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Annex 4 

REPORT ON THE TECHNICAL DISCUSSIONS ON 
HEALTH MANPOWER PLANNING AND COMMLTNITY 
PARTICIPATION FOR PRIMARY HEALTH CARE* 

1 Introduction 

The technical discussions were held under the chairmanship of 
Dr L. Poudayl, on 4 September 1980, the subject being "Health Man- 
power Planning and Community Participation for Primary Health Care". 
Dr H.A. Jesudasan of Sri Lanka and Dr M.D. Saigal of India were 
nominated as rapporteurs. 

Opening the discussions, the Chairman focused on the subject in the 
context of health for all by the year 2000 with primary health care 
as an essential means of attaining it. Health manpower planning and 
community participation were essential components of primary health 
care; therefore, the discussion on this subject was most timely. 
Presenting document SEA/RC33/13, the Chairman invited comments from 
participants as individual experts and not as representatives from 
the countries of the Region. 

2 Discussions 

At the outset, the group noted that various reforms, both in the 
health and non-health sectors, were required in efforts to achieve 
health for all by 2000. In these efforts, the participation of 
individuals, groups and communities was essential. It was, therefore, 
considered necessary to promote, inform, advise, stimulate and 
support community participation. It is here that health education 
and communications science could play a crucial role. 

The numerous problems in correctly assessing manpower needs were 
discussed. In this regard reference was made to efforts in different 
countries to secure the participation of the private, voluntary and 
other sectors. Besides health manpower in the government sector, 
there was a corresponding manpower component in the private and 
voluntary sectors. All of them, however, had educational responsi- 
bilities to perform to secure community involvement and participation. 
Although there were excellent examples of community participation in 
primary health care in the Region, some aspects, such as community 
involvement in the planning and implementation of primary health care 
programmes, were still difficult areas, because in the past, the 
general tendency was to plan and administer programmes centrally and 
hand them down to the communities. The crucial fact that successful 
implementation of primary health care required the sharing of power 
and responsibility in decision-making with the communities themselves 
for detailed planning at the village level, was not sufficiently 
appreciated. 

It was recognized that the problem of health manpower planning varied 
from country to country. However, basic to all countries was the 

*Originally issued as document SEA/RC33/26 on 5 September 1980. 
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fact that health manpower was needed for the qualitative development 
of individuals and the country concerned. 

In general, it was felt that the traditional approach to health care 
had been disease-oriented and institution-based. In consequence, as 
much as 10% of the GNP of some countries was spent on medical care. 
What was now essential was to "raise the ability of the people" to 
help themselves as far as possible, for their own health development, 
and to make them less dependent on the conventional health care 
systems. This called for the communities to develop their own primary 
health care systems and to require the health and related sectors to 
participate in these systems and vice versa. In this context, man- 
power planning had a broader connotation in that health manpower 
included mothers and other family members, community and religious 
leaders, indigenous medical practitioners and others, in addition to 
the conventional health care personnel. It was necessary to recognize 
that there was a dynamic pattern in health manpower from place to 
place and level to level concerning individuals, groups and comuni- 
ties. 

Training of health manpower to equip them for their educational 
responsibilities for conrmunity involvement and participation was an 
important aspect of manpower development. Here, it was necessary for 
basic health services as well as educational services to go hand in 
hand. This was the essence of the health services manpower develop- 
ment (HSMD) concept. In some countries, education had made greater 
progress while the services had lagged behind. Education must there- 
fore cater fully to the needs and demands of the health services. 
One of the crucial needs of the health services in most developing 
countries was the development of preventive and promotive health 
care. 

It was observed that in some countries as much as 60-70 per cent of 
the health care budget was spent on institutions which catered to 
only 20- 30 per cent of the population. In consequence, more than 
70-80 per cent of the rural population was left without services. 
There were not enough resources for preventive and promotive health 
services. Hence there was a need to reallocate budgetary resources 
to enable an adequate share for primary health care. To overcome 
this problem and, in the context of primary health care, the training 
and mobilization of health personnel such as assistant medical 
practitioners instead of full-fledged doctors, public health nurses, 
public health inspectors and public health midwives was being 
accelerated in some countries. Thus, with the health problems, as 
they were, and the appropriate technology available to deal with 
them, it was possible to intensify increasingly efforts to prevent 
diseases and promote health. Along with these developments had 
emerged the recognition, in some countries, that it was not enough 
to develop health services, but it was more important to educate and 
involve people as full partners in health care processes. Examples 
of the utilization of village health volunteers to deliver an essen- 
tial package of primary health care with the participation of 
communities and the impact they had made in some countries were 
cited. It was recognized in this regard that certain policy deci- 
sions were basic to community participation. As conrmunityparticipation 
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was essential for health care progress, it was necessary to deter- 
mine, in the first instance, whether the governments were willing to 
decentralize and involve people in real terms and not merely to 
persuade them to accept the profferred services. Additionally, apart 
from the political will necessary, there was a need for the motiva- 
tion and commitment of technocrats, middle-level health officials 
and the communities themselves. Here, policy decisions should also 
provide for the dissemination of essential information, motivation 
and generation of essential skills. There should also be a corres- 
ponding policy to reallocate funds for primary health care. 

