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Summary 

This report has been prepared in pursuance of resolutions WHA24.59 

and WHA25.42,
1

 and further to resolutions WHA26.59 and WHA27.31
2

 and 

the discussions at the fifty-fifth session of the Executive Board.^ 

It brings up to date the information on the subject submitted earlier, 

including the progress report to the Twenty-fifth World Health Assembly 

in May 1972 and the account of activities in Annual Reports of the 

Director-General 1972-1975. In addition, in its second part (document 

EB57/21/Part II) it puts forward a plan of action for the next few 

years, as requested by resolution WHA25.42.
1

 EB57/2l/Add.l is a 

progress report on the multinational study of the international migra-

tion of physicians and nurses. EB57/21/Add.2 contains a report on 

the training and utilization of traditional healers and their 

collaboration with health care delivery systems. 
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1. INTRODUCTION 

The promotion of the training of national health personnel is a constitutional function of 

WHO,
1

 and the Health Assembly, following up several earlier resolutions (e.g. , WHA2.7，WHA21.20， 

WHA22.51 and WHA23.35), in 1971 adopted resolution WHA24.59, which laid down the main policy 

lines for promoting such training. In 1972, it emphasized the problems of migration of 

health personnel and the training and utilization of auxiliaries, and requested (resolution 

WHA25.42) that concrete proposals be submitted for future WHO action to assist Member States 

in developing their national health personnel. In 1973， it declared its particular interest 

in the training of personnel working in environmental health (resolution WHA26.59). And in 

1974 (resolution WHA27.31) it recommended that vigorous measures be pursued for the continuing 

education of all health personnel. 

The present progress report, submitted in accordance with the request of the Executive 
Board at its fifty-fifth session, does not pretend to give a full picture of all activities 
carried out by WHO in the health manpower development field. It attempts rather to outline 
the main trends of activities and review critically the most important ones. The impact of 
these activities can only be measured by the degree of improvement of the health manpower 
situation in Member States. But four years is too short a period for measurable changes in 
such a complex area, influenced as it is by a host of socioeconomic and other interdependent 
factors. Even over a longer period, when the changes are discernable, it may prove difficult 
to ascertain the role of any of those factors, of which WHO'S work is only one. 

Part II of this report puts forward "proposals for the future activities of the World 
Health Organization in the field of training of health personnel for a number of years" (as 
requested in resolution WHA25.42) for consideration by the Executive Board at a time when it 
will also be reviewing the Organization

1

 s Sixth General Programme of Work. Addendum 1 is a 
progress report on the multinational study of the international migration of physicians and 
nurses, and Addendum 2 a report on training and utilization of traditional healers and their 
integration into the health services. 

2. ACTIVITIES CARRIED OUT SINCE 1971 IN PURSUANCE OF RESOLUTIONS WHA24.59 AND WHA25.42 

2.1 Improvement in the training of health personnel: better adaptation of programmes 
to local conditions 

Resolution WHA24.59 calls upon all Member States to give priority attention to the 

training and utilization of national health personnel for their own needs and "to the correct 

social orientation of such personnel towards active participation in the activities of the 

public health services and institutions and towards serving the interests of their own peoples 

and of the whole of society". It stresses the importance of a flexible system for the 

development of health manpower which inter alia reflects "the specific character of the state 

of health of the population and of the public health services in different countries and 

regions". And it invites the Director-General "to proceed with the study, summarizing and 

publication of the existing information on the curricula and syllabuses of medical schools, 

faculties and institutes in different countries". 

2.1.1 On the basis of this resolution, an integrated approach has recently been developed，^ 

which is described in more detail in Part II of this document. Health services development 

is considered by this approach as both the resource and the aim for an integrated health 

manpower process (health manpower planning, "production"， and management) within a given 

national political framework and the overall national plans for socioeconomic development. 

1

 Articles 2(c) and 2(o) of the Constitution of the World Health Organization (WHO Basic 

Documents, 25th ed., 1975， pp. 2 and 3). 
2 

Known as HSMD (Health Services/Health Manpower Development). 
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The Organization is now developing the concept of integrated development of health services 
and health manpower which aims at producing the right "mix’’ of health personnel, both 
qualitatively and quantitatively, for health and other services that will ensure full health 
coverage for the entire population in the coming decades. Several countries have been 
advised on the establishment of a permanent mechanism, adapted to national conditions, that 
will ensure the smooth functioning of the integrated health services and manpower development 
process. Twelve countries in the Americas have established health manpower offices or units 
within their ministries of health. Two collaborating centres have been designated to carry 
out research and controlled experiments in this area of activity. 

2.1.2 An Expert Committee (1973) on the Planning of Medical Education Programmes reached a 
number of conclusions which could serve as a guide for the establishment of new or in the 
improvement of existing training programmes directly related to country health patterns.1 

A Study Group (1974) on the Planning of Schools of Medicine outlined methods of organizing 
and administering new schools and stressed that the number of physicians trained must be 
related to the total health manpower requirements of the country if a balanced "mix

11

 of 
health personnel was to be achieved. It discussed institutional objectives and recorded its 
preference for integrated teaching centres in health sciences rather than separate schools of 
medicine, nursing, etc.2 Selected papers were published that had been presented at the 
Second WHO Conference on Medical Education in the Eastern Mediterranean Region (1970); they 
bear on aspects of medical education in developing countries.^ 

2.1.3 In connexion with the training of nurses and midwives, a report on "Behavioural 
Sciences in Nursing Education" has been completed and will be published; guidelines on the 
design and use of modular curricula and modules in teacher training and midwifery education 
have been developed and will be used as working documents for teacher training workshops； a 
design for the evaluation of educational programmes in nursing has been field tested and is 
about to be published; an experiment for training nurses in a community setting instead of 
in hospitals is being planned in Indonesia； and 19 countries in Latin America and in the 
Caribbean area have revised their curricula and evaluated their nursing school programmes 
with a view to the integration of education and services and to primary health care. 

2.1.4 WHO has continued to collaborate with Member States in the training of environmental 
health workers, chiefly sanitary engineers and sanitarians. Most of the work has been 
carried out as part of health service development projects. In Morocco, WHO has promoted 
the establishment of a sanitary engineering centre, from which 48 French-speaking sanitary 
engineers, from 10 developing countries, have graduated since 1971. Similarly, it has collabo-
rated in a regional training programme at the University of San Carlos, Guatemala, which trains 
sanitary and other engineers in environmental health. In response to resolution WHA26.59, 

a WHO programme was drawn up and submitted for partial funding to UNEP. Thereupon, the 
European Regional Office undertook a study of environmental health staff requirements； the 
Regional Office for South-East Asia organized a seminar in 1973 on the planning, development 
and utilization of such personnel; work is under way in the African Region for the establish-
ment of intercountry centres to train different categories of environmental health personnel; 
and in the American Region a programme for training "managers" of the environment has begun. 
A "Guide to the integration of health education in environmental health programmes" has been 
prepared and distributed. 

2 
WHO Technical Report Series, No. 547, 1974. 

WHO Technical Report Series, No. 566， 1975. 
3

 WHO Public Health Papers, No. 47, 1972. 
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2.1.5 Experiments with multiprofessional and integrated training of health personnel, 

oriented towards community needs， have been carried out in several countries during the last 

few years. A study was initiated in 1974 (a) to identify the principal factors that can 

influence the planning, implementation and success (or failure) of these new forms of 

training； and (b) to assess the efficacy of various approaches. 

2.1.6 Since it is recognized that all health personnel require an understanding of family 

health (including family planning), a Study Group (1971) considered education and training 

for family planning in the health s e r v i c e s a m o n g other things, it recommended that 

training at all levels and stages should incorporate the teaching of human reproduction, 

family planning, and population dynamics. In this connexion, two studies are worthy of 

mention - those dealing with (a) family planning in the education of nurses and midwives 

and (b) the teaching of human sexuality in schools for health professionals.^ The Regional 

Office for South-East Asia has developed guidelines on the teaching of human reproduction, 

family planning, and population dynamics for the use of teachers in medical schools. A 

number of educational activities have been organized, dealing with different aspects of 

family health. A UNESCO/WHO consultation to consider training in communication/education 

in support of family health programmes was convened late in 1975. 

2.1.7 The series of directories of institutions for the training of health personnel are 

regularly kept up to date, and facilitate the exchange of information. The following 

directories have been published: World Directory of Schools of Public Health 1971 (1972); 

World Directory of Schools of Medicine 1970 (1973)； World Directory of Veterinary Schools 

1971 (1973)； and World Directory of Schools for Animal Health Assistants 1971 (1974). 

Similar publications were prepared in 1975 relating to environmental health personnel and 

certain categories of health auxiliaries. A Directory of Schools of Nursing in the European 

Region (1971) has also been published. 

2.1.8 In the years 1971-1975 the Organization published nine numbers in the Technical 

Report Series， seven Public Health Papers, four World Directories (see above), three 

Offset Publications, and 38 documents in the WHO/EDUC series - all dealing with different 

aspects of health manpower development: a total of 61 publications and documents (see 

Annex 1). A considerable number of regional documents on the subject, as well as articles 

published in the WHO Chronicle and World Health, should also be mentioned. 

1.1 Teacher training 

The training of teachers for medical education institutions in developing countries was 
recommended in resolution WHA24.59. While emphasis was placed, as requested, on the 
developing countries, the work of the Organization in this field has had to be broadened 
since the problem is of equal concern to industrialized countries. It has also been 
broadened to include health professions other than medical. 

2.2.1 Since 1969 a comprehensive long-term programme (see Annex 2) has been under way to 

train teachers of medicine and other health sciences. Its aim is to assist Member States 

to become self-reliant as soon as possible in carrying out their own teacher training 

programmes so that their teachers can use a systems approach in planning, implementing and 

evaluating educational programmes adapted to local conditions, make decisions about education 

on the basis of information provided by research into health personnel education, and carry 

out such research themselves. The ultimate aim of this programme is, of course, that 

countries should be able to make their training programmes more relevant to the health needs 

and demands of the population by raising the level of competence of their teachers. 

1

 WHO Technical Report Series, No. 508， 1972. 
2

 WHO Public Health Papers, No. 53， 1973. 
3

 WHO Public Health Papers, No. 57, 1974. 
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2.2.1.1 The Center for Educational Development, University of Illinois College of Medicine, 

Chicago, in the first phase of the worldwide programme (1970-1974) functioned as a WHO inter-

regional training centre to train educational leaders and specialists for the regional teacher 

training centres which WHO has helped to establish since 1971. During these four years, 

13 WHO fellows acquired a Master
1

 s degree in education and 58 WHO fellows received intensive 

four-week training. The majority of these fellows now serve as staff of regional centres. 

In addition, the interregional centre has provided staff for two-week workshops to "prepare 

the ground" for four of the regional centres. By the end of 1975, eight of the latter were 

in operation in five WHO regions, namely: Kampala and Yaounde (African Region), Mexico City 

and Rio de Janeiro (Region of the Americas), Bangkok and Peradeniya (Sri Lanka) (South-East 

Asia Region), Shiraz (Iran) (Eastern Mediterranean Region) and Sydney (Australia) (Western 

Pacific Region). Although no regional teacher training centre has been established in 

Europe, several working groups have dealt with developing a system specifically for the needs 

of that Region. 

2.2.1.2 The regional teacher training centres make use of workshops, seminars and courses 
to prepare high-level staff for national teacher training centres, and the second phase of 
this programme is the establishment of such national centres in all the Member States that 
wish to have one. By the end of 1975 several national centres were in operation and had 
started to train teachers in their national setting and languages. Further national centres 
are in an advanced stage of planning in the American, Eastern Mediterranean, European, 
South-East Asia and Western Pacific Regions (although not all are or will be designated 
officially as such). In the third and last phase of this programme, centres or units will 
be established as and where they are needed at the level of individual institutions (schools). 
Centres of this type may of course be, and in fact are being, established in countries where 
no national teacher training centre exists. In addition to the activities undertaken by the 
centres, many seminar-workshops on this subject have been organized by WHO itself in support 
of the worldwide programme. 

2.2.1.3 The general evolution of acceptance of teacher training approaches is shown by the 
fact that many universities, national education bodies or health ministries are considering 
the institution of some form of obligatory teacher training for all teachers within their 
jurisdiction, and some have already taken such a decision. 

2.2.1.4 A Study Group (1972) considered existing teacher training activities in individual 
countries as well as the WHO teacher training programme, made proposals for the latter

f

 s 
development,^ and recommended its continuation at least until the end of this decade. A 
number of other recommendations, especially concerning the evaluation of teacher training 
programmes, were also made. 

2.2.2 Although the national teacher training centres will train teachers for all categories 
of health personnel, three centres (two French- and one English-speaking) have been set up in 
Africa exclusively for the training of nursing teachers； about 50 courses for future teachers 
of nursing have been provided in the Americas ； a programme of the same type has been 
instituted in most countries of the South-East Asia Region; and the University Hospital of 
Malaysia has undertaken the training of more than 100 new nursing teachers and offered its 
services to neighbouring countries. It is planned, that eventually, though sometimes only in 
the long term, all the centres will be multiprofessional in character. 

2.2.3 While these developments were taking place in the field: 

- T h e Center for Educational Development, University of Illinois College of Medicine, 

Chicago (a WHO collaborating centre for postgraduate education) prepared a large 

number of reports on teacher training, 16 of which have been published.
2 

WHO Technical Report Series, No. 
2 

WHO Public Health Papers, No. 52 

521, 1973. 

，1973; and WHO Public Health Papers, N o . 61, 1974. 
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- I n 1975 a pedagogical handbook was prepared as a working document. The French 

version was field tested and the final version (English and French) is in the final 

stages of preparation. This handbook will assist teachers of the health sciences 

in improving their competence in planning, implementing and evaluating educational 

programmes. It uses programmed learning techniques (with pre-test and post-test 

exercises to permit the reader to assess his progress), and has in fact been 

conceived so as to follow the very educational principles which it recommends. 

