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TWENTIETH MEETING 

Thursday, 20 May 1976, at 8.30 a.m. 

Chairman: Professor F. RENGER (German Democratic Republic) 

1. FIFTH REPORT OF THE COMMITTEE (Document A29/71 - Draft) 

Dr SADELER (Benin), Rapporteur, read out the draft fifth report of the Committee 

(document A29/71 - Draft). 

Decision: The report was adopted. 

2. INTENSIFICATION OF RESEARCH ON TROPICAL PARASITIC DISEASES: Item 2.5.6.2 of the Agenda 
(continued) 

Dr LEAVITT (United States of America) informed the Committee that, together with the 

delegations of Argentina, Australia, Egypt, Federal Republic of Germany, Nigeria, Sierra 

Leone, Switzerland and the United Kingdom of Great Britain and Northern Ireland, his delegation 

wished to withdraw the draft resolution on tropical diseases they had jointly proposed and to 

be associated with the delegations of Finland, Sweden, USSR and United Kingdom as co- sponsors 
of the draft resolution those delegations had proposed, also at the previous meeting. 

Following extensive consultations, the delegate of Finland had, on behalf of all the original 

sponsors, accepted certain amendments which met the purpose of the draft resolution submitted 

by his own delegation and others. 

The CHAIRMAN invited the Committee, before taking up the draft resolution on 
intensification of research on tropical parasitic diseases, to comment on the draft resolution 

on leprosy control put forward at the previous meeting by the delegations of Afghanistan, 
India, Nepal and Papua New Guinea. 

Dr VIOLAKI- PABASKEVAS (Greece) suggested that the words "and health education" should be 
added at the end of operative paragraph 2, subparagraph (1), since health education had an 

extremely important role to play in connexion with early diagnosis and rehabilitation in 

leprosy control. 

Dr VILCHIS (Mexico), commenting on the reference to "infectious cases" at the end of 
operative paragraph 2, subparagraph (1), expressed a preference for use of the term 
"infectantes" in Spanish, rather than "infecciosos ". This would strengthen the draft 
resolution. 

Dr MICHEL (France) considered that "contagieux" would be more accurate than "infectieux" 
in French. 

Dr ALFA CISSÉ (Niger) agreed with the French delegate on that point. Further, he 
suggested that in the first line of operative paragraph 2, subparagraph (2) the words "aid 

with bilateral agencies" should read: "bilateral and multilateral agencies ". 

Dr GOEL (India), on behalf of all the sponsors of the draft resolution, accepted the 
various amendments proposed. 

Decision: The draft resolution, as amended, was approved. 

The CHAIRMAN invited comment on the draft resolution on intensification of research on 
tropical parasitic diseases, proposed at the previous meeting. 

Professor DOGRAMACI (Turkey) suggested that the title of the draft resolution should read: 

"Intensification of research on parasitic and other tropical diseases ". He also suggested 

that the third and fourth lines of the third preambular paragraph should be amended to read: 

"envisaged to intensify research on parasitic, other communicable and tropical diseases; ". 
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Dr HELLBERG (Finland) said that, as the United States delegate had already indicated, 
consultations had taken place and had resulted in agreement to incorporate in the draft 
resolution under discussion the concerns originally expressed in the draft resolution on 
tropical diseases. He was also willing, on behalf of all the sponsors, to accept the 
amendment just suggested by the delegate of Turkey. The delegate of Zambia had asked to be 
associated as a co- sponsor, as had the sponsors of the draft resolution on tropical diseases, 
to which he had just referred. He suggested that a revised text of the draft resolution now 
under discussion should be circulated to the Committee and action taken later. 

Dr SCEPIN (Union of Soviet Socialist Republics) believed that, since no changes of 
substance were envisaged, there would be no objection to a decision being taken immediately if 
the delegate of Finland could present the revised text orally. 

Dr HELLBERG (Finland) accordingly read out the revised draft resolution, as follows: 

The Twenty -ninth World Health Assembly, 
Having examined the progress report submitted by the Director- General describing the 

present status of planning and pilot operations of the special programme for research and 
training in tropical 'diseases, in accordance with resolution W1A27.52; 

Recalling also resolutions WHA28.51, WНA28.66 and W1A28.71; 
Taking note of the discussions at the fifty - seventh session of the Executive Board 

and of resolution EB57.R20 endorsing the steps taken and envisaged to intensify research 
on parasitic, other communicable and tropical diseases; 

Realizing the need to mobilize all possible resources, including particularly the 
potential from the pharmaceutical sector as part of the role of WHO in coordinating and 
accelerating the important special programme for research and training in tropical 
diseases; 

1. THANKS the Director -General for his report; 

2. APPROVES the development so far of the special programme for research and training 
in tropical diseases; 

3. APPROVES the strategy of the development of scientific aspects of the research 
through scientific working groups (task forces) of eminent scientists brought together 
for the purpose by WHO, and the progress already made in establishing these groups and 
in their work, which should best focus the available resources on correct priorities 
particularly in developing new pharmaceutical e.g. chemotherapeutic and immunological 
tools for disease control; 

4. THANKS those governments and voluntary agencies which have contributed financially 
to the development of programme planning and pilot projects in this field; 

5. URGES that all Member States participate as fully as possible in the work of the 
special programme by offering the cooperation of their researchers, and by donations of 
funds and the provision of facilities, in order to further the research and training 
activities planned; 

6. REQUESTS the Director -General: 

(1) to enlarge the net of WHO national scientific collaborating centres and 
institutions in order to enhance their contribution to this programme; 
(2) to establish contacts with universities, appropriate research institutions and 
the pharmaceutical sector for the development of new methods of controlling tropical 
diseases and evolving new preventive and therapeutic substances; 
(3) to report to the fifty -ninth session of the Executive Board and Thirtieth 
World Health Assembly on the progress made. 

Decision: The draft resolution was approved. 



A29/A /SR /20 
page 4 

3. REPORTS ON SPECIFIC TECHNICAL MATTERS: Item 2.5 of the Agenda 

Health manpower development: Item 2.5.7 of the Agenda (Resolutions WHA24.59 and ЕB57.R21; 
Document A29/15) 

Professor ROSTRZEWSRI (representative of the Executive Board), introducing the item, 

stated that the Board had, at its fifty - seventh session, reviewed a comprehensive document 
submitted by the Director -General on health manpower development. That document, 
incorporating a few changes suggested by the Board, was contained in document A29/15. 

He drew attention to the main features of the report. Part I reported on the action 

taken over the past 5 years to implement a series of resolutions on health manpower 
development. Part II outlined future programme proposals, both for Member States and for the 
Organization. Part III described achievements to date, and proposed further action regarding 
the international migration of physicians and nurses. Part IV offered suggestions regarding 
the training and utilization of the manpower reservoir constituted by traditional healers, in 

support of primary health care within comprehensive health care systems. 

