closely. 

Continuing evaluation of the efficiency of teaching methods and of the content of studies 
would result in courses, curricula and even the aims of training being altered where necessary. 
The relations between teaching techniques and learning processes also deserve thorough study. 

Very little is in fact known about evaluation methods. More thorough studies on this 
subject would help to overcome the obstacles that still stand in the way of changes in medical 
teaching in the broad sense of the word. 

The setting up of a larger number of laboratories specialized in teaching would make it 
possible to study the various teaching methods scientifically and to judge their respective 

merits in the health sciences. 

The aspects of evaluation which are relevant to the training of health personnel include 
inter alia: 

(i) continuing evaluation of the extent to which the objectives of the training of 
medical and health personnel (categories and numbers) are being achieved; 
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(ii) analysis of the attitude of the population to be served, and changes in it, of 
peoples' reasons for asking for medical and health care, and of the needs felt (these are data 
which, moreover, are of great importance for health education); 

(iii) determination of the extent to which the education given takes into account the 
populations' health problems and needs, as well as the nature of the tasks to be performed; 

(iv) evaluation of students' abilities and aptitudes; 

(y) evaluation of the quality of the work done by health personnel in the light of 

accepted standards, objective methods of assessment and the comments of qualified supervisors. 

International co- operation by defining priority choices, would intensify the implementation 
of an operational research and evaluation programe in this, most important, field of education 
for the health professions. 

III. CONCLUSION 

Eight groups with 225 participants, from among those attending the Twenty -Third World 
Health Assembly, have had a full day's discussion (8 May 1970) on the "Education for the health 
professions - regional aspects of a universal problem ". They included Ministers of Health, 
public health administrators and other health specialists, as well as university professors and 
other teachers of health personnel. There were physicians, nurses, dentists, public health 
engineers and sanitarians, occupational and physical therapists, radiology technicians and 
members of other health professions. Each group discussed, to a smaller or larger extent, 
mainly the items which had been suggested for this purpose. The eight group reports were 
reviewed in a joint session, the morning of 9 May 1970. The group reports and the comments 
made on them, have formed the basis of this collective final report of the Technical Discussions. 

This final report summarizes the main points of view expressed and the conclusions drawn 
with reference to the individual items discussed. These are given in the body of the report. 

It seems appropriate to mention in this concluding stage five elements which appear basic 
to all efforts for securing the health personnel best suited to the needs and resources of a 

region - be it a group of countries, a whole country or a limited part of it. 

1. Willingness to and provision for close co- operation between those responsible for 
health services to the public and those responsible for the education of the necessary health 
personnel, in medicine, in the para-medical professions and the auxiliaries to them. 

2. Willingness to and provision for a reasonable distribution of functions between 
various members of the health professions and their auxiliaries, with attention to team work. 

3.. Willingness to and provision for effecting changes in the education programme, both 

as to the types of personnel to be trained and as to the content of their training. 

4. Willingness to and provision for a continuous education of all health personnel, both 
to refresh and to advance their basic knowledge, including pedagogic sciences for teaching 
staff, and to adapt it to the evolving health and social conditions and needs. 

5. Willingness to and provision for a continuous study of the inter -relationships between 
education and services and of the performance of each of these two constituents - through 
systematic evaluation and operational research - with a view to introducing such changes as 
appear indicated, while keeping pace with advances in knowledge. 
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In brief, to secure the best possible services to all segments of the population, urban 
or rural, developing or developed, one cannot depend only on the highly -trained physicians. 
Well- trained doctors should be ready to assume leadership of a team of health workers, 
including their auxiliaries, in order to ensure both quality and efficiency of service. 
Adapting the education for the health professions, including medicine, to the local needs and 

resources and a judicious distribution of functions between physicians and other health 
professions and auxiliary level personnel, seem the most promising solution to the problem 
of expanding health services in the face of manpower and financial limitations. 
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