2.2.4 Teacher training aims at the development of competences in planning, implementing 

and evaluating educational programmes, and it is therefore important to develop those areas. 

In the implementation of such programmes， communication is of particular importance, and 

since 1971 the Organization has to its credit a number of achievements in the field of 

educational communication (educational technology). 

2.2.4.1 WHO activities in this area have been directed successfully towards: promoting and 

developing materials, methods and systems of education; evaluating them in different 

educational and cultural contexts； providing a related information service for governments 

and institutions； promoting research on and developing methods of communication appropriate 

to all members of the health team, including primary health care workers (the latter being 

in some cases illiterate or semi-literate)； and assisting countries and institutions in the 

choice of methods and materials best adapted to their own educational and cultural environ-

ment and effective within local constraints. Examples of these activities are: the 

development of a comprehensive medical laboratory package； and the selection and distribution 

of a health team library set.^ Areas of study include methods of individual and small group 

l e a r n i n g a n d the selection of teaching/learning materials for the health s c i e n c e s . 3 a 

bibliography of teaching/learning materials for schools of nursing and midwifery has been 

published.& A WHO collaborating centre in London has also been working in this area, 

collecting information and carrying out research. A centre for the design, testing and 

production of learning materials in Arabic has been established in Cairo. 

2.2.4.2 In 1975 a review of WHO's work in educational technology and communication was 

undertaken and recommendations have been made for future action.^ 

2.2.5 In educational evaluation, a WHO collaborating centre in Berne is carrying out 

information collection and research in order to develop reliable methods of appraising both 

student performance and the whole teaching/learning process in relation to community health 

needs. A major programme to assist Member States in this area is now being planned. 

2•3 Continuing education 

Resolution WHA24.59 requests that special attention be paid to the problem of continuing 

education. Here the Organization has pursued three main lines of action: (a) development 

of policy guidelines and organizational methods； (b) assistance to and organization of 

training programmes； and (c) award of fellowships. 

2.3.1 Following a WHO comparative study on the position in Member States, an Expert 

Committee on Continuing Education for Physicians was convened in 1973.^ Considering 

continuing education a tool to improve health care by maintaining and improving competence 

of health personnel, it made recommendations on the institutionalization of, and a systematic 

approach to, continuing education; its integration into the national health services； the 

1

 Known as REMAHA (Reference Material for Health Auxiliaries and their teachers). 
2

 WHO Technical Report Series, No. 489， 1972. 
3

 WHO Technical Report Series, No. 538, 1974. 
4

 WHO Offset Publication, No. 19, 1975. 
5

 Document WHO/EDUC/75.176. 
6

 WHO Technical Report Series, No. 534， 1973. 
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application of modern educational planning and methods； means of motivating individuals to 

continue learning. Finally it recommended that continuing education programmes should be 

developed in such a way as to favour the concept and practice of team work. Subsequently 

the Executive Board recommended, and the Health Assembly adopted a resolution (WHA27.31), 

calling upon Member States to consider as a matter of urgency the development of national 

systems of continuing education for the health professions, based on national and local 

health needs and demands. These should be integrated with general health care and 

educational systems, and should include promotion of the systems approach in educational 

planning for continuing education arid periodic assessment of the quality of performance of 

the health personnel in the delivery of preventive and curative health care. In response 

to the request to pursue vigorously measures for such continuing education, comprehensive 

programmes are being planned, and extrabudgetary funds will be sought to implement them. 

2.3.1.1 A study has recently been completed on continuing education for members of the 
health team, with particular reference to nurses. 

2.3.1.2 In addition, Member States, training institutions and interested individuals have 

received from WHO a number of reports on organization and methods of continuing education, 

issued in the WHO/EDUC series and prepared by the Central Institute for Advanced Medical 

Studies, Moscow, a WHO collaborating centre for postgraduate education since 1969. 

2.3.1.3 WHO has collaborated with several Member States wishing to establish a new, or 

revise their existing system for training specialists in medicine with a view to ensuring the 

relevance of such training to local needs• 

2.3.1.4 A WHO Expert Committee (1973) reviewed the requirements not only for schools of 
public health, but for all postgraduate public health training programmes.1 The report is 
permeated with the idea that institutions offering postgraduate public health training should 
be an integral part of the national health manpower development process and, through this, of 
the national health system. They should thus, through training, research and service 
activities, meet actual needs and demands, and promote the health of the entire population 

of their area. The Organization has since been assisting the four regional associations of 
schools of public health (which cover the whole world) and postgraduate public health training 
programmes to put the Expert Committee's recommendations into practice. 

2.3.2 A large number of postgraduate courses for all categories of health personnel have 
been assisted and/or organized by the Organization during the past four years (details in the 
Director-General

f

s Annual Reports). Notable examples are the interregional courses in 
epidemiological surveillance and control of communicable diseases； the assistance to courses 
leading to a degree of Master of Veterinary Public Health, as well as the development of a new 
type of Master of Public Health course for doctors in tropical areas concentrating on the 
epidemiology and control of malaria and other parasitic diseases (the latter in the School of 
Public Health, University of Teheran)； and the courses in advanced techniques for tubercu-
losis planning. While continuing to assist national postbasic courses for nurses and 
midwives， WHO has also given support to a growing number of interregional courses in this 
field. Understanding Research in Nursing^ is a WHO study for advanced students ultimately 
intended to improve nursing care. 

2.3.3 Fellowships have always occupied an important place in the Organization
 ?

s programme, 

and some 5000 grants are being awarded each year (over 50 000 since 1947). Every 10 years 

headquarters carries out a comprehensive review of the regional evaluations, which latter take 

place approximately every five years. (An attempt has been recently made in the South-East 

Asia Region to ascertain the relevance to their actual duties of the training received by 

1

 WHO Technical Report Series, No. 533， 1973. 
2

 WHO Offset Publication, No. 14, 1975. 
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WHO fellows
#
) From the last review (1968, presented to the Executive Board in 1970), it 

appeared that about 60% of fellowships could be classed as successes, as failures, and 
36% either as partial successes or impossible to classify. The impression gained, if we 
consider the role of former WHO fellows all over the world and the value attached to this 
programme by Member States, is that it is a success. The whole fellowships operation has 
high priority in health manpower development and represents an effective partnership between 
different Member States. However, the overloading of "traditional" postgraduate host 
countries and institutions, and mounting language difficulties in the placement of fellows, 
are creating problems. Difficulties also arise when the applications do not define 
objectives clearly and precisely, or when they arrive too late (regulations state that 
applications should reach the regional office not less than six months before the start of 
the fellowship). 

2.3.3.1 Over the past four years, the number of fellowships (excluding those for national 
courses and educational conferences) has been maintained at the same level and in some regions 
it has even increased (Annex 3 ) ) The cost of individual fellowships has risen markedly 
during this period, and this constitutes a considerable increase in funds devoted to this 
activity. Efforts are made to tailor each fellowship to individual requirements, and quite 
recently important changes have been introduced in procedures and also educational fellow-
ships are being increasingly awarded for study in the fellow

1

 s own country or region (61% of 
all fellowships in 1974 were intra-regional). The subjects studied cover all the activities 
of WHO, but preference is given to the priority needs of Member States and in the first place 
to the problems of developing countries. Training of teachers for all categories of health 
personnel has received worldwide emphasis, and the demand for fellowships to train staff at 
the executive and policy-making levels of planning and administration has become stronger. 

2.3。3.2 In 1974 the procedures used in the WHO fellowships programme were revised with a 
view to making the applications more precise, the placements more suitable， and the evaluation 
better founded. Moreover, a comprehensive study is now being carried out to define the place 
that fellowships should occupy in the WHO health manpower development programme, and how they 
can be made more effective. 

2.4 Training and utilization of health auxiliaries 

Resolution WHA25.42 requests the Director-General to assist Member States to intensify 
"their efforts to promote the training and utilization of health auxiliaries

11

 with a view 
"to improving the efficacy of the health services and extending the health coverage of the 
population". In this area WHO has introduced new approaches promoting the training and 
utilization of medical assistants (feldshers) and primary health care workers as members of 
a coherent and integrated system. The greatest perseverance has to be demonstrated here 
because of lack of understanding and even expressed hostility on the part of certain 
categories of health personnel• 

2.4.1 A study was carried out (1972) to outline the steps to be followed by WHO in promoting 
the utilization of medical assistants. In 1973 a conference, sponsored jointly with the 
Fogarty International Center, considered the problems posed by (a) the training, utilization 
and role in the health team of the medical assistant, and (b) the adaptation of this scheme 
to different country settings. Several types of medical assistant were compared - the 
physician

1

 s assistant or "Medex" in the United States of America； the USSR feldsher； and 
the medical assistant trained in some developing countries under different names, e.g. health 
assistant, assistant medical practitioner, etc. The discussions of this conference and a 

Detailed tables are published in each Annual Report of the Director-General. The 
Executive Board also examined at its fifty-fifth session a case study on "The fellowships 
and training programme" (WHO Official Records, No. 223， 1975， pp. 103-106) which inter alia 
dealt with the evaluation of the WHO fellowships programme. 
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report on the training and utilization of feldshers in the USSR formed the subjects of two 

Public Health Papers ;丄 and two travelling seminars in the USSR studied the theme• Regional 

seminars in the Western Pacific and the Eastern Mediterranean (1974) dealt with the promotion 

of utilization of medical assistants. Several articles published in the WHO Chronicle and 

World Health also treated this problem.
2

 In 1971 the Joint FAO/WHO Panel of Experts 

discussed the training and utilization of animal health assistants.^ 

2.4.2 A further step was taken in 1973 when WHO sought to collaborate in improving the 

situation of rural populations deprived of health care because they lived in peripheral and 

often remote areas. The use of
 11

 front-line" health workers was proposed. This would 

involve giving a minimum of basic health training to individuals chosen by the villagers, who 

would take on health work in their own community while at the same time continuing part-time 

their other activities. A working document on the village health worker, his training and 

utilization, was published in three languages (English, French and Spanish) in 1974. It 

deals mainly with the training and supervision of these primary health care workers, and their 

role in promotive, preventive, curative and rehabilitative health care, distribution of drugs 

and referral of the sick - all in the context of the health team. This new category of 

health workers is at present being field tested. 

2.4.3 In 1972 WHO participated in a study on traditional birth attendants and in 1973 

organized a consultation on the role that such personnel could play in maternal and child 

health and family planning. Following upon this study two interregional meetings were held 

with participants from 19 countries. A guide for the training and utilization of indigenous 

midwives was prepared, used on a trial basis, revised, and published in English and French. 

In 1974 work was initiated on the practicability of incorporating other types of traditional 

healers, after short basic training, into the health care system (Addendum 2 to this document 

contains a brief report on this work). 

2.4.4 A group of consultants (1971) made recommendations on the most appropriate methods of 

training auxiliary personnel for family planning activities. Another consultant group (1972) 

suggested a formula for the classification of health personnel based on criteria of performance 

rather than of education. A consultant group (1973) advised on the training required for 

supervision of auxiliaries. 

2.4.5 WHO has organized, or helped to organize, conferences, courses, seminars and workshops 
on the training and utilization of all levels of health auxiliaries: medical assistants； 
auxiliary nurses and midwives； dental, environmental health and laboratory auxiliary 
personnel； health statistical clerks； and other categories of health workers. Direct 
assistance has been given to many countries, in all WHO regions, in developing programmes for 
the training and utilization of all types of auxiliaries. An example of the latter is the 
collaboration with the Ministry of Health in Brazil on a programme of strategic training of 
health manpower whereby 100 000 technicians and auxiliaries will be trained over a period of 
five years. 

2.4.6 A research study on the training and utilization of health auxiliaries has been under 

way since 1969 , with the assistance of UNFPA, in three countries (Brazil, Egypt and Hungary). 

It has for its aim the analysis of tasks carried out by each member of the health team with a 

1

 WHO Public Health Papers, No. 56, 1974; and No. 60， 1974. 
2 

For example the entire issue of World Health，June 1972, was devoted to problems of 

training and utilization of medical assistants. 
3 — 

Report of the Third Meeting of the FAO/WHO Expert Panel on Veterinary Education, held 
in Rome, 12-16 July 1971 (Meeting Reports AGA/1971/7). 

4 
WHO Offset Publication, No. 18， 1975. 
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view to re-defining their roles and improving their 

needs of the population and of the health services. 

completed in two countries, will soon be published. 

2•5 "Equivalence" of medical degrees and diplomas 
the term "physician" 

Resolution WHA24.59 invited the Director-General to intensify the study of criteria for 
assessing the equivalence of medical degrees and diplomas in different countries； it also 
required a definition of the term "physician". 

2.5.1 This definition, as recommended by the Executive Board, was rioted by the Twenty-fifth 

World Health Assembly (resolutions EB49.R13 and WHA25.42). 

2.5.2 The determination of the criteria for the "equivalence" of medical degrees and 

diplomas has been recognized as the shared responsibility of WHO and UNESCO. It was under-

stood that the recognition of such "equivalence" was mainly for the purpose of authorizing an 

individual to exercise his profession in a country other than that which awarded his degree, 

and that such authorization not only depended on technical proficiency, but also involved 

legal and political considerations. 

2.5.2.1 On the basis of consultations with UNESCO, the following conclusions were reached： 

- P r e v i o u s l y applied criteria (namely, the reputation of the teaching establishment, the 
length of studies and the type of degree) can no longer be considered valid as a basis 
for international recognition. 

- W h a t is required is optimization of preparation based on adaptable "basic models of 
curricula" (resolution WHA24.59) and of comparability of degrees, where possible on 
the technical basis of learning objectives, which will then allow mutual recognition 
of comparable competencies and accordingly the authorization of the degree-holder to 
practise in a country other than that which awarded his degree. 