The future programme proposals contained in Part II of the report were based on Health 
Assembly resolutions, and implied significant changes in the health manpower development 
process. The main characteristics of the change in perspective were that the Organization's 
health manpower development programme should attack basic priority problems such as the lack 
of trained personnel, should aim at national self -reliance in ensuring total health coverage 
through the use of balanced health teams, and should ensure that the health manpower 
development process was directed towards the development of health services, with emphasis on 
primary health care within a comprehensive health care system and making use of auxiliary and 
community health workers (including, where appropriate, traditional healers). Referring 
specifically to Part I, paragraph 5.3, he drew attention to the fact that the new title of the 
working document on the village health worker was "The primary health worker: Working guide; 
Guidelines for training; Guidelines for adaptation ".1 The document had been distributed in 
the Committee. He emphasized that the Executive Board had supported the view that WHO 
should be an agent for change, so as to stimulate ideas and action and coordinate 
international work in health manpower development. 

Priority areas in which WHO could cooperate with Member States in the development of 
health manpower included: establishment of mechanisms for the integrated development of 
health services and manpower; planning of health manpower within the context of national 
health planning; training and utilization of a balanced "mix" of health personnel; and 
intr6duction of systematic processes for planning the education and training of health 
personnel, including techniques for communication, management and evaluation at all levels 

The report suggested that the success of the programme for health manpower development 
might be measured in terms of three main output indicators, namely: extension of health 
coverage to the entire population, improvement of quality of such coverage, and consumer 
participation and satisfaction. Members of the Board had suggested that those principles 
should be widely communicated in order to serve as guidance among Member States. Considering 
that absolute and relative shortage of health manpower, combined with often inadequate and 
irrelevant training of such manpower, hadcbeen important factors impeding health coverage of 
populations, and recognizing the need for vigorous and integrated action, the Board in resolu- 
tion EB57.R21 had recommended that the Health Assembly should adopt a resolution endorsing the 

programme proposals contained in the report (Official Records No. 231, pages 14 and 15). He 
drew particular attention to the final operative paragraph of the proposed resolution, in 
which the Director -General was requested to explore ways and means of implementing the 
recommendations for the Organization's future activities in health manpower development as 
set forth in his report. 

Professor TRAPERO- BALLESTERO (UNESCO) expressed appreciation at the opportunity given 
him to address the Health Assembly on behalf of his Director- General. 

Following on the statement made by the UNESCO representative at the fifty -seventh session 
of the Executive Board, he emphasized the great importance which UNESCO attached to the con- 

tinuation of the fruitful cooperation already existing between WHO and itself in the complex 
fields of health manpower training. UNESCO hoped that that cooperation could be further 
extended in respect of the programme just presented. Reference was made in the report to 

1 Document HMD /74.5 (Rev. 1976). 
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the various undertakings carried out jointly by WHO and UNESCO since 1971, as well as to those 

proposed for future years. In that connexion, he drew particular attention to activities 

relating to rural development, health education, training of teaching personnel and of workers 

in environmental health, education planning, etc., as well as to joint participation in field 

work. 

One matter worthy of further attention was the broadening of higher education with a view 

to adapting it more closely to the needs of community development, taking into account also 

the aspect of mobility of persons within those educational systems. The main reasons for 

the rapid increase in international mobility were well -known. For the developing countries, 

in particular, the need for training their nationals abroad would remain for some time yet. 

The question of speedy and effective reintegration of such trained workers in their communi- 

ties of origin was therefore vital, since all governments were highly conscious of the need 
to take advantage of such training of their nationals in the interests of development. The 

trend towards social mobility complemented the mobility as between country and country. 
Since that entire question had not been sufficiently taken into account in the past, UNESCO 
had undertaken projects aimed at achieving a better balance in the movement of students, 
professors, research workers and professionals. Its long -term objective was the establishing 
of criteria for the satisfactory evaluation of training, leading to legislation that would 
ensure a genuine equivalence of degrees and diplomas. In that regard, he drew attention to a 

regional agreement on equivalence of studies, degrees and diplomas of higher education in 

Latin America and in the Caribbean region which had come into effect in June 1975. A similar 
agreement relating to European and Arab countries in the Mediterranean was ready for signature 
and other agreements relating to areas in various parts of the world were in the process of 
preparation. Those activities were intended to facilitate the access of students to various 
stages of training, and, moreover, to ensure speedier and easier reintegration into their own 

countries of professionals trained abroad. He believed that the Health Assembly had also 
been concerned with that trend. 

Dr ZSёСёN (Hungary) commended WHO's initiative in taking a global approach to the 

question of health manpower development. The comprehensive programme rightly concentrated 
its efforts on developing countries but did not neglect the problems of the developed 
countries also. 

Her country had considerable experience with three particular aspects of the programme 
and was ready to share that experience with the international community. In the first place, 
integrated development of manpower and organization of health services were fields in which 
Hungary had achieved considerable success over the past 25 years. All institutes for the 
training of health professionals, including medical schools, were under the authority of the 

Ministry of Health. The reforms made were intended to bridge the gap between theory and 
practice, i.e. to ensure that studies were relevant. While much had been accomplished, a 

great deal remained to be done. 

Secondly, in connexion with the stress laid by the programme on the growing role to be 

played by health care teams, she said that health care of rural populations in her country was 

carried out by means of teams, whose various members had clearly defined tasks. A point 

worthy of emphasis was the need for close cooperation between members of the team at the 

training stage. Hungary had a good doctor /population ratio, and its situation was about 

average among European countries where the ratio of paramedical personnel to population was 

concerned. This was because of the high priority given to the training of doctors and 

paramedical personnel in national projects within the overall development of the economy and 

of health. In 1950, the number of doctors per ten thousand population had been 11, and it 

had increased in 1970 to 22.8. The ratio of paramedical staff to one doctor had been 1.5 in 

1950 and had increased to 3. In the following 15 years, the present ratio of 23 doctors 

per ten thousand population should increase to 28, and the ratio of auxiliary staff to one 

doctor to 4 or 4.5. 

She agreed with the particular emphasis in the programme on the new trend towards 

management of health manpower, and on continuing training. There also, her country had had 

wide experience over several decades. For instance, regular refresher courses, well - 

organized and at a very high level, were given not only to doctors but also to all other 

categories of health personnel. 
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Dr GOMAA (Egypt) said that the report gave a precise analysis of all aspects of the 
problem. He had been particularly interested in the sections on the difficulty of finding 
teachers for the institutions set up rapidly to train the numbers of auxiliary staff that 
were needed, and on the problem of supplying modern training aids to medical schools and 
schools responsible for intermediate level training. Egypt had received help from WHO, both 
directly and in conjunction with UNICEF, and the report made it clear that his country could 
count on receiving still more help with regard to meeting the needs for manpower training in 
various health fields. He hoped tangible results would be seen in the near future. Planning 
for the training of manpower to meet the health needs of the country would have to take into 
account not only the needs of the health services but also the capacities of the training 
institutions. Such planning required expert help and experience of manpower development based 
on the classification of functions (both quantitative and qualitative), with a view to long- 
term planning of training at all levels, beginning with general education and extending up to 
medical qualification and specialization. WHO could help in organizing study groups and 
seminars to scrutinize the various strategies relating to health manpower development. In 
this way guidance would be given to national health authorities and institutes and it would be 
possible to avoid a misuse of manpower resources resulting in problems of scarcity or 
unemployment. 