Apart from these, additional policies related to the functions of 
doctors who would be required to play the role of team leader, 
planner, manager and evaluator were called for. Besides, policies 
that allowed for decentralized planning and management, with impli- 
cations for training, were required. The policy should also provide 
for the training of a variety of health pereonnel, both government 
and non-government, all contributing to the development of primary 
health care. 

It was stated that primary health care, with its connotations of 
training of a health team consisting of a variety of health personnel, 
was an accepted policy in the Region. Efforts were being made to 
train them for primary health care functions with the emphasis on 
health education. In the non-health sector, corresponding efforts, 
such as canal digging to improve agricultural production, mass 
literacy campaigns and family planning progrannnes, were being under- 
taken. 

The group recognized that greater cormnunity involvement and 
participation would come from the identification of problems by the 
people themselves, development of strategies to solve the problems 
identified, implementation of programmes and their evaluation. It 
was re-emphasized that in each component of primary health care, 
there was an individual, family or community involvement and partici- 
pation dimension and, by implication, an educational dimension as 
well. 

Some of the limitations to community participation were identified. 
One of them was the continued tendency to plan programnee centrally 
and to require people to participate or cooperate with such programmes. 
Conversely, primary health care called for connuunity participation at 
every stage of its development. As was repeatedly emphasized, this 
meant that certain information, attitudes and skills on the part of 
the people themeelves were required. Education must seek to generate 
this information, attitudes and skills. 

The group considered that it was necessary to understand the social, 
cultural and economic aspects of the community before it could be 
involved in health action. This was on account of the fact that 
participation could be sought only in terms of existing conditions 
and change could only come slowly. Even when this was done, health 
being what it is, it was difficult to demonstrate results quickly, 
making participation more difficult. 
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In order to bring about community participation, it was often neces- 
sary for the primary health care workers to intervene educationally, 
and for this purpose, to train them adequately. Since traditional 
training approaches were inadequate, some countries had explored 
alternative methodologies in place of the traditional ones. In one 
country, the larger part of a 3-month training period was devoted to 
living and working in the community, thus learning from experience 
rather than from classroom teaching. 

It was recognized that inter-sectoral collaboration, though vital to 
health for all and primary health care programmes, presented some 
difficulties. However, the need to utilize existing, but different 
mechanisms in each country was recognized. At this stage, however, 
it was felt that inter-sectoral collaboration had to be built up 
gradually. Since primary health care workers must necessarily 
perform functions to bring about inter-sectoral collaboration, train- 
ing programmes for them must be planned accordingly. The group 
discussed other aspects of health manpower development and training, 
including the question of career development. Although difficulties 
were encountered, the problem was recognized as an important one and 
increasingly career development opportunities were being provided 
for them. 

3 Recommendations 

At the conclusion of the technical discussions, the group took note 
of the suggestions contained in the technical paper on Health Man- 
power Planning and Community Participation for Primary Health Care, 
and made the following recommendations. It also felt that in all the 
actions involved in these recommendations WHO could collaborate 
actively with Member States for implementation. 

(1) In view of the crucial importance of primary health care, 
there is a need to formulate appropriate policies to provide 
for health education, information and effective communication 
techniques to secure community involvement and participation 
at all stages of primary health care development. 

(2) Health education is an essential component of primary health 
care and should form an integral part of the work of all health 
personnel, including those at the supervisory and supporting 
levels. 

(3) Where such personnel have not received suffident training in 
educational techniques, motivation and communications, 
in-service training and continuing education need to be provided 
to make them competent in educational functions for community 
involvement and participation. 

( 4 )  Where the present curricula for the training of different 
categories of health personnel are not relevant to the needs 
of the country or lacking in behavioural sciences and educa- 
tional aspects, the curricula should be reviewed and revised 
suitably. 
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(5) In the planning, implementation and evaluation of educational 
efforts in support of primary health care, adequate attention 
must be given to the social, cultural and economic aspects of 
community life and, in keeping with them, appropriate approaches, 
methods and materials for education should be developed. 

(6) In the training of health personnel, greater emphasis should be 
placed on learning-by-doing in the community they are supposed 
to serve instead of classroom learning. 

(7) To assess further the manpower requirements of each country, 
appropriate studies, both immediate and long-term, need to be 
carried out. WHO should promote and support the exchange of 
experience and information among Member countries of the Region 
for mutual benefit. Likewise, "success stories" of community 
involvement and participation should be widely disseminated 
among the Member countries. 

(8) Each country should establish mechanisms to bring about 
collaboration in manpower planning, training and service in 
the context of the concept of health services manpower develop- 
ment (HSMD). 

(9)  Member countries need to establish/strengthen facilities for 
the training of trainers to improve national capability in 
educational technology and the production of appropriate 
teaching-learning materials. 

(10) Attention needs to be given to the employment policies, service 
conditions, career structures and reward systems as they apply 
to health manpower. 

(11) There is a need to promote and support activities and stimulate 
and sustain community participation especially those undertaken 
by non-governmental and similar organizations. 

(12) WHO should guide, assist and support in the planning, manage- 
ment and evaluation of country activities necessary for the 
implementation of the above recommendations. 