- S u c h an approach is difficult to establish from the beginning on a worldwide scale, 

and as a first step some form of regional recognition is more likely to be acceptable, 

taking into account the political and other non-technical aspects involved. 

2.5.2.2 This seems to be the most fruitful approach. The two specialized agencies have 

therefore agreed that, in addition to continuing their joint attempt to establish technical 

criteria for comparison of health degrees and diplomas within the general programme for the 

study of comparability of degrees in the biological sciences, they will also vigorously 

encourage regional agreements for the mutual recognition of degrees and diplomas, including 

those in the health field, and the establishment of regional and national mechanisms to assist 

in implementing those agreements, 

2.5.2.3 An agreement was signed in 1974， under the aegis of UNESCO, between the countries 

of Latin America and the Caribbean area. Discussions are under way between European 

countries and Arab States bordering on the Mediterranean, and an agreement is expected in 

1976. A similar solution is being explored for the African, Arabic and European countries. 

In the South-East Asia Region some countries are studying the possibility of reciprocal 

recognition of medical degrees and diplomas. Partial agreements， not arranged by a United 

Nations agency, also exist among some countries of the Commonwealth, the Council for Mutual 

Economic Assistance, the European Economic Community, the French-speaking African countries, 

etc. 

training by adapting it to the actual 

The results of the study, already 

in different countries• and definition of 
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2.6 Outflow of trained health manpower ("Brain drain’’) 

Desirable though the mutual recognition of health degrees and diplomas may be, it 

obviously facilitates the international migration of professional personnel which has already 

handicapped so many developing countries and favoured some highly developed ones. 

Resolution WHA24.59 invited the Director-General to proceed with the study of this phenomenon, 

and resolution WHA25.42 requested him to "continue and intensify the preparation and imple-

mentation of a detailed study on international migration of health personnel". 

2.6.1 It was fully understood that before alternative intervention strategies could be 

suggested to Member States, the socioeconomic and other factors involved in this highly 

complex phenomenon must be ascertained. A protocol was developed for a study of the 

international migration of physicians and nurses, covering both the extent and methodology 

of the study, and dealing with characteristics of migrants, associated factors, and conse-

quences of migration. The aim was to develop alternative intervention strategies. A group 

of experts (1974) considered the various technical aspects； and a meeting of those concerned 

with the extrabudgetary financing of the project studied the technical and financial implica-

tions . The study started in 1975 and its first phase is planned to be completed in 1976. 

(A progress report on the study will be found in Addendum 2 to this document.) An annotated 

bibliography on the international migration of health workers has already been prepared. 

2.7 Cooperation with international organizations 

Resolution WHA24.59 invites the Director-General to continue and further extend 
cooperation with international organizations in the health manpower field. 

2.7.1 WHO participates actively in the work of the ACС Sub-Committee on Education and 

Training, which has met annually since 1973. These meetings dealt with coordination of 

activities, inter alia in the field of educational technology, international migration of 

trained staff, and evaluation of fellowships. 

2.7.2 Collaboration has been particularly active with UNESCO and, in addition to regular 
consultations, cooperation in the following areas has been proposed: 

- I n rural development, collaboration between "community (village) health workers" and 

"vocational literacy" programmes. A representative from each of the two specialized 

agencies to be included in missions on integrated rural development. 

- S t u d i e s and combined action leading to the mutual recognition of degrees and diplomas 

(see section 2.5 above)• 

- I n the field, WHO has participated in eight UNESCO/IBRD country missions on the study 

of the education sector, giving technical advice to countries on planning university 

centres for health sciences and schools of health personnel (such joint missions were 

also carried out with UNICEF, UNDP and FAO). 

- S t u d i e s on environmental education in schools and for adult populations, on the 

education of environmental engineers, and on orientation programmes for civil 

engineers in the principles and practice of environmental health. 

- A study on existing patterns of collaboration between ministries of health and 

ministries of education, which is being planned as a joint action by the two 

specialized agencies. 

2.7.3 UNDP's financing of health manpower development projects through WHO started only in 

the seventies and since 1971 has amounted to over $ 6.5 million in more than 40 countries• 
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2.7.4 UNFPA support to health manpower development in the pasù four years has been of the 
magnitude of $ 1.25 million and has enabled the Organization to embark on more than 40 new 
training programmes for all categories of family health workers and also to strengthen and 
enlarge ongoing activities for integrating family planning activities into the basic health 
services. 

2.7.5 UNICEF
1

 s contribution is in the form of supplies, equipment and transport for many 
WHO projects and this collaboration is guided by the policy, principles and priorities 
recommended by the UNICEF/WHO Joint Committee on Health Policy in 1971.

1 

2.7.6 A typical example of combining assistance to specific activities in countries is the 
newly established Centre for Educational Technology in the Health Sciences, Egypt. The 
Centre was planned and set up with WHO technical and UNDP financial assistance ($ 302 000), 
and is functioning under the responsibility of the Government with technical advisers from 
WHO and material assistance ($ 600 000) from UNICEF. 

2.7.7 It should also be recognized that other multilateral and bilateral aid sources and 
agreements have largely contributed to some of the successes of the health manpower develop-
ment efforts of different Member States. 

3. CONCLUSIONS 

3.1 Resolutions WHA24.59 and WHA25.42, as well as subsequent Assembly resolutions, have 
served in the past four years as a basis for planning and implementing activities by WHO in 
health manpower development. This progress report reflects the marked feeling of respon-
sibility in fulfilling the Assembly

1

 s recommendations to the fullest possible extent in spite 
of difficulties arising from the fact that these recommendations often cut across tradition 
and widely accepted ideas and philosophies. 

3.2 Some achievements and successes can be demonstrated in all areas referred to in the 

Assembly resolutions: 

(a) a new concept of integrated development of health services and manpower is 

evolving； 

(b) it is becoming more and more widely understood that new categories of health 
manpower will have to be developed in many countries (primary health care worker, 
medical assistant, etc.) and built into a well-planned system if the health services 
are to be expected to cover the entire population in the foreseeable future; 

(c) the need for adapting educational programmes to local conditions is now a topic 
for discussion, although not yet a subject for action, almost everywhere； 

(d) the idea that teachers should learn how to help learners to learn is now 
increasingly accepted, and the teacher training programme, which creates a framework 
for teachers in which - and stimulated by which - they can develop their educational 
competencies, is developing successfully; 

(e) there has been some success in disseminating new concepts and methods of planning 

and implementation of educational programmes, including innovations in educational 

communication systems； 

(f) advances have been made in (i) the recognition of the need for continuing educa-
tion and (ii) the development of the concept and practice of continuing education; 

1

 WHO Official Records, No. 195, 1971， Annex 2. 
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(g) there are hopes for the better understanding of, 
influencing, the phenomenon of the migration of health 

(h) a vast amount of information has been collected, 
number of aspects of health manpower development； 

(i) collaboration with other international agencies has been widened and the regular 
budget has been complemented by extrabudgetary resources. 

We can, in summary, say that conditions for a major breakthrough to solve the manpower 
problems of the developing world and find new solutions also in developed countries, are 
accumulating at an accelerating pace. There is now in every country of the developing 
world at least a core of highly educated and experienced national experts in the health 
field who can be - and who will be - at the basis of further rapid development in this area. 

3.3 We must however recognize that no such breakthrough ha_s yet been achieved. Though 
emphasis has been shifting, WHO programmes have still been too oriented towards the classical 
types of health workers, primarily physicians and nurses, and even in their training changes 
have been all too slow. The acceptance and development of new categories of health personnel 
and the retraining of existing categories also advances at a slow pace. The Organization

1

 s 
programme has contained many important elements and projects, but they have rarely added up to 
a coherent integrated whole that would help to solve the basic problems of the countries 
concerned. As in the past, there is still too much reliance on publications alone, without 
following up what happens to the recommendations formulated so as to see how WHO can 
collaborate in their adaptation and implementation in the countries. The coordinating role 
of WHO in health manpower development and the dialogue with Member States in this area have 
just started to get a new impetus and need much further development. It is clear that the 
bulk of the work remains to be done, although foundation stones have been laid. What WHO 
intends to do in the future, in collaboration with its Member States, is outlined in Part II 
of this document. 

and for the possibility of 
workers； 

analysed and published on a 
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ANNEX 1 

WHO PUBLICATIONS AND DOCUMENTS DEALING WITH HEALTH MANPOWER DEVELOPMENT 
1971-1975 

1. 

l . j 

WHO publications 

WHO Technical Report Series, No. 481， 

manpower: report of a WHO Scientific 

WHO Technical Report Series, No. 489, 
learning systems in medical education 

1971 (The development of studies in health 

Group) 

1972 (Implications of individual and small group 

report of a WHO Study Group) 

WHO Technical Report Series, No. 508, 1972 (Education and training of family planning 

in health services: report of a WHO Study Group) 

WHO Technical Report Series, No. 521, 1973 (Training and preparation of teachers for 

schools of medicine and of allied health sciences: report of a WHO Study Group) 

WHO Technical Report Series, No. 533, 1973 (Postgraduate education and training in 

public health: report of a WHO Expert Committee) 

WHO Technical Report Series, No. 534, 1973 (Continuing education for physicians: 

report of a WHO Expert Committee) 

WHO Technical Report Series, 

in health sciences education 

WHO Technical Report Series, 

programmes : report of a WHO 

WHO Technical Report Series, 

report of a WHO Study Group) 

No. 538， 1974 (The selection of teaching/learning materials 

report of a WHO Study Group) 

No. 547， 1974 (The planning of medical education 
Expert Committee) 

No。 566， 1975 (The planning of schools of medicine: 

1.2 Aspects of medical education in developing countries， by various authors, Geneva, 

World Health Organization, 1972 (Public Health Papers, No. 47) 

Development of educational programmes for the health professions, by various authors, 

Geneva, World Health Organization, 1973 (Public Health Papers, No. 52) 

Turnbull, L. M . & Pizurki, H.， ed. Family planning in the education of nurses and 

midwives， Geneva, World Health Organization, 1973 (Public Health Papers, No. 53) 

The training and utilization of feldshers in the USSR， Geneva, World Health Organization, 
1974 (Public Health Papers, No. 56) 

Mace, D. R., et al., ed. The teaching of human sexuality in schools for health 
professionals， Geneva, World Health Organization, 1974 (Public Health Papers, No. 57) 

Pitcairn, D. M. & Flahault，D•，ed。The medical assistant: an intermediate level of 

health care personnel, Geneva, World Health Organization, 1974 (Public Health Papers, 

No. 6 0 ) ~ 

Miller, G. E. 6c Fulüp, T•’ ed. Educational strategies for the health professions, 

Geneva, World Health Organization, 1974 (Public Health Papers, No. 61) 
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1.3 World directory of medical schools 1970 Répertoire mondial des écoles de médecine, 

Geneva, World Health Organization, Genève, Organisation mondiale de la Santé, 1973 

World directory of schools of public health 1971， Geneva, World Health Organization, 

1972 ” “ — 

World directory of veterinary schools 1971， published under the auspices of FAO and WHO, 

Geneva, World Health Organization, 1973 

World directory of schools for animal health assistants 1971’ published under the 
auspices of FAO and WHO, Geneva, World Health Organization, 1974 

1.4 Chater, S. Understanding research in nursing， Geneva, World Health Organization, 1975 
(WHO Offset Publication, No. 14) 

Verderese, M
e
 de L. & T u m b u l l， L . M . The traditional birth attendant in maternal and 

child health and family planning: a guide to her training and utilization, Geneva, 
World Health Organization, 1975 (WHO Offset Publication, No. 18) 

McMinn, A. & Russell, G. J. Training of medical laboratory technicians: a handbook for 

tutors, Geneva, World Health Organization, 1975 (WHO Offset Publication, No. 21) 

2. Documents in the WHO/EDUC series 

WHO/EDUC/ 1.139 Miller, С. E.: Educational research and development centres for the health 
professions 

1.140 Butrov, V. N
e
: Structure and work of the Central Institute for Advanced 

Medical Studies, Moscow 

1.141 Connell， K . J.: Organizing short-term teacher-training programmes 

1.142 Pochyly, D. F.: Educational programme planning 

1.143 Butrov, V. N. & Nekrasov, V. P.: Advanced training of doctors in the USSR by two-part formal and correspondence courses 

1.144 Butrov, V. N. & Nekrasov, V. P.: Extra-mural courses as a form of advanced 

medical training in the USSR 

1.145 Miller, 6. E.: Educational objectives 

1.146 Kovrigina, M . D.: Advanced medical studies with the help of television 

1.147 Consultation on the Teaching of Human Reproduction, Family Planning and 

Population dynamics to Auxiliary Health Personnel: Report 

1.148 Penta, F. B. & Telder, T. V.: Audiovisual aids to learning 

1.149 Abel-Smith, В., et al.: The costs of medical education 1.150 Shioshvily, A . P. & Prorokov, N
e
 N. : Specialization and advanced training 

of therapeutists in the USSR 
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WHO/EDUC/72.151 