Dr DOURAMACI (Turkey) asked whether medical faculties and schools of health sciences were 
producing the right kinds and numbers of health workers to meet the urgent needs of their 
countries. Although efforts to improve training methods had intensified in the past two 
decades, many developing countries still modelled their medical schools on those of the 
industrialized western world. It had been repeatedly stated that medical education must be 
relevant to the needs of the society in which it took place. Such health patterns as mor- 
tality and morbidity, together with epidemiological data, should indicate the areas to be 
given greatest emphasis in the light of changing health patterns in the community. He 
believed there should be an entirely new approach to teaching programmes, not only in the 
developing countries but also in the industrialized ones. By rearranging the curriculum, 
the length of studies could be shortened. In the traditional pattern of medical teaching, 
the first two years were generally devoted to the study of the basic sciences. One innovation 
might be to start with family health aid community health, and to follow up with the clinical 
and the basic sciences in an integrated programme. 

Traditionally, the teaching hospitals attached to medical schools were sophisticated 
institutions for treatment, but the patients seen there were not representative of those who 
normally consulted a general practitioner. In one medical set -up with which he was con- 
cerned, some seven rural health centres referred their patients to one district hospital, 
from where they were referred to a university teaching hospital; of the 30 000 seen in the 
paediatric age -group in 1971, 93% were treated at the rural health centres and 7% were referred 
to the district hospital, one-third of the latter being hospitalized; only 0.75% of the 
30 000 patients had to be referred to the university teaching hospital. He concluded that 
medical faculties, especially in developing countries, should use primary care centres for 
teaching purposes in preference to sophisticated teaching hospitals. It might be objected 
that such a teaching system would not be accepted by institutions in the industrialized 
countries for granting equivalence of diplomas and degrees. Lack of equivalence might, 
however, be an advantage in that it would limit emigration of manpower. 

The report discussed teacher training programmes in progress and in the planning stage. 
The teachers involved in such programmes should be carefully selected in the hope that they 
would be pioneers in kindling curiosity in their students and encouraging them to adopt new 
systems, altogether different from the traditional or classical ones. Scientific knowledge, 
including medical knowledge, was increasing rapidly: more than half of what had been taught 
forty years ago had since been found to be incorrect or, at least, inaccurate. Students 

should therefore be taught to appraise critically their skills and knowledge in the light of 

modern developments. . 

He stressed the importance of improving the status of general practitioners. WHO, in 

cooperation with national governments, should do everything possible to ensure that they 

enjoyed a prestige at least comparable to that of specialists. General practitioners, and 

also nurses, should be included in sufficient numbers on the staff of every medical faculty. 

He did not subscribe to the idea that medical students who failed at some point in their medical 

training could be oriented to other health careers. They should be directed to a profession 

outside the health sciences so that members of the health team did not feel that those who were 

not doctors were the less capable students. 
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Professor MILLER (World Federation for Medical Education) said his organization strongly 
endorsed the proposals for health manpower development contained in the Director -General's 
report. The Federation represented the regional, national, and local associations of medical 
schools in Africa, the Americas, Europe, the Middle East, and certain major countries in 
South -East Asia and the Western Pacific. It could point with pride to past progress in 

educating physicians made by the medical schools comprising those associations, but it was 
clear that new initiatives in health manpower developments would be needed if expanded and 
improved health services were to be provided for all Member States of WHO. The report offered 
persuasive evidence that the task could not be accomplished by medical schools alone. But the 
schools must adopt new strategies in educating physicians for new functions, so that they would 
be integral elements in a system of health service and medical care for all, rather than 
independent providers of those services for the relatively few. If the Health Assembly 
accepted the recommendations in the report, the World Federation for Medical Education looked 
forward to working with all those groups whose efforts would be required to translate the 
principles into practice. 

Professor LEOWSКI (Poland) expressed full agreement with the statement in the report 
that most of the problems it covered would have to be solved at national level, using all 
available resources and possibilities; and that the role of WHO could be that of stimulating, 

coordinating, and facilitating international cooperation. He said that medical schools were 
not preparing their graduates according to the real health needs of communities - or, at 

least, not in all respects. That was the main reason why postgraduate education had become 
so important. Medical education must be considered a life -long process and a formal system 
of postgraduate education, including a system of specialization, should be organized. Post- 

graduate education should be fully integrated with the national health service and thus able 
to respond directly to the changing health needs of the population. Training should be 
undertaken at the most peripheral level of the health services. With regard to teacher 

training, the report contained an important well -planned programme, of great relevance to 

present and future requirements. 

He stressed the need for WHO to advise countries on the various aspects of health manpower 

development, including methodological aspects of research on health manpower. His delegation 

supported the proposal for the integrated development of health services and health manpower 

and his country was ready to share its experience in this respect with other Member States. 

Dr КRAUSE (German Democratic Republic) said that health manpower planning should be a 

constituent part of national economic planning and that the central planning organs, on the 

basis of demographic projections, should provide planning targets for manpower development in 
accordance with the heálth needs of the different areas. In the German Democratic Republic 
the health institutions notified their labour demands according to a previously established 
ratio of medical and paramedical personnel, which depended upon the health care tasks stipu- 

lated in the state plan. Between 1960 and 1975 the proportion of those working in the health 
services had risen from 3.3% to 5.1% of the total working population. Thus, the health 
services were among the few sections of the economy to have received an increase in manpower. 
In addition to the medical education of students at the six universities and three medical 
academies, great emphasis was placed on postgraduate and continuing training of physicians, 

which was a uniformly planned process. The Academy of Postgraduate Medical Training was 
regarded as essential for the organization and carrying out of postgraduate and continuous 

education. A prerequisite for the efficacy of medical training was that it should be a 

uniform process of coordinated educational steps, with clearly defined educational goals and 
objectives. 

For paramedical staff, special courses were organized by the Central Institute for the 

Continuing Training of Paramedical Personnel, as well as by the regional academies. All forms 

of education and continuing training in the German Democratic Republic were open to foreign 

health personnel, who came mainly from the developing countries. Special courses in tropical 

medicine were organized for students from tropical countries. Specialized training was also 

being provided for a number of WHO fellows. His country would be in a position to organize 

specialized training courses, financed by its own contributions to UNDP. 
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Dr RODRÎGUEZ TORRES (Spain) said, since adequate numbers of properly trained personnel 
were a prerequisite for the successful implementation of health programmes, the education and 
training of health personnel at both national and the international level should be given 
highest priority. In his country, attempts were being made, with the help of WHO, to adopt 
new criteria for a systematic and planned approach to the definition of teaching objectives 
and new methods of in- service training. In this connexion, the teaching manual mentioned in 

the report was very useful and he thought it should be given wide circulation. It was a 

matter of concern to his delegation that the concept of continuing education had been 
insufficiently developed in Spain. 

He felt that not enough attention had been given in the report to a problem that was 
particularly acute in Spain but also affected a number of other western countries, namely, the 
excessively large number of students applying for admission to medical schools. The figures 
given in Annex 4 to the report pertained to 1970, but during the subsequent five years the 
number of requests for admission to medical schools had doubled in his country. He thought 
it would be useful if WHO would make a study of this problem and report on it. 