72.152 

72.153 

72.154 

72.155 

72.156 

72.157 

72Л58 

72.159 

WH0/EDUC/73。160 

73.161 

73.162 

73.163 

73.164 

73.165 

73.166 

73.167 

73.168 

73.169 

73.170 

WHO/EDUC/74
e
171 

74.172 

and Add.1 

McGuire, С. H.: Diagnostic examinations in medical education 

Rezler， A . G.: The assessment of attitudes 

Consultation on Multi-professional Training of Health Personnel: Report 

Consultation on Classification of Auxiliary Health Personnel: Report 

Consultation to develop recommendations for the establishment or 

reorganization of a medical school 

Butrov, V• N. & Fyodorova, S。 P.: Specialization and further education of 

surgeons in the USSR 

Bughman, E.: The lecture method of instruction 

Shioshvily, A , P.: Continuing education of paediatricians in the USSR 

Foley, R. P.: Microteaching for teacher training 

Korj，N. N. : Forms of medical specialization in some countries of 

Eastern Europe 

Perlmutter, S.: Dynamics of a learning group 

Walldren, A . W.: Curriculum theory and curriculum practice 

The use of "medical assistants" for improving health services 

Document No. 1: Suggested guidelines for promoting the use of medical 

assistants 

The use of "medical assistants" for improving health services 

Document No. 2: Suggested guidelines for planning, implementing and 

evaluating a programme for the training and use of medical assistants 

McGuire, С. H.: The evaluation of teachers and teaching effectiveness 

Korj, N. N. : The continuing education of physicians in some countries of 

Eastern Europe 

Shioshvily, A . P.: Specialization and further education of obstetricians 

and gynaecologists in the USSR 

Tiganov，A. C。& Korj，N
e
 N. : Postgraduate training of psychiatrists in 

the USSR 

Working group on training for supervision 

Bobula， J. A.: Examinations and decision-making 

McGuire, С. H. & Wezeman, F
e
 H.: Use of simulation in instruction and 

evaluation in medicine 

List of educational research and development units for medical education 
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Miller, G. E,: Teaching large groups 

Murav
1

ev, M. V. et al.: Methods of assessing the effectiveness of the 
teaching in various forms of postgraduate training of specialist 
physicians 

Murav
1

ev, M. V.: The use of new forms and methods of instruction in the 
postgraduate training of specialist physicians 

WHO/EDUC/75.176 WHO Study Group on Review of the WHO Programme in Educational Technology 
and Communications : Report 



COMPREHENSIVE AND COORDINATED LONG-TERM TRAINING PROGRAMME 

FOR TEACHERS OF MEDICAL AND ALLIED HEALTH SCIENCES
1 

Implementing groups 

The staff of the interregional 

centre(s) 

Steps 
Organizational 

bodies 

Trainees qualified at the 

interregional centre, 

assisted by the staff of the 

interregional centre(s) 

Trainees qualified at the 
regional centres, with the 
help of expertise from inter-
regional and regional centres 

Trainees qualified at the 
national centre, with the 
help of expertise from 
regional and national centres 

Implementing groups 

The centres and 

1 Reproduced from Public Health Papers, No. 52， 1973， page 91. 
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ANNEX 3 

WHO FELLOWSHIPS AWARDED BY REGION 
1971/1975 

AFRICAN REGION 

REGION OF THE AMERICAS 

SOUTH-EAST ASIA REGION 

EUROPEAN REGION 

EASTERN MEDITERRANEAN REGION 

WESTERN PACIFIC REGION 

TOTAL 

1971 

749 

678 

510 

593 

706 

380 

3 616 

1972 

602 

774 

494 

588 

661 

411 

3 530 

1973 

730 

671 

563 

534 

675 

421 

3 594 

1974 

599 

861 

642 

421 

659 

407 

3 589 

1975 

328 

513 

482 

369 

471 

317 

2 480 

1 

1 Awards received until the end of September; for the Region of the Americas until 
the end of August. 

•k * •k 
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HEALTH MANPOWER DEVELOPMENT 

Proposals for future activities 

Summary 

Part II of this report has been prepared in pursuance of 
resolution WHA25.42,^ which requested the Director-General "to submit 
concrete proposals for the future activities of the World Health 
Organization in the field of training of health personnel for a number 
of years". It outlines aims, objectives, priorities and suggested 
future action in health manpower development, both at national level 
and for the Organization. The Executive Board may wish to give its 
guidance as to the planning and implementation of this programme. 
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1. Introduction 

The present report, prepared in compliance with resolution WHA25.42,^" attempts to 
outline a coherent, integrated and systematic programme of collaboration with Member States 
in all relevant areas of health manpower development, based on Health Assembly resolutions, 
the material prepared as background documentation for the Sixth General Programme of Work and 
the recommendations of different expert groups. It will not cover the same ground as a 
previous report of the Director-General on general considerations of health manpower and 
related q u e s t i o n s w h i c h is still valid. 

It is evident that a sufficiency of health personnel whose training has been strictly 
relevant to the health needs of the population they are to serve is the basis for all health 
action to improve the quality of life of that population, whether by development of health 
services, promotion of environmental health, disease control or research. Many countries of 
the world 一 developed and developing - are facing qualitative and/or quantitative problems 
in the staffing of their health services, which others may already have solved or are on the 
way to solving. Activities in the highly complex area of health manpower will all have to 
be directed towards combating one or more of these problems. Some of them are discussed 
below. 

2. Some major problems 

The problems are well known, even if their real socioeconomic causes are not always 
fully understood; they have hardly changed and may even have been aggravated over the past 
two decades； and present trends suggest that they will essentially remain the same for some 
time in the foreseeable future. The following list is far from being exhaustive. It shows, 
however, that the problems to be tackled are interrelated, not only with each other but also 
with different political, general socioeconomic and cultural problems. 

It is quite obvious that there is an explicit gradation in the appearance of the problems, 
which present themselves in each country - if they appear at all - in a different way and 
context, and with a different emphasis and flavour. 

2.1 General socioeconomic problems. Although these have an obvious interrelationship with, 
and a decisive influence on, health and health manpower development, they are considered as 
being outside the scope of the present report. 

2.2 General problems of health services related to health manpower. These are: 

(a) the relatively low status accorded to the health component in national socio-

economic development plans； 

(b) the absence of well-formulated health policy and plans, and of coordination both 
within the health sector and with other sectors of socioeconomic development； 

(c) the lack of involvement of the community, i.e. of the "consumer", in the planning, 
provision and evaluation of health services； 

(d) the lack of a coherent health system, institutions at present functioning in a 
more or less unrelated way； and consequently 

1 WHO Handbook of Resolutions and Decisions, Vol. 1， 1973, p. 50. 
2 

Training of National Health Personnel, Report by the Director-General, WHO Official 

Records, No. 193, 1971, Annex 12, pp. 82-90. 
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(e) the fragmentation of health care, which is provided only to the individual, largely 
neglecting the community and the real objective of health services - the improvement of the 
health of the entire population； 

(f) the insistence on highly sophisticated and centrally located medical care that 
unduly emphasizes the curative element, is frequently quite unrelated to local realities, 
and is provided only in urban areas, to restricted and privileged parts of the population; 

(g) the shortage of health personnel (see Annex 1) and the uneconomic utilization of 
many categories, the imbalance between different disciplines, categories and levels, and the 
inequities in geographical distribution, aggravated by the migration of qualified staff; 

(h) the need for a clear definition of functions and a delineation of competency for 

the various categories of personnel engaged in the delivery of health care； 

(i) a lack of policy in the health team concept, including the training and utiliza-

tion of auxiliaries-'- and aides whose proper use as members of the health team can significantly 

advance the solution of certain problems； 

(j) a lack of policy for the preparation, utilization or integration into existing 

health systems of traditional healers in countries where they represent a real force in health 

care delivery and the lack of recognition - or even rejection - of useful traditional healing 

practices； 

(к) the accentuation of the social distance and communication gap between health 

personnel and population, so that the providers of health services are unable to identify 

with the consumers； 

(1) As a consequence of the above, an inadequate health coverage, with limited or no 
access to health services for very large population groups in developing countries； and with 
deficiencies in the quality and sometimes in the quantity of the health care provided for 
certain population groups in a number of developed countries. 

2.3 Problems in the health manpower development field 

2.3.1 Health manpower systems: 

(a) non-existence or inadequacy of national health manpower policies, leading to 

(b) . absence of a well conceived national health manpower system that is an integral 
part of the existing health system, the latter being characterized by 

(c) lack of integration, and sometimes even coordination, of the different elements of 

the health manpower process (planning, "production"， management) even where they all e x i s t ? 

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. There can also be different levels 

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

nursing aides, etc. (WHO Official Records, No, 127， 1963, Annex 15, p. 184). 
2 

As a consequence (i) health manpower plans, if they exist at all, are not taken into 

account either quantitatively or qualitatively by the training institutions, which often do 

not belong to the same supervisory authority as the planning unit； (ii) there is no 

monitoring of health workers
 1

 activities (see first footnote to section 5.4.1)； and 

(iii) there is no feedback to adjust the planning and training processes on the basis of that 

monitoring. 
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(d) lack of coordination between the health manpower process and other interested 
development sectors and agencies, primarily in general education but also in social security, 
labour, agriculture, etc. 

2.3.2 Health manpower planning: 

(a) lack of proper planning of health teams, and as a result 

(b) undue emphasis on traditional training of certain "classical" categories of health 
personnel, particularly physicians, at the expense of other categories. 

2.3.3 Health manpower "production": 

(a) shortage of facilities to train the required type and number of health personnel 
needed by the national health services on the one hand, and on the other excessive student 
numbers in some health personnel schools ； 

(b) shortage of teachers in the health sciences who are also qualified to deal with 
educational planning and processes； 

(c) lack of proper planning in (i) training new categories of health personnel, 
(ii) reorienting the training of the "classical" categories, and (iii) retraining those 
already working； 

(d) wide divergencies between academic and training goals on the one hand and service 
requirements, consumers

1

 expectations and life style, and (most important) the general socio-
economic situation on the other； and consequently 

(e) unsuitability of curricula, methods and evaluation for the training of health 
workers to meet community health needs and to work in teams, educational programmes being 
primarily directed towards medical and institutional curative care and largely irrelevant to 
the tasks required outside institutional settings or in health promotion, preventive work and 
rehabilitation. In short, 

(f) in the absence of collaboration between those responsible for the training of health 
personnel on the one hand and for health care delivery on the other, educational programmes 
tend to develop in isolation from the constantly changing health care needs； and in some 
cases there is 

(g) a hostile attitude on the part of certain influential professional groups to 
radical changes in health personnel education in the sense of making it more community- or 
team-approach-oriented. 

2.3.4 Health manpower management 

(a) unattractive working, service and life conditions for health workers, particularly 
in rural areas； 

(b) lack of security of tenure, of any career ladder, of vertical (and horizontal) 
mobility, and of moral and financial incentives - leading to 

(c) lack of job satisfaction； 

(d) absence of provision for continuing education as an integral part of the health 
care and educational systems, to maintain or improve the level of competence and performance 
of trained health workers； 
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(e) inadequate training for top and middle-level health administrators dealing with 

the planning, management and evaluation of health programmes. 

WHO in the last two decades has attempted to meet these needs by a series of projects, 

some of which have been successful (e.g. the programmes in teacher training, educational 

technology, fellowships, teaching of community health, and certain country projects).^ But 

these fragmented and unrelated efforts have only rarely added up to a coherent and well-

thoughtout programme. 

It is relatively easy to make a diagnosis, but the question then arises: What aims and 

objectives must be achieved in order to solve all these problems, and what can be done to 

assist their solution? 

3. Principles， aims and objectives 

3.1 The general principle that should guide the Organization in health manpower development 

is: to collaborate with Member States, at their request, to achieve the goal of satisfying 

the health needs of their entire population through health services composed of teams of 

health personnel, on the principle that all health activities should be undertaken at the 

most peripheral level of the health services as is practicable, by workers most suitably 

trained to carry out these activities. 

3.2 The main aim in the coming years should be to effect a radical change in health manpower 

development that will make it relevant to present and foreseeable future community health 

needs, 

3.3 The changes should result in a sound health manpower system that plans, develops and 

manages/utilizes efficiently the right "mix" of health personnel to man well conceived health 

and other services, continuously monitors whether they are functioning properly, and adjusts 

the planning and "production" system on the basis of such monitoring. 

3.4 Changes can only be carried out in the countries and by the countries themselves, WHO 

playing its constitutional role as directing and coordinating authority also in this area of 

international health work, and its role as a change agent, stimulating thought and action, and 

pioneering in relation to difficult problems by promoting innovations, often even in the fact 

of convention wisdom. 

3.5 The two main objectives of an integrated, coherent programme in health manpower 
development as defined for the purpose of the Sixth General Programme of Work, each broken 
down into its detailed objectives, are: 

(a) To promote the development of the types and numbers of health manpower needed to 
provide health services that are adequate and appropriate to the needs of the largest possible 
segment of the population: 

(i) to assist in the planning for and training of sufficient manpower with the proper 
knowledge, skills and attitudes for the execution of national health plans and 
programmes； 

(ii) to promote the integration of health manpower planning, production and utilization 
within the context of national health plans and socioeconomic development, and in 
collaboration with the general educational system; 

(iii) to promote optimal utilization and to reduce undesirable migration of trained 
manpower. 

1

 See document EB57/21/Part I, chapter 2. 
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(Ь) To promote the development of relevant basic and continuing educational processes 
(planning， curriculum development， methodology and evaluation) for all categories of health 
personnel : 

to promote the development of national staff able to apply a systematic approach 
to educational processes； 

(ii) to promote the definition of learning objectives for relevant curricula, 
appropriate educational methods, and valid evaluation systems for all types and levels 
of educational activities. 

It is clear that each country will define its own objectives in a different way, taking 
into account its own priorities as defined in country health programming, national health 
planning, or some similar process. WHO can collaborate in a review, in the systematic 
identification of priority health problems, in the specification of operational objectives 
for the solution of these problems, and in the translation of these objectives into programmes, 
but this process remains entirely a national responsibility• 

4. Priorities 

4.1 The first priority for the Organization in health manpower development is to contribute 

to the solution of the health problems of those people who have the most serious such problems 

and need cooperation in the planning and implementation of the right solution. Besides the 

priority given to problems of developing countries， further attention should also be given to 

problems of developed countries, and it should be kept in mind that there are many inter-

mediate degrees in a broad spectrum of development. 

4.2 Two further main priorities are: 

(a) orientation of development of all categories of health personnel towards the 

satisfaction of health needs and demands of people and not for the sake of professional 

interest. There should be no question, for example, of promoting certain categories of 

health personnel or the teaching of certain disciplines unless there is evidence of their 

relevance to present or foreseeable future health needs； 

(b) meeting the health needs of the most deprived, particularly rural， communities 

by means of personnel with the appropriate level of skills, first of all primary health care 

workers,! and those who ensure for them effective support and guidance within the framework 

of comprehensive national health systems and services.^ 

4.3 This means that, besides the emphasis laid on training of "classical" categories of 

health workers (doctors, nurses, etc.), a new, strong, emphasis will be laid on the training 

and utilization of auxiliary and community health workers and their supervisors. This new 

emphasis comes from the realization that simply training more physicians and nurses, generally 

hospital and disease-oriented, will not solve the health problems of developing countries in 

the foreseeable future. Hence the need for non-traditional solutions. However, the number 

of physicians, nurses and other "classical" categories of health workers will also have to be 

increased. Their role and importance will increase, and their education must be properly 

geared to the progress of science and to the needs of society; it must be made relevant to 

Primary health care workers are simply trained community health workers recruited from 

the community which they are going to serve (see footnote 1 to section 5.2,1(c)). 
2

 Resolution WHA28.88. WHO Official Records, No. 226, 1975, p. 53. 



EB57/21/Part II 

page 7 

community health needs and demands without reducing its basic quality. Health professionals 
should be prepared for their leadership role in the health teams and in community development. 
In the description of future activities given below, the categories of health workers are not 
mentioned by name, since all statements relate to all categories, including physicians and 
nurses. 

5. Future activities 

Problems can and should be identified, and objectives achieved by specific activities, 

only in the countries and by the countries themselves. Therefore, in the following section, 

the activities which might be expected at national level are discussed and then the action 

whereby the Organization can promote and, on request, collaborate in those activities. 

It is clear that no one set of activities can bring about the solution of any set of 

problems described in section 2 above. And if the objectives described in section 3 are to 

be achieved, there is a need for a logical chain of action. Such action will be required 

in each of the three main areas of the health manpower process, namely: 

(a) health manpower planning, 

(b) manpower resources development (health manpower "production", education and 
training), and 

(c) health manpower management (administration)， 

which should be integrated into a single process geared to the development of health services.^ 
The realization of this concept of integrated development of health services and health 
manpower (HSMD - Health Services/Health Manpower Development) is a pre-condition of success 
for activities undertaken in any of the above areas (targets for which are listed in 
section 5.6 below). 

5.1 Practical applications of the health services/health manpower development concept 

It has been pointed out that the development of health manpower is only one component in 
the development of health services, into which it must be properly integrated. "Health 
manpower" has no meaning in isolation: it is uniquely an instrument for effecting health care. 
However, in the complicated system of interrelationships (Annex 2) and competing academic and 
professional interests, it is difficult to realize this simple concept. 

5.1.1 Activities at national level. There is a need for a country-specific permanent 

mechanism for the functional integration of health services and manpower development that will 

foster a permanent dialogue, ensure efficient collaboration and coordination between the 

various governmental and nongovernmental departments, institutions and other bodies responsible 

for the different aspects of development of health services and health manpower, and bring 

them together for the purposes of planning, decision making and management of HSMD. Such a 

mechanism, in addition to those responsible for the health sector, might include representa-

tives of the general education system (often responsible for a part of health manpower develop-

ment) ,socioeconomic planning and development, social welfare, labour, agriculture, sanitation, 

housing, universities, professional organizations, etc. Its form might differ from country 

to country, adapted as it must be to local conditions and circumstances, but it would in every 

case realize the functional integration of the three main components of the health manpower 

process (planning, "production", management) into a composite whole； and this composite whole 

would be integrated with the development of the health services themselves. 

Health services in their turn are to be developed on the basis of the principles set 

forth in resolution WHA23,61 and, where primary health care is concerned, in resolution 

WHA28.88. 
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The mechanism should permit the most effective planning, development and utilization of 

health personnel, where feasible linking up with country health programming, taking into 

account the national political framework, and integrating with socioeconomic, cultural, 

education and labour (manpower) policies and plans and with development activities. It 

should allow for specification of present and hypotheses of future needs of a national system 

of health services, based on the health needs and demands of the entire population. 

The establishment and functioning of the HSMD mechanism is not an end in itself, but 

should result in health services covering the entire population of a country and meeting their 

promotive, preventive, curative and rehabilitative health needs and demands, and staffed with 

sufficient numbers of health personnel whose skills were developed in answer to health problems. 

In countries where health services are not yet well developed, the first result of the 

functioning of the HSMD mechanism might be the development of primary health care, with its 

supervisory and referral systems, as an integral part of the national health system and fully 

integrated with other sectors of community developments 

5.1.2 Action by WHO. The first steps have already been taken, by developing the HSMD 
concept and collaborating with some countries to establish permanent HSMD mechanisms adapted 
to local conditions. However, the concept must further develop, and there is a need to 
study the process of establishment, functioning and results of the mechanism in different 
country settings, and to compare the experiences of those countries that have already solved 
the problem so that the advantages and disadvantages, the successes and failures of different 
approaches can be brought to light. WHO will pursue its action in the next few years by 
putting into operation activities described in section 5.5 below and, collaborating with 
Member States, on request, in promoting and evaluating their HSMD mechanism and its functioning. 

5.2 Health manpower planning 

Health manpower planning, as an important component of the integrated HSMD process 
(Annex 2) should be based on overall national political frameworks, health policies and plans. 
The latter should in turn be integral elements of the general socioeconomic, educational and 
manpower policies and plans, and should be based on the appreciation of local resources and 
needs• Health manpower planning consists in identifying and defining the categories and 
numbers of health workers required, and the composition of the health teams,^ striking the 
balance among health team members that is best adapted to local conditions, 

5.2.1 Activities at national level 

(a) the first step is for countries to formulate their national health manpower policies, 
where feasible as part of country health programming； 

(b) the tasks and functions to be carried out by the health personnel are to be defined 

within the context of the national health manpower policy and on the basis of problems to be 

tackled and objectives to be achieved; 

(c) decisions are then to be made as to which group of tasks will be assigned to 

which type of member of the health team， regardless of whether such a type of health personnel 

actually exists or not (in the latter case, new types of health personnel will be planned 

A "health team" is a group of persons who share a common health goal and common 

objectives, determined by community needs, towards the achievement of which each member of 

the team contributes, in a coordinated manner, in accordance with his/her competence and 

skills, and respecting the functions of others. The manner and degree of such cooperation 

will, of course, vary and has to be solved by each society according to its own needs and 

resources. There can be no universally acceptable composition of the health team. 
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with a full description of their tasks). This process may lead to a certain redistribution 

of tasks among health team members. This entails a definition on the one hand of the health 

care to be delivered and the techniques to be used, and on the other of the ways in which the 

health team will be employed 

(d) on the basis of these definitions, countries can establish criteria for setting up 

health teams and for a staffing pattern for those teams at all levels within the health 

services； 

(e) this definition of health policy and criteria will give the countries all the 

elements required to define health manpower needs in terms of quality and quantity, i.e. 

health manpower plans； 

(f) the health manpower plans (and the methods by which they are prepared and imple-
mented) are to be revised and adjusted periodically， taking into account the results of health 
manpower monitoring. 

5.2.2 Action by WHO 

A monograph on health manpower planning is now in preparation and will be the first in 
a series of such publications. The Organization has already assisted a number of countries 
in this field and in the coming years will: 

(a) continue to collaborate with countries to establish health manpower planning as a 
permanent process within the HSMD system and the overall health planning process ； 

(b) prepare an international classification of health manpower and, in collaboration 
with ILO and UNESCO, revise the international classification of health occupations (ISCO) in 
the light of recent developments； 

(c) collaborate in the development of information systems needed for health manpower 
planning； 

(d) carry out the activities described in section 5.5 below. 

2 
5.3 Manpower resources development (education and training, i.e. "production" of health 

manpower) 

Health manpower plans should serve as a basis for the process of planning, implementing 
and evaluating the manpower resources development for health services (Annex 2). Such plans 
should define not only the numbers but also the categories of health personnel to be trained, 

Health manpower planning should, in certain cases, consider as an alternative the 
"tiered" health manpower system that is evolving in many Member States. This links tradi-
tional with modern health care, through a system based on simply trained community health 
workers. The latter acquire the skills required to deal with common promotive, preventive, 
curative and rehabilitative health problems and refer or report those requiring a higher level 
of care to health workers specially prepared for this function (medical assistant, community 
health nurse, etc.), by whom they are also trained, assisted, supported, guided and supervised 
at their places of work. These latter are in turn assisted and supervised by professional 
health workers (physicians, nurses, etc.) in the next tier of the health system (health centre, 
district hospital, etc,). In planning for such a tiered system, the community - and within 
it the traditional healers and birth attendants - may provide an important source of community 
health workers. 

2 
Health manpower cannot of course be "produced", but conditions for the development of 

human resources for health services can and should be created and developed as an important 
element of the HSMD process. 
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and indicate the knowledge, skills and attitude, area and level of competence needed to carry 
out the tasks to be performed by each of them. The definition of job patterns, on the basis 
of functional analysis, for the different types of worker within the health team, leads to the 
specification of requirements and the translation of such requirements into learning objectives 
and subsequently into educational programmes, curricula, and methods to assist the learners to 
achieve those objectives. 

5.3.1 Activities at national level 

These should aim at: 

(a) training the categories and numbers of personnel needed by the health services to 
become self-reliant in the shortest possible time to allow implementation of health programmes, 
special regard being given to the needs of primary health care as an integral component of the 
comprehensive health care systems； 

(b) providing basic specialist and continuing education (learning opportunities) for 

health personnel which will ensure that their competence (knowledge, skills and attitude) 

satisfy community health needs and demands. In order to achieve these goals it may be 

necessary 

(i) to train completely new categories of health personnel with well defined tasks, 

e.g. primary health care workers and their supervisors (taking traditional healers also 

into account)； 

(ii) to reorient the training of existing ("classical") categories of health personnel 

towards community-oriented team work； 

(iii) to re-train existing health workers for community-oriented team work； 

(iv) to integrate the training of certain categories of health workers, at present set 

apart, with the training of other categories in a team approach; and, finally, 

(V) to develop the necessary teachers and teaching institutions. 

Once the health manpower plans of a country have been defined it must be ascertained how 

far existing training institutions and programmes will be able to cope with obviously increased 

and new tasks, and what kind of quantitative and qualitative changes must be introduced to 

meet the requirements of those plans. The next step would be: 

(a) establishment of new training institutions
a
 with due regard to the possibility of 

non-orthodox solutions, e.g. on-the-spot training of community health workers, not requiring 

the traditional "school" facilities； 

(b) development of existing training facilities to enable them to cope both quantita-

tively and qualitatively with their new tasks； 

(c) development of teaching staff by assisting them to learn how to apply a systems 

approach to educational processes, i.e. to educational planning, implementation and evaluation; 

(d) development of educational processes for all categories of health personnel in a 

systems approach by: 

(i) developing educational plans within the framework of the HSMD process that will 

involve riot only teachers and educational planners but also health planners, representa-

tives of health services, consumers, etc; and, as a first step, 
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(ii) defining learning- objectives for all categories of health personnel, based on 

precise descriptions of present and hypothesized future tasks ； 

(iii) defining the content (curriculum) and methods (communication systems) of the 

programme that will best help students to achieve their learning objectives； and 

eventually 

(iv) evaluating the whole teaching/learning process to determine: whether the learners 

have achieved their objectives and, if so, to what extent； whether the objectives are 

relevant to the health service needs and hence to community health needs and demands； 

whether the curriculum and methods are relevant to the objectives； whether the evalua-

tion tools are relevant, valid, reliable and objective； and, last but not least, 

evaluation of the teachers themselves. The results of the evaluation are fed back 

into the planning and implementation process, thus closing the self-controlling cycle 

of the teaching/learning process; 

(e) development of integrated, problem-oriented educational programmes， as described in 

(d) above, that will promote multiprofessional (team) training for community-oriented health 

work， based not only on biomedical but also on social and behavioural sciences, and including 

epidemiology, health planning, and management； 

(f) development, assessment and application of new educational techniques， including 

self-instructional systems, and of evaluation tools, with special regard to: 

(i) the problem of large student numbers, and 

- 2 

(ii) simple, inexpensive techniques and equipment that can be adapted for use in 

rural areas (a) to learners who may be either illiterate or semi-literate, and (b) to 

the conditions in which the learning, especially non-institutional learning, takes 

place. 

Evaluation tools should be valid in measuring the problem-identifying, problem-solving and 

decision-making capacity of the learners as well as their competence and attitudes； they 

should assure both immediate feedback and long-term assessment, i.e. team performance of 

former trainees in relation to the health care required by the community; 

(g) development of improved selection policies and methods and tapping of new sources 

of manpower in the community (including traditional healers and birth attendants)； 

1 
The definition of objectives for staff whose training is prolonged, e.g. physicians, is 

made difficult by uncertainty as to the precise tasks these students will have to perform when 

they have completed their trainings This is mainly due to the speed of technical, socio-

economic and cultural development. The problem is complicated by the fact that one is 

planning for a professional activity of 30 years or more after the end of the basic training, 

as is the case with all health workers. Although continuing education should correct the 

defects which are revealed in the course of service, pride of place among the learning 

objectives should be given to the acquisition of learning and problem-solving skills, rather 

than to the mere retention of knowledge. There is also a need to hypothesize future 

development as one basis for definition of learning objectives, 
2 

In certain countries the number of medical students has risen 10 times during the last 

few years. Hence the need to train more students with fewer teachers, which demands the use 

of new educational techniques and evaluation tools. These techniques exist - audiovisual 

methods, simulation devices, self-instruction, etc. - but they are sometimes complex and often 

costly in terms both of the purchase of material and of its operation and maintenance. 
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(h) development of research into health personnel education, including the psychosocial 

aspects (attitudes, motivation, personality factors, etc.) of the process, to provide valid 

information as a basis for decisions on changes in health personnel education； 

(i) creation, development and strengthening of national health manpower centres (now 

known as national teacher training centres) and later institutional centres, that will provide 

the resources for: 

teacher training (item (c) above)， 

advisory services for the development of the educational process (item (d) above) and, 

within it, for educational programmes (item (e) above), 

technical support services, including the development, adaptation, testing, production 
and evaluation of learning materials and evaluation instruments (item (f) above), and 

educational research (items (g) and (h) above). 