Dr CUMMING (Australia) said that Part II of the report, containing proposals for future 
activities, was particularly important. Section 2 gave a concise description of the major 
difficulties in relation to health manpower development, which was just as relevant to the 
developed countries as to those in the process of development. The undue emphasis being 
placed on traditional training of certain categories of health personnel, especially doctors, 
at the expense of other groups, needed to be corrected. Section 3 gave a most useful 
description of the principles, aims and objectives of manpower programmes. Special attention 
should be given to the statement that "all health activities should be undertaken at the most 
peripheral level of the health services as is practicable, by the workers most suitably 
trained to carry out these activities ". Emphasis should also be placed on the statement that 
changes in the health manpower system could only be carried out in the countries and by the 
countries themselves, with WHO acting as coordinator and catalyst. The development of various 
categories of health personnel must be aimed at satisfying the health needs and demands of the 
people. In the past, curricula that were of no relevance to the needs of a particular country 
had played a considerable role in the production of the brain drain. With regard to the 
emphasis on the training of health auxiliaries referred to in section 4.3 of Part II of the 
report, he was gratified to note that emphasis was also laid on the need to train more doctors 
for the role of leadership in health teams and in community development. Too frequently 
nowadays, there was a tendency to talk of the importance of health auxiliaries and to forget 
that the doctor working from some central health post was still the vital member of the health 
team. Through the health auxiliaries, his expertise and knowledge were passed on to a much 
wider community than would be the case if he were attempting to treat each person individually. 

Referring to Part III of the report, he said considerable stress should be placed on 
training health workers for the requirements of their own countries rather than to gain 
qualifications that would be accepted internationally. That was not a matter of lowering 
standards, but of providing more appropriate training; it should result in the graduate being 
better suited to his job and gaining greater job satisfaction. It was only by taking such a 

positive approach that any real end to the problem of the brain drain could be seen. Measures 
taken to prevent the migration of health personnel, either by limiting their exit or restric- 
ting their entry into particular countries, merely seemed to divert the flow into other 
directions. 

Professor EBEN MOUSSI (United Republic of Cameroon) said that in the developing countries 
not only was there a shortage of health personnel at all levels, but supplies of equipment and 
financial resources were also inadequate. There was often .a gap between the urgent needs of 
the ministerial departments directly concerned with health work and the number of students 
admitted to teaching institutes. It was necessary to promote a well -balanced policy of 
education of health personnel at all levels. Such a programme might seem ambitious if 

attempted by the developing countries individually. Collaboration and grouping of training 
facilities at the regional level therefore seemed desirable. In his country there was 
approximately one physician for 20 000 inhabitants, which was a relatively high ratio for 
countries in Africa south of the Sahara. In comparison with western countries, however, the 
ratio was a modest one. But it was not possible simply to transpose standards from western 
countries to developing ones with quite different socioeconomic, ecological and cultural 
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conditions. More than 10 years ago, the Cameroon Government had decided to adopt an innova- 
tive but pragmatic approach to the training of different categories of health personnel. It 

was grateful to WHO for the constant support that it had given in all phases of the elaboration 
of the philosophy and the practical realization of the project for the establishment of the 
University Centre for Health Sciences at Yaoundé. At that centre, multidisciplinary and 
multiprofessional training was given to integrated teams of community health personnel. Six 
years after the establishment of the Centre, it could be said that the first results were very 
encouraging and indicated a need to revise certain long -held concepts concerning doctor/ 
population ratio. He believed it would be better to select a standard that expressed the 
ratio of the number of active health teams to the number of inhabitants and the variations in 
that ratio over a certain period of time. He therefore firmly supported the proposals in the 
report for the development of integrated services of health personnel with a view to reaching 
a correct balance, both quantitatively and qualitatively, between the different levels. 

He could not subscribe completely to the principle of establishing a permanent country - 
specific mechanism for functional integration of health services and manpower development, as 
suggested in section 5.1.1, Part II of the report, since very much depended upon the political 
structure of the country. He could, however, support the principle of integrated action in a 
spirit of coordination and collaboration. 

As regards the utilization of practitioners of traditional medicine, he suggested setting 
up national commissions to study all aspects of traditional medicine in order to promote 
medical understanding of traditional methods and confidence in them. In that way, it should 
be possible to progress gradually towards a situation in which modern medicine could profit 
from traditional medicine - not only by learning more about the uses of medicinal plants but 
also by gaining a better insight into the psyche of the patient and a deeper understanding of 
his illness. 

Dr BONDZI- SIMPSON (Ghana) congratulated the Director -General on his report and said that 
Part IV in particular (Training and utilization of practitioners of traditional medicine aid 
their collaboration with health care delivery systems) was encouraging. The art of such 
practitioners could not, particularly in the developing countries, be easily dismissed and the 
time had come to discard former prejudices. 

Ghana had embarked on a policy of utilizing all such available resources. A centre for 
research into plant medicine had been established, and, in close collaboration with the Faculty 
of Pharmacology in the University of Science and Technology, was studying the potentiality of 
local plants and herbs. The centre's aim was to establish close liaison and collaboration 
with the traditional practitioners in order to harness the latter's knowledge scientifically. 
In the field of maternal and child health, 75% of the deliveries, particularly in rural areas, 
were attended by traditional birth attendants, who were now being trained in the techniques of 
asepsis and the promotion of maternal health. His delegation supported the Director -General's 
proposals on the training of practitioners of traditional medicine and traditional birth 
attendants and their eventual integration into the health service. In some cases it was the 
only way of extending basic health services to the underserved rural periphery. 

Dr HIDDLESTONE (New Zealand) congratulated the Director -General on the progress made in 
the field of health manpower development. 

In New Zealand, following a recent conference on medical manpower planning, it had been 
decided to proceed with integrated planning: data from all health professional groups would 
be used to develop computerized forecasting models. 

In countries like New Zealand where medical and paramedical workers required annual 
practising certificates, it was possible to obtain a detailed confidential return with the 
annual application form. The information thus obtained could be fed into an electronic data - 
processing system capable of providing a comprehensive statistical analysis of the size of the 
work force and its utilization; more specific information could be obtained by sample surveys 
and construction of simple labour -supply projection models. 

The information given in the report on international migration of manpower was both 
sobering and impressive. New Zealand was aware of the problem and while welcoming postgraduate 
students for appropriate training, was uneasy at the reluctance they often showed to returning 
home after training. There were two possible ways of approaching the problem. First, 
registration should be allowed only on a temporary basis for genuine postgraduate students, 
thus helping to ensure their return to their home country on completion of training. Secondly 
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it was possible to evolve high standard postgraduate diplomas of restricted registerability. 
For example, the Fiji School of Medicine had high standards and its graduates commanded respect 
throughout the Western Pacific Region. Nevertheless the Royal College of Obstetricians and 
Gynaecologists had decided not to recognize the Fiji diploma as a prerequisite for the College 
membership examination. Such membership was universally recognized as a specialist qualifica- 
tion in most English -speaking countries, and it had consequently been decided to establish at 

the Auckland School of Medicine and National Women's Hospital a postgraduate course in 
obstetrics and gynaecology of identical content and standard to that membership. Fiji School 
graduates were therefore trained to an identical standard but received a different diploma, 
recognized in their native country but not in New Zealand, thus forcing them to return home 
for specialist practice. That model might well be considered as being relevant in a wider 
context. 