These centres should thus be the institutional bases for - and the main promoters of - changes 
and developments in the education of all categories of health personnel. They would 
eventually serve as the main element, or the research and development arm, of the permanent 
national HSMD mechanism. 

5.3.2 Action by WHO 

Most of the Organization
1

 s activities in health manpower development fall within this 
category (see Part I of this document)• These activities will continue and will be intensi-
fied. WHO will stimulate action and thought and offer collaboration to Member States in all 
the activities described in section 5.3.1, Emphasis however will shift from a rather 
fragmented project-orientation approach to a systematic, integrated, holistic programme-
orientation approach, so as to correct any imbalance and lack of cooperation between different 
categories of health personnel. 

The main forms of action (wherever appropriate in conjunction with UNESCO) will be: 

(a) collaboration in establishing new，and developing existing， training facilities 
(institutions where necessary) for all categories of health personnel and in ensuring the 
relevance of their training programmes to community health needs and demands； 

(b) collaboration in developing new categories of health personnel especially for 
primary health care in a comprehensive health system (community health workers, medical 
assistants, etc.); 

(c) collaboration in analysing the training, work and utilization of different types of 
traditional healers and elaborating ways of furthering their training and utilization and 
integrating them into the existing health services, as is now being done with the traditional 
birth attendants； 

(d) collaboration in the further development of the teacher training programme， 
including - after the establishment of the network of regional teacher training centres - as 
a second phase the establishment of national, and where appropriate institutional, teacher 
training centres which, besides providing learning opportunities for the national teaching 
staff of all health personnel training programmes, will also perform other tasks of key 
importance (see section 5.3.l(i) above)； 

(e) collaboration in disseminating, adapting and introducing modern concepts and practice 
of educational planning and processes in schools of health personnel by: 
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(i) developing and testing guidelines, 

(ii) training teachers for their role as facilitators of learning and guides of learners, 

(iii) developing and evaluating new independent-learning systems, 

(iv) developing and testing new evaluation methods based primarily on the performance 

of health workers in improving people
1

 s quality of life and on the changes in health 

status and behaviour of the individuals and/or groups they have served; 

(f) collection and analysis of the results of the manifold experiments launched in the 

past 20-25 years, inter alia in the field of multidisciplinary (integrated), community-

oriented, multiprofessional (team) teaching and the use of professional schools for the 

training of all categories of health personnel；^ and on the basis of the findings to work 

out guidelines, test them, and assist in disseminating and adapting the validated concepts and 

practices in all interested Member States； 

(g) continuation of efforts, in collaboration with UNESCO, to study the international 

comparability of health degrees and diplomas and to facilitate mutual recognition of them by: 

(i) promoting the clear and unequivocal definition of institutional objectives for 
each school of health personnel 

3 
(ii) promoting the drawing up of "basic models of curricula

11

 which can then be adapted 

at local level, 

(iii) promoting the optimization of the teaching/learning process to ensure both its 
relevance to local conditions and its highest possible efficiency in both technical and 
financial terms, 

(iv) promoting the development and utilization of valid, reliable and comparable 
evaluation instruments, 

(V) promoting exchange of information on educational objectives, curricula and 
evaluation methods among interested institutions, and thereby 

(vi) promoting the build-up of mutual confidence among all those concerned; 

(h) collaboration in developing facilities and personnel to produce locally 
teaching/learning materials (including independent-learning packages for teachers) and in 
launching a programme to identify, adapt, perhaps produce and certainly distribute up-to-date, 
integrated learning materials (including textbooks) for all categories of health personnel 
schools；“ 

Innumerable expert groups have made recommendations for such experiments, but their 
comparative analysis has never been seriously carried out. 

2 
Namely, the definition of what the graduates of a school should be able to ^ o that they 

were not able to do on entering the school. 
3 

Resolution WHA24.59, operative paragraph 6(a). WHO Handbook of Resolutions and 
Decisions, Vol. 1, 1973, p. 50. 

4 
A feasibility study is in progress, based on resolution WHA25.26. WHO Handbook of 

Resolutions and Decisions, Vol. 1, 1973, p. 483. 
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(i) continuation of the publications programme to include - besides the series of 
World Directories of schools of health personnel and guidelines - analytical descriptions of 
innovative approaches to health manpower development, with concrete examples； analytical 
case studies of innovative programmes； and studies on the application of modern pedagogical 
principles, designs and methods in health personnel education and evaluation, including 
research ； 

(j) activities described in section 5.5 below. 

5.4 Management (administration) of health personnel 

Efforts to develop health manpower lose much of their value if the trained personnel is 
not used to best advantage by the health services. Indeed, shortage of personnel may in 
some instances be related to the fact that existing manpower is not being properly used. 
Not even developed countries can afford to waste their highly trained health manpower, but 
the economic use of personnel is particularly essential in less developed countries. 

5.4.1 Activities at national level. Health manpower that has been planned and "produced" 

according to plan must also be employed and managed properly for maximum effectiveness of 

health services. Health personnel are employed and administered in all Member States: what 

is needed is to put into operation the best methods, adapted to national conditions, in this 

third element of the health manpower process. The results of monitoring (surveillance)^ of 

utilization of health personnel can be fed back into the planning and "production" process, 

which will be readjusted accordingly. 

Optimal utilization of national health personnel will be achieved if: 

(a) available health manpower is distributed within the country - and within the 

different sectors of the health services - in direct relation to the needs of the population; 

(b) no member of the health team carries out activities that could be performed by 

less qualified personnel, on the principle of using the smallest volume of skill or group of 

skills with the necessary related knowledge to perform a specified job； 

(c) the interest of each member of the health services is stimulated by providing 

motivation and incentives, such as 

(i) conditions that give the worker a feeling of responsibility and a consciousness 

that his work is useful, effective, and contributing to the general development of the 

community,^ 

(ii) an appropriate system of social security, as well as moral and financial recognition 

of achievements, based on systematic review of life and working conditions and achieve-

ments , 

(iii) a system of continuing education that will provide opportunities for each member 

of the health team, and stimulate him to maintain or improve his performance in relation 

to the health needs of the population, 

1

 This means checking (i) whether the health worker is being properly utilized at the 

tasks he was trained for; (ii) whether he is ready and able to cope with these tasks ； 

(iii) in what fields his competence needs up-dating; (iv) his life and working conditions; 

(v) his job satisfaction; and (vi) his contribution to consumer satisfaction. 
2

 As resolution WHA23.61 puts it: "the recognition by all medical workers of their high 

degree of social responsibility to society". WHO Handbook of Resolutions and Decisions, 

Vol. 1, 1973, p. 30. 
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(iv) job satisfaction and security of tenure for all staff, whatever their level, 

within a properly organized career structure, with fair advancement, possibilities for 

promotion, with vertical and horizontal mobility, including access to posts with 

increasing responsibility. 

(d) the health worker receives constant technical support and supervision within a 
participatory system of teams at all levels, as needed. 

If all the above conditions are fulfilled, conditions for the proper management of health 
personnel will be present； and, if well administered, a sufficient quantity and quality of 
health personnel will not only be attracted to posts in health services where they are needed, 
but will also stay as long as they are needed. The national activities which may be 
necessary to this end are, inter alia: 

(a) development of policy and practice, within the context of the HSMD mechanism, for 

the employment, optimal utilization, and proper management of health personnel； 

(b) development, on the basis of a properly defined policy for health manpower 

management, of a suitable career structure
a
 adapted to local conditions, which ensures that 

each health worker: 

(i) is in a post which makes the best use of his/her competence, 

(ii) has fair promotion possibilities, and 

(iii) receives moral and financial recognition for achievements； 

(c) development of a system for в aonitoring the effectiveness and efficiency of 

utilization of health workers (see section 5.4.1, first footnote)； 

(d) strengthening the manpower component of the health information systems and 
ensuring feedback of results of monitoring into the planning and "production" elements of the 
health manpower process, for readjustment； 

(e) development of a system of continuing education (including specialization, where 
appropriate) for all health workers, based on a multiprofessional and problem-oriented 
scheme and on learning objectives relevant to community health needs,1 if necessary preparing 
the worker for a new role in the health team, and also using self-instructional systems； 

(f) development of learning opportunities for top and middle level health planners and 
managers， using existing facilities such as schools of public health, which should be 
encouraged to strengthen health planning and management and health practice research in their 
curricula, and in general to up-date their programmes, making them multiprofessional and 
adapting them to national health needs； 

(g) adoption of any necessary intervention strategies to reduce undesirable migration 

of health manpower, bearing in mind that, while the often unavoidable measures taken by the 

authorities can sometimes be circumvented, appropriate training adapted to local conditions, 

with satisfactory conditions of service, and a well-planned career structure will prevent 

health workers from seeking elsewhere the satisfaction they have the right to expect in their 

work. 

1 The data from monitoring provides a basis for the elaboration of continuing education 

programmes and individual learning opportunities. 
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5.4.2 Action by WHO. The Organization has helped in the development of, and/or organized 

continuing education, including assistance to schools of public health and provision of 

fellowships, and has initiated a study on international migration of doctors and nurses. 

In the future the main forms of action (where appropriate in conjunction with ILO) will 

be : 

(a) collaboration in improving the system of health manpower management
s
 including 

career development, salary and incentive schemes adapted to local conditions； 

(b) collaboration in developing monitoring systems for health personnel adapted to 

local conditions； 

(c) collaboration in selecting and introducing intervention strategies to prevent 

undesirable migration of health manpower, from among alternatives based inter alia on the 

results of the study on international migration (these include enactment of legislation and 

bilateral and multilateral agreements to regulate the phenomenon)； 

(d) collaboration in developing systems of continuing education (including specializa-

tion where appropriate) adapted to local conditions, to raise standards and facilitate 

professional advancement, as requested by resolutions WHA27.31 and WHA28.88； 

(e) provision of fellowships will continue to be the most important element in 

continuing education activities. The Organization
1

 s fellowships programme is constantly 

monitored and is now under thorough revision. The results of this revision will be used to 

make the programme more responsive, through clearly stated objectives, to the priority 

requirements of country health programmes or plans, or to a particular national health 

development activity. This means that countries will be encouraged to direct their use of 

the fellowships programme towards building up the institutional background needed for the 

implementation of the HSMD concept (teachers, managers, etc.) and preparing themselves for the 

introduction or management of a national health programme and also to use more intra-regional 

and intra-country fellowships. Thus each fellowship becomes a well planned and evaluated 

educational exercise within the framework of a well conceived system; however, careful 

selection, proper placement and monitoring of fellows, and systematic evaluation remain the 

conditions for the success of this programme； 

(f) promotion, in collaboration with UNESCO, of interregional
д
 regional and subregional， 

multilateral and bilateral agreements on the mutual recognition of health diplomas and degrees, 

and establishment of regional and national mechanisms to assist the implementation of such 

agreements； 

(g) collaboration in the development of learning opportunities for top and middle-level 

health planners and managers by promoting regional, subregional and eventually national 

capacities, and by building on existing facilities, e.g. schools of public health (in this 

case collaborating also with regional associations of schools of public health)； 

(h) carrying out the activities described in section 5.5 below. 

5•5 WHO action common to all areas of health manpower development 

5.5.1 To stimulate, and if need arises coordinate and/or carry out, comparative studies on 

the national health manpower systems, including: 

(a) individual HSMD mechanisms and their efficiency and effectiveness (case studies), 

including "productivity
1 1

 of health manpower； 

(b) national experiences in health manpower planning and their evaluation； 
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(c) the value of various new approaches to manpower resources development and their 

cost/effectiveness； 

(d) different aspects of health manpower management, e.g. options for a policy to 

attract and retain health manpower in deprived areas ； methods for long-term evaluation of 

individual and health team performance both in relation to community needs and as a basis for 

planning continuing education; definition of parameters for measuring achievement of health 

team members. 

5.5.2 To stimulate operational research into all aspects of health manpower development 

(including health personnel education) aimed at solving local problems, and broaden the 

network of WHO collaborating centres, also in developing countries, to help the latter to 

build up strength in this area of research. 

5.5.3 To develop, test and assist in the adaptation and application of technical guidelines 

on: 

(a) development, functioning and evaluation of HSMD mechanisms and systems, and the 

designing and testing of alternative methods of functional integration; 

(b) analysis and formulation of a health manpower policy; design and organization of 

a national health manpower planning mechanism; development and utilization of functional 

work studies to define tasks within the health team； utilization of simple methods of 

forecasting health manpower needs； 

(с) the educational process (planning, communication systems, and evaluation)； 

criteria for the creation of new schools and improvement of those already in operation； 

multiprofessional, problem-oriented education geared towards team work within the community; 

training, utilization and integration of traditional healers into the health services； 

criteria for, and methods of, admission to the health professions, including pre-career 

orientation； 

(d) health manpower management, moral and financial incentives, and career development； 

scientifically tested methods of work for health personnel ； evaluation, feedback and 

monitoring tools and mechanisms in health manpower management； organization, systematization 

and integration within the health services, of continuing education for all categories of 

health personnel； development of educational processes for continuing education and speciali-

zation, including self-instructional systems, 

5.5.4 To organize and/or assist in the organization of meetings, travelling seminars, 

training courses and seminars on: 

(a) development, functioning and evaluation of HSMD mechanisms and systems； 

(b) health manpower planning; 

(c) alternative strategies for health team development； 

(d) health manpower management. 

5.5.5 To collect, analyse and disseminate, i.e. act as a clearing-house for, technical 
information on: 

(a) the development and functioning of different national HSMD mechanisms and systems； 

(b) health manpower planning - innovations, systems, methods, successes and failures. 

(c) manpower resource development - innovations, concepts, systems and methods； 
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(d) health manpower management. 

In carrying out this function, special attention should be given to the experience of those 

countries that have already solved the problem in question. 

5.6 Targets 

All Member States should be able to: 

(a) develop fully a permanent and well-functioning national HSMD mechanism; 

(b) define for themselves the number and type of health personnel they require and plan 

their own "pyramid" of health teams and the staffing pattern for such teams at all levels； 

(c) develop community-oriented and multiprofessional education programmes and 

facilities for carrying them out, so as to provide health manpower sufficient in quality and 

quantity for the health services and for the total coverage of the entire population, and 

especially: 

develop the necessary national teaching staff, conversant with both subject matter and 

educational processes, 

develop educational processes for all categories of health personnel in a systems 

approach, fully adapted to local conditions, 

produce learning materials and evaluation tools fully adapted to local circumstances, 

develop research into health personnel education, and 

possess the necessary institutional facilities and staff to carry out all the functions 

listed in section 5.3; 

(d) establish a sound policy for health manpower management as an element of the 

general health manpower policy, and in particular: 

provide appropriate employment conditions and career patterns for all health workers, 

including community health workers, 

develop performance-oriented continuing education systems for all health workers 

(including specialization where appropriate), 

limit undesirable migration of health workers as soon as possible, 

monitor the work of health teams in relation to the health needs of the population, and 

readjust the planning and "production" of health manpower on the basis of that 

monitoring. 

Quantification of the above or other targets in function of time will have to be made 

first at country and then at regional level, if the action programme outlined in this report 

is accepted.1 

6. Budgetary resources 

Besides the WHO regular budget, bilateral, multilateral and other financial resources 

have permitted the Organization to collaborate with Member States in the field of health 

1 However the Executive Board has stated that "Evaluation, difficult in any field, 

presents formidable problems in international health work, in which, under present circum-

stances , t h e r e are relatively few activities that lend themselves to the measurement of attain-

ments against preset, quantified objectives'
1

. (WHO Official Records, No. 223, 1975, 

Annex 7 , p. 88). 
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manpower development. To carry out the action foreseen in this report will need recourse 

to all possible sources of international financing, within or outside the United Nations 

system, and also to the cooperation of nongovernmental organizations, particularly those in 

official relations with WHO. The former can provide financial support for specific national, 

intercountry or interregional projects； the latter can cooperate in other ways, e.g. in 

educational research projects promoted and coordinated by WHO. 

The Organization should therefore collaborate with Member countries in seeking 

financial assistance, to be coordinated by W H O , e.g. from the United Nations Development 

Programme, the International Bank for Reconstruction and Development, regional development 

banks, UNICEF, UNFPA, UNEP, and the World Food Programme for the promotion of educational 

projects in the health sciences representing new approaches. Voluntary contributions, and 

bilateral and multilateral arrangements for the same purpose, should also be encouraged. 

7• Conclusions 

7.1 Effective health manpower development is a vital national responsibility because on it 

largely depends the success of all other health activities. An absolute or relative 

shortage of qualified staff, and quantitative and qualitative problems of health manpower, 

have been among the principal obstacles to the success of the Fifth General Programme of Work. 

1 . 1 Since its creation, WHO has endeavoured to assist countries in augmenting their health 

staff (see document EB57/21/Part I). Such activities should be not only continued but 

expanded and strengthened. However there seems to be a need for certain radical changes in 

perspective. The keynote to these changes should be the relevance of the health manpower 

process to present and hypothesized,future community health needs. 

7 . 3 The main characteristics in this change in perspective are that the Organization's 

health manpower development programme 

attacks basic and priority problems (e.g. lack of trained personnel, imbalance of 

categories, geographical maldistribution, irrelevance of training, etc.), 

aims at national self-reliance in ensuring total health coverage for the entire popula-

tion by means of a "pyramid" of balanced health teams, 

uses a systematic, integrated and holistic programme approach that builds on the 

concept of an integrated development of health services and health manpower (HSMD)， 

and considers that the aim of the health manpower process is the development of 

health services, 

emphasizes the needs of developing countries and unserved and underserved population 

groups, with consequent emphasis on primary health care within a comprehensive health 

care system, 

emphasizes the training and utilization of auxiliaries and community health workers 

(including, where appropriate, traditional healers) in addition to the "classical
1 1 

categories of health professionals, 

attaches the highest priority to the rapid, balanced augmentation of the number of 

health personnel and the facilities needed for this, and to ensuring the relevance of 

their training (including that of physicians) to present and future community health 

needs (e.g. health promotion, prevention, teamwork with leadership role if appropriate, 

community development, etc.), 

stresses that basic and continuing educational programmes must be adapted to the tasks 

the personnel trained will be expected to perform, 
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devotes the necessary attention also to health manpower management (problems of 

migration included), 

stimulates research as a basis for constant progress, arid 

considers WHO as a change-agent for stimulating thoughts and action and coordinating 

international health work in this as in other fields, 

7.4 The principal objectives of such a programme are to promote the development of 

(a) the types and numbers of health manpower needed to provide health services that 

are adequate for and appropriate to the needs of the largest possible segment of the 

population； 

(b) relevant basic and continuing educational processes (planning, curriculum, 

development, methodology and evaluation) for all categories of health personnel. 

7.5 It is realized that there is no single activity - not even a set of activities - which 

would bring a solution to the highly complex problems in the health manpower field. What is 

needed is an integrated approach to planning and programming, followed by consistent, patient 

and tenacious implementation of national plans. WHO
1

 s collaboration can contribute to the 

success of such implementation. 

7.6 The priority areas in which the Organization can collaborate include: 

establishment of systems, mechanisms responsible for the integrated development of 

health services and manpower, 

planning of health manpower, where feasible within the context of country health 

programming, 

training and utilization of a balanced "mix" of health personnel, relevant to the 

country
1

 s needs and including not only professionals (physicians, nurses, etc.) but 

also auxiliaries, community health workers (including traditional healers, where 

appropriate) and their supervisors, to form an integral part of comprehensive national 

health services, 

introduction of a systems approach to planning the education of all categories of health 
personnel so as to ensure its relevance to community health needs, 

training of teaching staff for schools of health personnel, 

development of methods and techniques for communication and evaluation in teaching, 

optimization of not only the training but also the management of all categories of health 

personnel, including continuing education (with specialization where appropriate) and 

the fellowships programmes, 

training of health administrators at all levels. 

7.7 The development of national mechanisms that will allow the harmonious and coordinated 

development of health services and health manpower is an essential basis for all health 

manpower policies and development activities. The Organization will collaborate with Member 

States wishing to integrate their programmes for health manpower development and for 

strengthening of health services, and to merge fragmented projects (including those assisted 

by bilateral and international agencies) into an HSMD programme with clearly defined 

objectives that will allow the impact on the solution of priority national health problems 



,EB57/21/Partie II 
Page 21 

to be measured. The three main output indicators might be: (a) extension of health 

coverage to the entire population, (b) improvement of quality of such coverage, and 

(c) consumer participation and satisfaction.^ 

7.8 The strategy outlined in this report should enable WHO to collaborate with all countries 

in strengthening further their national health services by developing more adequate health 

manpower schemes. In implementing it, the Organization should act "as the directing and 

coordinating authority on international health work".^ This requires a permanent dialogue 

with Member States that will result in a programme defining the country's own priorities, 

objectives and policies； future action to achieve those objectives； and the ways in which 

WHO can collaborate and coordinate international assistance so as to promote this development 

in the best possible way.^ 

The improvement of health status, and in general of the quality of life, is influenced 

by too many factors for it to be utilized as a direct indicator for HSMD activities, but of 

course it should always be measured and taken into account. 

2 
Constitution of the World Health Organization. WHO Basic Documents, 25th ed., 1975, 

Article 2(a), p. 2. 

3 

The conclusions of the report of the Technical Discussions at the Twenty-third World 

Health Assembly on "Education for the health professions - Regional aspects of a universal 

problem" are relevant here and are reproduced in Annex 3. 
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ANNEX 1 

WORLD TRENDS IN MEDICAL MANPOWER, 1950-1970 

A recent publication by Bui-Dang-Ha Doan analysed the world trends in medical manpower• 

It unfortunately deals exclusively with physicians because in their case interpretation as to 

definition seemed to be least subject to differences. 

The detailed analysis is worth reading and only a brief extract is given here which 

highlights some statements in the report. 

The overall trend in the number of physicians (both absolute number and number per 

10 000 population, called by the author "medical density") at the world^ level is given in 

Table 1. 

TABLE 1. TREND IN NUMBER OF PHYSICIANS AND MEDICAL DENSITY 

FROM 1950 TO 1970 AT THE WORLD LEVEL 

TABLEAU 1. EVOLUTION DE L'EFFECTIF DES MEDECINS ET DE LA DENSITE MEDICALE 

DE 1950 A 1970 DANS LE MONDE 

Year 

Année 

Number of physicians 

Nombre de médecins 

Year 

Année Total number (or medical manpower) 

Nombre total (ou effectif) 

Number per 10 ООО population 

(or medical density) 

Nombre pour 10 000 habitants 

(ou densité médicale) 

1950 

1955 

1960 

1965 

1970 

1 095 500 

1 312 800 

1 583 500 

1 910 400 

2 192 700 

5.74 

6.63 

6.87 

7.41 

7.91 

Year 

Période 

Rate of growth by 5-year periods 

Taux de croissance par quinquennat 

Year 

Période In number - de 1'effectif 

«) 
In medical density - de la densité médicale 

(%) 

1950-1955 

1955-1960 

1960-1965 

1965-1970 

19.8 

20.6 

20.6 

14.8 

15.5 

3.6 

7.9 

6.7 

It is striking that the overall figures at world level, even in 1970, were far from being high 

and that the increase in the number of physicians and in the medical density is tending to 

become less rapid now than 20 years ago (Fig. 1). 

1

 World health statistics report, 27: 84-108 (1974). 
о 

Not included in the statistics are the People's Republic of China (except for the 

Province of Taiwan), the Democratic People's Republic of Korea, the Democratic Republic of 

Viet-Nam, Bhutan and Sikkim. 
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Annex 1 

FIG. 1 TRENDS IN THE FIVE-YEAR RATE OF GROWTH (IN %) IN MEDICAL 

DENSITY AND NUMBER OF PHYSICIANS IN THE WORLD 
% 

1950 - 55 1955 - 60 1960 - 65 1965 - 70 
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Annex 1 

Because of the expected population increase, the number of physicians in the world will 

have to double between 1970 and the end of the century if medical density is not to decline. 

For the medical density of the 1960s to be maintained, the number of physicians will have to 

treble over the period concerned. 

The world figures, however, mask very substantial regional differences in the geographical 

regions (continents). In 1970 the difference in medical density between the regions where it 

is highest and lowest is in the ratio of 1:19. The annual rate of growth in medical density 

varies in the proportion of 1:3 (Table 2). 、 

TABLE 2. MEDICAL DENSITY IN 1970 AND ITS ANNUAL RATE OF 

INCREASE BY GEOGRAPHICAL REGION 

Regions 

Medical density in 1970 

(per 10 000 population) 

Annua1 rate of increase 

in medical density 

(%) 

Africa 

The Americas 

Asia 

Europe 

Oceania 

USSR 

1.36 

10.76 

2.83 

14.85 

11.00 

23.78 

2.03 

0.98 

1.24 

2.40 

3.03 

The spread is still wider when we descend to the country level. For example in Africa, 
in at least seven countries, a decline in medical density has been shown during the period 
concerned. In Africa, where there were 1,36 doctors per 10 000 population in 1970, the 
number of doctors will have to be multiplied by 2.4 if the same density is to be maintained 
by the end of this century. However, if the medical density is to be doubled from 1.3 to 
the still meagre 2.6, the medical manpower will have to be multiplied by 4.6 - nearly 
quintupling in 30 years. 

In Asia, where the increase is becoming less and less rapid, in keeping with the world 
trend, the medical density in 1970 was 2.8. If the Asian average is not to decline, the 
number of physicians ought to double (to be multiplied by 2.15) in 30 years

 1

 time. However, 
if the medical density is to be increased to only 4 physicians per 10 000 population, the 
number of physicians must increase by a factor of 3 in thirty years. 