Dr GOEL (India) said that attempts had been made in India to remove the imbalance between 
the availability of medical care and health services in urban and rural areas, particularly 
in the country's backward areas. 

Eighty per cent. of India's doctors provided services only in urban areas, with the result 
that people living in rural areas had to travel long distances for hospital treatment. Because 
of the present system of education and training, doctors were reluctant to go to rural areas 

and remote parts of the country; but if the goal of providing the entire population with 
primary health care by the end of the century was to be achieved, the entire structure of 

medical education and training would in fact have to be reoriented. 

The education and training currently provided, being urban -orientated, was built around a 
system of sophisticated laboratory and other facilities, which had no application in rural 
areas: hence the "brain drain ". However, a national examination board had recently been set 
up for postgraduate medical training, and there had been a large increase in the number of 
medical colleges. In spite of that there was still no well -developed, comprehensive aid 
competent health care service for the rural areas and poorer sections of society. 

The general feeling, therefore, was that medical education and training could be so 
orientated as to produce all the members of the health team, including doctors conversant with 
the basic health problems of both rural and urban communities and who were able to play an 
effective role in preventive and curative health services. Further, medical education should 
be so modified as to meet the changing requirements of both urban and rural communities 

While his delegation was in general agreement with the draft resolution recoшmended in 

resolution EB57.R21, it felt that insufficient emphasis had been placed on the training of 

physicians, and accordingly proposed that a new subparagraph should be added to operative 

paragraph 2, following the present subparagraph (4), as follows: 

"(5) to assist Member States in restructuring the curricula for the education of 

all the members of the health team, including doctors, both at undergraduate and post- 

graduate level so as to relate them to the life conditions existing within the 
community." 

Professor SCEPIN (Union of Soviet Socialist Republics) said that in the voluminous 

document before the Committee an attempt had been made at a comprehensive analysis of one of 

the basic aspects of WHO's work. The document raised a whole series of important problems, 

of interest to virtually all Member States. WHO's health manpower development programme was 

one of its most important long -term activities, and had received the fullest possible support 

from the Soviet Union right from its inception. 

The Soviet delegation supported the principles set out in the document as providing a good 

basis for solving problems in the field of health manpower development. Of particular interest 

were the proposals regarding WHO's work in the coming years on the preparation of an 

international classification of health manpower and, in cooperation with ILO and UNESCO, a 

revision of the international classification of health occupations; the parts on planning of 

health manpower, and content and process of training, were particularly important. The 

document could serve as a basis for WHO's long -term programme in that field. More concrete 

definition however was required in Part II (Proposals for future activities). There should be 

some indication of time limits, clearly defined targets, and output indicators that would allow 

evaluation of the effectiveness of the programmes. The question of elaborating a general 

model for each specialist making up the health team should be reflected in the programme in 
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more detail and more clearly. In that connexion, he supported the amendment proposed by the 
delegate of India. It was a vitally important problem which could and must be solved through 
the efforts of an organization such as WHO. The general model, which could be adapted by 
each country to its own conditions, would demand a lot of work of WHO - both scientific 
research and methodological studies; but it would help solve the problem of equivalence of 
diplomas on an appropriate scientific basis. Further, in drawing up the long -term programme 
more use should be made of the valuable experience acquired by Member States that had had 
successful results with the training of medical personnel. 

He supported the draft resolution recommended by the Executive Board, but proposed the 
following amendments. 

First, a paragraph should be added to the preamble as the second preambular paragraph as 
follows: 

"Reaffirming the main principles contained in resolutions WHA24.59, WНA25.42, W1A27.31;11. 

The resolutions referred to formed the basis of the programmes which had been worked out and 
lost none of their significance after the adoption of the programme. 

Secondly, in the present third preambular paragraph (which would become the fourth) after 
the word "involving" the following phrase should be inserted: 

"the concept of the unity of medical science and health activities, and . 
.11, 

the rest of the paragraph to remain unchanged. 
Furthermore, bearing in mind that it was essential to establish regional plans, an 

additional subparagraph (6) should be included in operative paragraph 2, as follows: 

"(6) to establish a long -term programme of health manpower development on the basis 
of these proposals in all the regions, taking into account specific needs and possibilities 
of the countries in each region, and on the basis of this long -term programme build medium - 
term HID programmes with concrete aims and target indices for evaluation of the results 
attained, and these programmes to be discussed at the regional committee meetings in 1977.11 

Finally, in operative paragraph 3 he proposed that the following be added: 

"the working out of a plan for specific measures in the field of health manpower develop- 
ment. 1 

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland), referring specifically 
to section 4.6, Part III of the report, said that in the experience of his country the most 
important single action for a country that was a net receiver of migrant doctors was to relate 
as quickly as possible the quantitative and qualitative output of home -grown, appropriately 
trained doctors to the predicted need in the country concerned. The United Kingdom was in the 

seventh year of a ten -year plan that would in effect double its medical schools, a measure 
which could be commended to others in a similar position. He was surprised not to see that 
simple, fundamental proposition included in section 4.6. 

A new factor that would soon be operative in Europe, was the freedom of movement of 
doctors within the European Economic Community, where all but two countries produced a 

sufficiency or more of doctors for their own needs. That should have interesting effects on 
the global situation in the next few years. 

His delegation hoped that the same careful thought that had gone into the analysis of the 
situation would be applied to the next step, which must be a matter for individual countries in 
the light of their awn health manpower plans; the development of those plans would have been 
greatly facilitated by WHO's work. 

Dr MASSÉ (International Epidemiological Association), speaking at the invitation of 

the CHAIRMAN, explained that his Association had collaborated with a number of regional offices 
in the organization of training seminars and had undertaken to draft certain teaching guides 

that would help teachers in schools for health professionals better to interpret the role of 

epidemiology in training programmes and to understand epidemiology in all its aspects. 
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The first guide was a general one, and was already available in eight languages. The 

second guide was in preparation and dealt with the use of epidemiology in the planning of 
health services and public health administration. A number of other teaching guides on 

epidemiology were being prepared to cater for the special needs of each type of personnel. 

In addition, and to meet growing demand, the Association had recently increased the scope of 

its programmes for developing countries and hoped, in conjunction with WHO, to increase the 

number of seminars and other training courses for health personnel. 

Miss PINTO DE CARVALHO (Mozambique) said that the ideas and programmes of health manpower 
development in Mozambique coincided in some respects with the policies recommended by WHO. 

The integrated training of medical and paramedical personnel of all levels was being 
carried out throughout the country. There had been a general increase in the number of 

training schools and colleges and in the courses they offered, but many difficulties had been 

encountered owing to lack of qualified teaching staff. The collaboration of WHO and all 
Member States in that connexion was badly needed. Difficulties were also being experienced 
in utilization of communication media, teaching materials and criteria for evaluation of 
programmes; and help in those areas too would be much appreciated. 

Her delegation approved the report of the Director -General and was prepared to support any 
resolution calling for more technical cooperation and assistance to those in need. 

Dr СНIЖЕ (Zambia) said that health manpower development was one of the priorities of the 

Zambian health service. The acute shortage of health manpower had led the Government to 

expand the training of medical assistants, with emphasis on primary health care. That had 

brought about an increase in the number of rural health centres staffed by medical assistants, 
auxiliary nurses, midwives and health assistants who were taught to work as a team, and whose 
initial training was supplemented by yearly refresher courses. However, while emphasis was 
placed on primary health care, the need to train conventional physicians could not be 

forgotten. 

The health problems of any country were to some extent dependent on the socioeconomic and 
psychosocial factors in the community; and, for comprehensive care delivery, such factors must 
be taken into account in any health care "package ". Doctors must therefore be given the 

necessary knowledge and methodology to enable them to investigate those factors and to lead 

the health team in an integrated service. There was, in other words, a need to consider the 
training of scientific manpower in the light of a wider strategy for health manpower develop- 
ment. 

With regard to the use of traditional healers, he supported the views expressed by the 

delegate of Ghana. Such healers had been used on an official basis in Zambia for over a 
decade. They were registered by the district secretary as opposed to the Medical Council, 

allowed to work only in local clinics, and required to observe the Dangerous Drugs Act. 

Traditional midwives were likewise being trained in provincial hospitals, in aseptic techniques 

of delivery; they were furnished with delivery kits before returning to the villages. In 

addition research into traditional medicine was being promoted by the National Council for 
Scientific Research. 

His delegation commended the comprehensive and innovative plan of action put forward by 
the Director -General and supported the resolution. 

Dr LEKIE (Zaire) said he approved the amendments to the draft resolution proposed by the 

delegates of India and the USSR. 

In connexion with the training of health auxiliaries, and in particular community health 

workers, he hoped the Health Assembly would not take impulsive decisions that might have a 

harmful rather than a beneficial effect on the health of some populations, who under the WHO 

Constitution were entitled to "the highest possible level of health ". 

As regards the training of the community health worker, the motives put forward in the 

report were excellent, but what occurred in practice was sometimes different. It should be 

remembered that most individuals preferred to be treated by a physician. There might be 

economic reasons for training non -physicians, but those responsible for health manpower 

development had an obligation to provide the highest possible level of health care. While he 

approved of the programme outlined in the Director -General's report, he counselled prudence: 

a community health worker must know when to hand over a case to a more qualified health 

worker. In that connexion, he referred to the introduction to the working document, The 

Primary Health Worker. 
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The training of the physician must not be neglected, since it was he who was responsible 
for the integration and supervision of the community health workers. 

Dr CHEN KE-CHUAN (China) noted that one of the four parts of document A29/15 was devoted 
to traditional medicine. It was of great importance that WHO was beginning to pay attention 
to that subject. The approach to traditional medicine was related not only to the development 
of health manpower, but also to the way in which a country developed its medical and health 
services. The Chinese delegation had already spoken on this subject in the plenary session 
of the Assembly, but he wished to give further details. 

In China, Chairman Mao Tse -tung had called for the creation of a new unified school of 
medicine and pharmacology that would integrate knowledge of traditional Chinese medicine and 
pharmacology with that of western medicine. That indicated clearly the direction of health 
work in China. By "integration" was meant an integration of the two types of medicine in the 
light of dialectical materialism, with extensive practice as its basis. It was not a 

mechanical mixing, but a real interpermeation of the two schools of thought. The aim was to 
create a new school of medicine and pharmacology attaining a level higher than either of them. 
It was not merely an academic problem, but a profound revolution in medical and health work. 
In the course of the integration, many obstacles, such as old conventions and bourgeois 
prejudices, had been encountered. However, as with all new things, the cause of integration 
of traditional and western medicine had its own thriving vitality and could not be thwarted. 
China drew inspiration from the fact that the labouring people of the world approved of the 
efforts it was making in that field. Friends from many countries, especially those of the 
Third World, supported those efforts; and a number of colleagues in the medical profession 
had begun to apply the new approach in their work. 

What was the reason for advocating the integration of traditional Chinese and western 
medicine? First of all, it was in order to serve the people better and to help to develop 
socialist revolution and construction. In doing so, medical science itself would be promoted. 
Mankind made constant progress and nature underwent constant change: the same was true of the 
medical sciences. Both traditional Chinese medicine and western medicine were the creation 
of the labouring people. By integrating them, by implementing the principles of "making the 
past serve the present and foreign things serve China" and "weeding through the old to bring 
forth the new ", and by making constant discoveries, inventions, creations, and advances, the 
medical sciences could attain a new stage of development. 

At present, a mass movement for the integration of the two types of medicine was in full 
swing throughout China. In cities and villages, that integration was being carried out 
widely. More than one and one -half million barefoot doctors were its main force. The broad 
masses of workers, peasants, and medical workers joined in the work with enthusiastic support 
from leading cadres at all levels. Both the clinical departments and the auxiliary services 
of hospitals participated in the work. They had promoted the development of medical research 
and education, and the work of integrating traditional Chinese and western medicine had reached 
an unprecedented level in its depth and magnitude. 

The success of acupuncture anaesthesia was a vivid example of the development of medical 
sciences through exploration and elevation of traditional Chinese medicine and pharmacology. 
As was generally known, anaesthesia had been developed on the basis of the analgesic effect of 
acupuncture; it was a revolution in anaesthesiology. Acupuncture anaesthesia was particu- 
larly indicated for patients for whom drug anaesthesia was not suitable. Up to the present, 
more than 1 080 000 operations had been performed under acupuncture anaesthesia in China. 

They included operations on the head, neck, thorax, abdomen, and extremities, as well as 
intracardiac operations with extracorporeal circulation. As to the theoretical foundation of 
acupuncture, valuable data had been accumulated regarding nerve theoryт- hormonal theory, and 
fundamental traditional theories. 

The results obtained in the prevention and treatment of the common cold and of chronic 
bronchitis had justified the orientation of serving the workers, peasants and soldiers, who 
constituted the majority of the people. Chronic bronchitis was a common disease frequently 
found among labouring people. As a result of prevention and treatment among large masses of 
people, the integration of traditional and western medicine, the extensive use of effective 
herbal drugs and other traditional medicines - and following the principles of traditional 
Chinese medicine - most of the patients had shown different degrees of improvement and many of 
them had recovered. 
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The success achieved in the treatment of acute abdominal conditions, and other acute and 
serious diseases fully proved that traditional Chinese medicine could be used for acute and 
organic diseases as well as for chronic diseases. For acute abdominal conditions such as 
appendicitis, perforated peptic ulcer, cholelithiasis, biliary ascariasis, intestinal 
obstruction, ectopic pregnancy, etc., operations were generally required in western medicine. 
But with the integration of traditional and western medicine, and the proper use of herbal 
medicine, acupuncture, and moxibustiori, operations were needed in only a few cases. In 

recent years, the mortality rate from myocardial infarction had been significantly reduced, and 
the incidence and mortality rates in patients with complications of cardiac shock or cardiac 
failure had been considerably reduced. For many critical cases, nonsurgical treatment had 
been used successfully instead of surgical treatment. These were significant achievements. 

The achievements obtained in the treatment of bone and joint injuries were a further step 

in the development of China's new traumatology with respect to bones and joints. In treating 
fractures, instead of following the principle of complete immobilization as in western medicine, 
the principle was applied of "combination of motion and rest, attention to both ligament and 
bone, treatment both local and systemic, and collaboration of doctor and patient ". For 
fractures of all kinds, satisfactory results had been obtained by employing manipulation and 
small local splints, the advantages being a shorter period of treatment, a better functional 

result, less pain, lower cost, and fewer complications. 

For pain in the back or the leg, for protrusion of vertebral discs, diseases of the cervical 
spine, and other bone and joint injuries, simple and easy treatment had been worked out for 
patients not relieved by the conventional treatments of western medicine and had given good 
results. The experience and knowledge gained in individual diseases was gradually being 
accumulated and extended to cover the entire system. 

All those developments were an eloquent testimony to the correctness of the orientation 
given to the medical sciences in China. The approach was as follows. First, there must be 

the right attitude towards traditional Chinese medicine and pharmacology and a profound under- 
standing of Chairman Mao's instruction that "Chinese medicine and pharmacology are a great 

treasure house, and efforts should be made to explore them and to raise them to a higher level ". 

After liberation, the Chinese Government had adopted the policies necessary to develop tradi- 

tional medicine. Doctors of traditional medicine enjoyed an equal social status with those of 

western medicine; ideological education was stressed; and unity between the workers of both 

schools was promoted. These policies had received enthusiastic support. 

Since the Cultural Revolution, and the repudiation of the revisionist line that despised 

traditional medicine, the consciousness of Chinese medical and health workers of the class 

struggle and of struggle between the two lines of thought had steadily increased. Erroneous 

views about traditional medicine were gradually being corrected. It was realized that 

traditional Chinese medicine had played an important role in the prevention and treatment of 

diseases aid that, while it had originated in naive materialist thinking, its methods were 

dialectical. The concept of "favouring the western and depreciating the Chinese" had been 

swept away. 

Secondly, a force of medical workers capable of integrating traditional and western 

medicine must be formed. Doctors of western medicine were organized to learn traditional 

medicine so as to popularize what they learned among the medical and health workers. Notwith- 

standing their background of western medicine, they were deeply impressed by the fact that 

traditional medicine was successful in many difficult and complicated cases that were 

untreatable by western medicine, including the so- called "incurables ". As a result, many well - 

known specialists had become very active in the work of integrating traditional and western 

medicine and had made important achievements. In addition certain doctors of traditional 

medicine were organized to learn western medicine. Measures were taken to extend knowledge of 

workers of traditional medicine, and to enable them to benefit from the experience of veteran 

doctors who were acquainted with both schools. Barefoot doctors were taught both traditional 

and western medicine, and were conscientious in their work of integrating the two. New methods 

of management had been developed by them, new experiences had been summarized, and new problems 

had been studied. The barefoot doctors were the main force in the integration of traditional 

and western medicine. 

Thirdly, that integration had to be practised extensively. Medical and health workers 

were organized systematically to work out effective measures for such integration and for the 

prevention and treatment of various diseases, especially those that were endemic, occupational, 

infectious, and widespread. Full attention was given to summarizing the experience gained 

through practice, and theoretical questions were further explored by means of laboratory work. 

• 
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From a mere combination of the two types of medicine, a real interpermeation of the two had 
gradually developed. The principle of integration was followed in medical education, in 

pharmaceutical practice, and in research, and also in medical publications. When it reached 
a certain degree, a change in the organizational structure of the hospital followed quite 
naturally: departments, wards, and hospitals of an integrated type appeared. The preliminary 
foundation had thus been laid for the gradual elimination of the boundary between the two 

schools and for the formation of a new unified school of medicine and pharmacology. 
Fourthly, the knowledge and methods of modern science had to be applied to the study and 

systematization of the traditional medicine and pharmacology. While exploring and improving 
traditional medicine Chinese workers also took critical note of good foreign ideas. The 

study of traditional drugs was an example. Chemical analyses, pharmacological investigations, 
and clinical experiments had been carried out with individual herbs. At the same time, the 

composite pharmacological action of drugs used in prescriptions had been studied. For the 

treatment of acute abdominal conditions, Chinese workers had made a comprehensive study in the 
fields of histology, pathology, pathophysiology, immunology, pharmacology, and biochemistry. 

There were many other examples, and from them certain fundamental theories of traditional 
medicine had gradually been elucidated. For a country formerly subjected to colonial rule aid 
oppression, it was not always easy to avoid the blind alley of "wholesale westernization" and 
to copy foreign experiences and technology instead of assessing the actual needs of the country. 

By implementing the established principles and policies of the Chinese Government, 
achievements and experience had been obtained in the work of integrating traditional and 
western medicine. That represented a great victory for Chairman Mao's revolutionary line of 
following the principle of independence and self -reliance. It was also a manifestation of the 
superiority of the socialist system of China. In reviewing the development of Chinese medical 
and health work, it was clear that the essential was to shake off the enslavement of imperialism, 
colonialism, and neocolonialism and win national independence and liberation; to adhere to the 
principle of developing the national economy and culture independently and self -reliantly; and 
to follow a series of correct policies. 

The work was still in its initial stage. China was willing to learn from the good 
experiences in developing national medicine and pharmacology of other peoples of the world, 
especially the Third World countries. It was willing to join with those peoples in the 

development of medical and health work, and to contribute to the promotion of health throughout 
the world. 

Dr MATTHEIS (Federal Republic of Germany) said that her country was probably similar to 
other European countries as regards certain aspects of health manpower. The older experienced 
doctors and nurses were still in the forefront of the picture, but new professionals - hospital 
engineers, physicists, and bioengineers - were making their appearance, although they were not 

•yet fully accepted by the older professions. The responsibilities of doctors and nurses 
clearly needed to be reconsidered; their concentration on curative work, usually in a hospital 
setting, did not fully meet the needs of the people. Action was therefore required in a 
number of fields. First, curricula should be revised to take into account the real needs of 
people, the changing methodology of health, and new educational concepts. Second, the different 
health professions should be trained to work together, and that was also important in relation 
to postgraduate training and refresher courses. Her country would greatly appreciate help 
from the Organization on that matter. 

Salaries were the most expensive element in health care, accounting for about 70 to 80% of 
the costs involved. It was important to get the best possible return from that investment and 
that would be better achieved if all the health professions worked together. 

Lastly, she referred to a problem that was of increasing importance in her country and 
perhaps in others, namely the increasing numbers of modern "quacks" who acted as psycho- 
therapists and who were unreliable and without proper training; usually they were no help to 

people and sometimes actually caused harm. She hoped that WHO would consider the matter and 

draw up guidelines that could be used to distinguish between reliable psychotherapy and 

unreliable methods. 

Professor DAVIES (Israel) emphasized that health manpower development was an integral 
component of health service planning. Students needed a clear framework for reference and a 

clearly defined career structure. Educational institutions had to be aware of the content of 

the tasks of health workers at different levels. He congratulated the Director -General on 

а� 
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WHO's work in the field of training of primary health care workers, which was an example of 
the application of sophisticated educational technology to basic education. Re- orientation 

was perhaps easier at the lower than at the higher level of education: professors at medical 
schools, for example, were often unaware of local health needs. WHO must enlist the support 

of educationalists at the higher levels. He quoted an instance in southern Israel where the 

Director of Health was also Dean of a new medical school and where an attempt was being made to 

integrate services in the field, with community participation. Those involved in care were 

also closely involved in training. Success was based on the principle of teaching the 

teachers how to teach. The report before the Committee was an example of the way in which WHO 
was not only meeting expressed needs but was also innovating. 

Dr SCHOU (Intergovernmental Committee for European Migration) also congratulated the 

Director -General on the report. He emphasized the seriousness of the "brain drain" for 

developing countries. His own organization had been active since 1964 in carrying out what 

might be called a "brain gain" programme, namely a selective migration programme for the 

Latin American countries. The object was to encourage skilled personnel, including medical 

and paramedical workers, to move to Latin American countries. Language training was given 

when required. These personnel were placed only in posts that it had been impossible to fill 

with local qualified personnel. It was hoped that this scheme would in some small degree 

compensate for the brain drain. Opportunities were also provided for Latin Americans in 

Europe to return to their own countries. All transfers were carried out with the agreement of 

the authorities in the countries concerned. The services rendered by ICEM included the 

provision of travel grants, temporary medical insurance and interest -free loans. Such 

personnel could be very valuable to their home countries and in particular they could act as 

excellent advisers on the development of health services, but incentives had to be provided 

to induce them to return. It was hoped to extend the scheme to other regions. 

Dr AHN (Republic of Korea) added his congratulations on the report, which emphasized that 

changes in health services required the acceptance by Member States of the concept of inte- 

grated development of health manpower. There had been continuous expansion of health services 

in urban and rural areas in the Republic of Korea, but the country had to face the problem of 

rising costs of health care. Nationwide insurance systems had been introduced to improve the 

situation. The Korea Health Development Institute had recently been created to study new 

ways of providing high- quality health care at the lowest possible cost. He supported the 

draft resolution as amended by the delegations of India and the USSR. 

Dr DJOJUSUGITO (Indonesia) thanked the Director -General for the report. He said that 

the health system being developed in Indonesia was based on the need for expanding efforts by 

the government and the community. Health workers were being trained to do what was needed 

and encouraged to live where they were needed. The role of the medical profession was being 

re- defined. There was a need for a new kind of health worker with simple skills and compe- 

tence. Massive training aid retraining programmes were being planned and executed in 

Indonesia. All available resources were being mobilized to implement new concepts. Much 

research was still needed, including studies on the place of traditional medicine. 

Dr MERRILL (United States of America) praised the report as a comprehensive review by 

WHO of perspectives and goals, and he endorsed the proposals for policies responsive to health 

manpower requirements. His country wished to continue collaboration with other Member States 

in strengthening health manpower planning. What was particularly important was continuous 

evaluation to ensure proper development of health manpower systems. 

The problem of intercountry migration of personnel had been studied widely in the United 

States, where an encouraging sign was a certain degree of outgoing migration to countries of 

origin. The assumptions in Part III of document A29/15 perhaps needed to be modified since 

new projections were now being made for the supply of foreign physicians in the United States 

in connexion with the altered qualifications being required of physicians entering the country. 

His country would continue to cooperate closely in this part of WHO's programme. 

Dr PLIANBANGCHANG (Thailand) felt that document A29/15 provided useful guidelines. In 

Thailand it had been realized that community participation was an essential element determining 

the successful operation of health services. The main problems of communicable diseases and 
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malnutrition in Thailand were related to socioeconomic structure and traditional beliefs. 

There was a high rate of population growth and 85% of the population lived in rural areas, 

where communications were poor, health services poorly developed, and there was a tendency to 

turn to unqualified practitioners of various kinds. 

The Government fully realized its responsibility for providing adequate health care 

services to the underprivileged but was faced with constraints in manpower and financial 

resources, Simple low -cost methods were needed to provide expanded coverage; the community's 

own resources therefore needed to be mobilized. A pilot project had been launched in an area 

of northern Thailand involving the training of unpaid volunteers to provide simple medical care, 

collect health data, distribute health information, and collaborate with health officials in 

regard to all health matters at village level. The training of two main categories of workers 

( "health post volunteers" and "health communicators ") was based on local health problems and 

socioeconomic conditions. The scheme was functioning very satisfactorily and providing better 

access to health facilities; it was now being extended to other parts of the country. It 

was not without its problems of staff supervision and turnover but these problems were being 

carefully studied. Existing health personnel were also being retrained, special attention 
being given to the concept of team -work and of delegation of responsibility by physicians to 
other health personnel. New medical graduates were required to work for a time in rural areas. 

Changes were being introduced in the medical education system, which was not relevant to 

current needs and in this connexion WHO's support was greatly appreciated. A considerable 
contribution was being made by the WHO Regional Centre for Medical Education located in Bangkok. 
More medical students were being recruited from rural areas and encouraged to return to work in 

those areas. Curricular reforms were under way. Programmes had been formulated and were 
being incorporated in the next national health plan, which would be implemented as from 1977. 

The delegation of Thailand supported the resolution under discussion. 

Dr del CID PERALTA (Guatemala) felt that health manpower development was one of the most 
important subjects to be considered by the Health Assembly. He was of the opinion that the 
report before the meeting was useful and gave an overall picture of the whole problem. 
Previously, students had been trained inefficiently, so that after graduation they provided an 
inefficient service. Now, auxiliaries were being trained to cope with the real situation. 
The human factor was all- important. The number of people and the quality required depended on 
the national health plans, which provided the framework in which those people would be used. 
The participation of UNESCO in teaching programmes was needed, because training must be inte- 
grated with the overall programme. Doctors must be trained to provide a service rather than to 
work for their own benefit. In Guatemala, emphasis had been placed on primary health care, 
particularly since the earthquake disaster. Particular attention was being devoted to the 
training of teaching staff, and in this field Guatemala relied heavily on international assis- 
tance and on the help of WHO in setting up appropriate training programmes. 

Dr OBIANG- OSSOUBITA (Gabon) said that his country attached great importance to training 
in general and to the training of health personnel in particular. WHO's assistance in the 
form of fellowships was especially appreciated. The National School of Public Health and its 
branches in the provinces were doing all that was possible to overcome the shortage of para- 
medical personnel but they were still far from achieving this goal; for instance, there was 
an urgent need for industrial health personnel. 

Current problems were being studied at the university centre for health sciences, and 
further help would be welcomed from WHO, which had already organized a study workshop in 
Libreville to define requirements in medical teaching. Certain friendly countries also had 
sent teachers on study missions to Gabon. WHO's assistance in providing teaching staff would 
however be invaluable. Gabon wished in particular to train public health experts, paedia- 
tricians and parasitologists; doctors practising in the country had to be competent in all 
these subjects as well as capable of carrying out urgent surgery when required. But the 

training received by doctors from Gabon in other countries did not necessarily meet the 
requirements of their home country, and a doctor trained abroad could have great difficulty 
in adapting to conditions at home. If possible, Gabon would like to restrict to a minimum 
the number of doctors studying abroad. 

The meeting rose at 1 p.m. 