These figures seem to support the hypothesis that, although efforts should be - and 

obviously will be - made not only to maintain but to increase substantially the present level 

of the very costly medical education, this alone will not solve in this century the problem 

of total health coverage of the population in very large areas of the world. Hence the need 

to look for other alternatives and feasible solutions, as is also suggested by the report on 

the Technical Discussions at the Health Assembly in 1970 (Annex 3). 
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ANNEX 2 
NATIONAL A C T I V I T I E S IN 

HEALTH S E R V I C E S AND MANPOWER DEVELOPMENT 
(HSMD) 

AND SOME OF THEIR INTERRELATIONSHIPS 

HEALTH MANPOWER 
PLANNING 

DEVELOPMENT 
OF 

HEALTH 
SERVICES 

HEALTH 
MANPOWER 

MANAGEMENT 

HEALTH 
MANPOWER 

PRODUCTION 

Institutes 
for 

continuing 
education 

Health 
services 

Professional 
asso-

ciations 

Health 
ma 门 power 

units 

Socioeconomic planning 

Health planning 

Non-university 
education of 

health 
personnel 

University 
education 

Primary & 
secondary 
education 

WHO 75785 

National bodies involved: 

—Ministry of Health (or equivalent) 
—Ministry of Social Welfare (or equivalent) 
—Ministry of Education (or equivalent) 
—Ministry of Socioeconomic Development (or equivalent) 
一 Ministry of Planning (or equivalent) 
—Ministry of Labour (or equivalent) 
—National Research Institutes 

etc., etc. 
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ANNEX 3 

EXTRACT FROM THE REPORT ON THE TECHNICAL DISCUSSIONS 

AT THE TWENTY-THIRD WORLD HEALTH ASSEMBLY ON 

"EDUCATION FOR THE HEALTH PROFESSIONS - REGIONAL ASPECTS OF A UNIVERSAL PROBLEM" 

It seems appropriate to mention in this concluding stage five elements that 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 effect changes in educational programmes, involving the type 

of personnel to be trained and the content of training 

(2) willingness to provide for continuous education, including pedagogic sciences, 

for teaching staff, to refresh and advance basic professional knowledge, and to adapt 

it to evolving health and social needs, thereby inculcating the idea of medicine being 

a life-long study 

(3) willingness to provide for a reasonable distribution of functions between 

various members of the health professions and their auxiliaries, but at the same 

time to ensure a team approach 

(4) willingness to ensure close co-operation between those responsible for health 

services to the community and those responsible for the education of the necessary 

health personnel - medical, paramedical, and auxiliary 

(5) willingness to provide for a continuous study of the interrelationship between 

education arid services through systematic evaluation and operational research. 

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. 

Document A23/Technical Discussions/5, 1970, 3. 9. 



The first phase of the WHO Multinational Study of the International 

Migration of Physicians and Nurses was initiated early in 1975. This phase 

is expected to end in March 1976. The findings to date show that the 

migration of physicians and nurses, particularly from developing countries 

to developed market-economy countries, has increased significantly during 

the past few years. There are also indications that it will continue to 

increase unless action is taken to reverse this trend. The Executive 

Board is asked to support a follow-up to Phase A of the study, to be 

carried out in countries which request assistance in the formulation and 

implementation of policies and plans for overcoming the problems that either 

foster or stem from the migration of health personnel. 
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1 • Introduction 

Concern about the "brain drain" not only is reflected in many pieces of literature on the 

subject but is also attested by the numerous resolutions passed by the United Nations and its 

specialized agencies - resolutions which, inter alia， have called for more information on the 

phenomenon and for measures to modify it in ways desired by governments. Among the resolutions 

passed to date on this subject are five by the United Nations General Assembly, three by the United 

Nations Economic and Social Council, three by the General Conference of UNESCO, and one by 

UNCTAD. In response to these resolutions, a number of reports have been prepared, among 

which are one to the United Nations General Assembly, two to ECOSOC
3
 and one each to UNCTAD 

and UNESCO. However, none of these deals either exclusively or to any significant extent with 

the migration of health manpower, an important area falling within the competence of WHO. 

Within WHO, concern about the migration of health manpower has been expressed not only by 

the World Health Assembly, which passed three resolutions in this regard,1 but by the various 

regional committees. In the Ten-year Health Plan for the Americas, approved by the ministries 

of health one of the recommendations stressed the need to overcome the causes of health man-

power migration. 

2• The migration study as a whole 

In response to the mandate provided by the World Health Assembly, the WHO Secretariat 
prepared a protocol for a multinational study of the international migration of physicians and 
nurses (HMD/HMP/74.1). The primary objective of the study is to identify a set of patterns of 
physician and nurse migration and to suggest, with respect to each pattern, alternative 
measures that could be considered for modifying it. The instrumental objectives are, in 
summary, to define the characteristics of the migrants and the dimensions, directions, deter-
minants , a n d consequences of the flows. 

The attainment of the immediate objectives of the study would, as indicated in the 
protocol, constitute the first essential component of a broader purpose, that of assistance to 
countries, upon request, in selecting and implementing strategies for dealing primarily with 
the problems that either foster or result from the international migration of physicians and 
nurses. The attainment of this aim would, in turn, constitute an important step in the 
development of realistic health manpower policies and plans. 

As originally designed, the study was to consist of three phases, with Phase A focusing 

primarily on societal factors, Phase В primarily on health system factors, and Phase С 

primarily on the personal motives, perceptions, and characteristics of individual physicians 

and nurses. 

A consultation of experts (HMD/HMP/74.8) and a meeting of potential co-sponsors 

(HMD/HMP/74.7) recommended the expansion of Phase A , as reflected in the plan of operations for 

Phase A (HMD/HMP/75.1). At the same time, the designing of detailed plans for operation for 

Phases В and С was h e l d i n abeyance, in the e x p e c t a t i o n that f u r t h e r developments r e l e v a n t to 
the m i g r a t i o n phenomenon and the knowledge gained through Phase A would shed more l i g h t on the 
d i r e c t i o n to be taken t h e r e a f t e r . I t i s env i saged that the o r i e n t a t i o n of any subsequent 
p h a s e ( s ) w i l l be d i f f e r e n t from that o r i g i n a l l y planned. 

Financial support for Phase A was provided by: the Educational Commission for Foreign 

Medical Graduates, United States of America; the Health Resources Administration, United 

States of America; the Ministry of Youth, Family Affairs, and Health, Federal Republic of 

Germany； and the World Health Organization. 

1

 WHA22.51 - July 1969; WHA24.59 - May 1971; WHA25.42 - May 1972. 
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3. Phase A operations 

Phase A was an effort to exploit all relevant existing documentation in an attempt to 

analyse the phenomenon of physician and nurse migration and to postulate options for modifying 

it. As a first step, a library of potentially useful published and unpublished materials was 

established. As a second step, all relevant published materials were examined and an analytic 

review of that literature was prepared. Simultaneously country-specific and global des-

criptions of the stocks and/or flows of migrant physicians and nurses were presented in a 

report. Member States were involved in this activity. On the basis of these analyses a 

representative sample of countries was selected for in-depth study. 

A final report on Phase A is in the process of preparation and will include: a summary 

of the two reports mentioned above； the analysis pertaining to the selected countries； a set 

of options for modifying each pattern of migration； and a draft plan of operations for the 

follow-up to Phase A. 

4. Phase A findings 

4.1 Magnitude of migration 

The information collated to date indicates that around 1971 there were at least 140 000 

physicians in countries other than those of which they were nationals or in which they were 

either born and/or trained, i.e., 67o of the world's physicians at that time, excluding those 

in the People
1

 s Republic of China. Of the above, the emigrants from the Philippines, Syria, 

and Iran were roughly equivalent to 66, 40, and 33% respectively of physicians in those 

countries at that time, while those from Haiti and the Republic of Ireland exceeded the 

numbers in the two countries. 

During the late 1960s and the early 1970s the average annual increase in the number of 

foreign physicians in the main receiving countries was approximately as follows: United States 

of America - 4000; United Kingdom - 800; Canada - 700; and Federal Republic of Germany - 500. 

The data also indicate that at least 28 000 nurses crossed national borders in 1971 alone. 

As a measure of impact, the case of nurses emigrating from the Philippines is an example: in 

1967 nearly as many Filipino nurses had registered in Canada and the United States of America 

as in the Philippines； in 1968 and 1970, more Filipino nurses had registered in these 

countries than in the Philippines. 

Substantial numbers have also crossed national borders in order to study nursing. For 

example, in 1970 Jamaica, Malaysia, Mauritius, and Trinidad and Tobago each had about 2000 

students studying nursing abroad. In the United Kingdom, the number of overseas nursing 

students in 1970 represented 40% of the total number of nursing students in that country 

during the same year. Among these, the number from Mauritius, for example, was equivalent to 2-1/2 

times the number of nurses working in Government service in Mauritius. The question therefore arises 

as to the extent to which Mauritius，or any other country in a similar situation, would be able to 

absorb such personnel if they returned as professional nurses. Return rates are unknown but 

thought to be very low. 

4.2 Countries most heavily involved 

The study has shown that only relatively few countries are heavy donors of physicians 

and/or nurses, and even fewer are heavy recipients. Foremost among the recipients is the 

United States of America, where in 1972 there were at least 68 000 registered foreign medical 

graduates，1 (some 75 000 if graduates of Canada's medical schools are included). They 

1 In the United States of America, a foreign medical graduate (FMG) is a physician whose 

basic medical degree or qualification was conferred by a medical school outside the United 

States, Puerto Rico, and Canada. In 1970, approximately 10% of FMGs were born in the United 

States of America. 
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represented one out of every five physicians in that country and one out of every three 

hospital-based practitioners. The number of unregistered foreign medical graduates in the 

country is unknown but thought to be at least 10 000. In the United Kingdom, the next largest 

recipient, there were in 1970 some 21 000 foreign-born physicians
3
 representing one out of 

every four physicians in the country. In Canada, there were in 1971 over 9000 physicians who 

had been trained abroad, i.e., one out of every four physicians in the country. The non-

national physicians in the Federal Republic of Germany numbered 6000 in 1971, i,e,
3
 one out 

of every 20 physicians in the country. The above-mentioned four countries together account 

for about 85% of the approximately 140 000 physicians identified by the study as being outside 

their country of birth, citizenship, and/or training. 

The same four countries also appear to be the major recipients of nurses. For example, 

during the years 1967-1972 the numbers of foreign nurses licensed for the first time in 

Canada and the United States of America respectively were over 17 000 and 38 000. In England 

and Wales, over 4000 nurses trained elsewhere were registered during 1973-1974. In the 

Federal Republic of Germany there were nearly 8000 foreign nurses in 1971, 

In general, the donor countries provide little information on emigration. However, 

from data available in the recipient countries it is possible to ascertain which countries are 

most heavily involved as donors of health manpower and medical education. Thus，from the United 

States of America
 1

 s data for 1972, it can be seen that，of the total of foreign medical graduates 

registered, 28% саше from only four countries - with the Philippines leading as regards 

absolute numbers involved, followed in turn by India, the Federal Republic of Germany, and 

Italy. The next largest donors were, in turn, Cuba, the United Kingdom, the Republic of 

South Korea, Switzerland, Spain, Mexico, and Iran. In 1970，the 21 000 foreign physicians in the 

United Kingdom, which is both a recipient and a donor of health manpower, included 

over 7000 from India, 3000 from the Republic of Ireland, 1600 from Pakistan, 1000 from 

Australia, and 500 from Sri Lanka
e 

Inasmuch as the above data indicate major donor countries in relation to only two major 

recipient countries, they provide only part of the picture as regards donor countries. It is 

knownj for example, that at least 14 000 physicians from India, 9000 from the Philippines, 

5000 from the United Kingdom, 4000 from the Republic of Ireland, and 3000 from Iran are abroad. 

There are also other donor countries from which the flow of physicians, while being relatively 

small in absolute numbers, is critical when measured against the total complement and annual 

production. 

As is the case with physicians, the countries most heavily involved as donors of nurses 

can most readily be seen from data provided by the major recipient countries. Thus, of the 

foreign nurses newly registered in the United States of America in 1972, over 49% were from the 

Philippines, over 21% from Canada and the United Kingdom together, and over 14% from India, 

the West Indies, Thailand, and the Republic of Korea together. 

It is stated that about 4000 Korean nurses were abroad in 1972，some 76% of them in the 

Federal Republic of Germany. In 1971， there were also about 1500 nurses from Yugoslavia in 

the Federal Republic of Germany. This number represented over 18% of the foreign nurses in 

the Federal Republic of Germany during that year. A health manpower study conducted in the 

Philippines in 1970 indicated that 14 000 Filipino nurses were abroad at that time. 

The number of nurses emigrating from the United Kingdom is said to be about 2000-3000 

annually. Indicating at least a desire to migrate，over 4000 nurses registered in England and 

Wales had applied, during the year 1973/1974, for registration in other countries. The 

number who actually left is unknown. 

4.3 Trends in migration 

As a whole, the number of physicians migrating appears to be increasing. Although two 

important receiving countries, Canada and the United Kingdom, have started to restrict the 

inflow of physicians from abroad, the United States of America, according to recent 
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projections, is expected to rely increasingly on such health manpower. Projections as to 

their number by the year 1990 vary from 137 000 to 191 000. At the same time, there are 

indications that the United States of America may also soon be taking measures to curb the 

inflow of health manpower. 

Data regarding nurses, although less precise than those for physicians, indicate that 

this category of health worker is also migrating in increasing numbers. 

There is also a considerable shift in the types of countries where the migrant physicians 

and nurses originate. Whereas 15 years ago greater numbers came from countries where the 

standard of health and the ratios of physicians and/or nurses to population were reasonably 

high, today greater numbers come from countries where basic health problems have not yet been 

solved and which can least do without medical and nursing skills. 

The above-mentioned trends are exemplified in Tables I-IV below. 

4.4 Factors fostering migration 

Encompassing all factors underlying migration, both within and outside the health systems 

of both donor and recipient countries, is the overall international problem of unequal economic 

and social development. In the major donor countries, this is manifested by the existence 

of a surplus of physicians and nurses in relation to effective economic demand and in the 

comparatively lower levels of income and of living and working conditions. In the major 

receiving countries, it is manifested in the existence of a shortage of physicians and nurses 

relative to a powerful economic demand and in the comparatively higher levels of income and 

of living and working conditions. Both the shortages in receiving countries and the sur-

pluses in donor countries reflect
3
 inter alia，the lack of coordination within the health 

manpower system and between that and the health service system. The result of this lack of co-

ordination is that health manpower plans are either deficient or non-existent, a factor that 

TABLE I. PHYSICIANS ADMITTED TO THE UNITED STATES AS IMMIGRANTS BY 

COUNTRY OR REGION OF LAST PERMANENT RESIDENCE, 1957-1972 

Percentages 

Years 
Total 

numbers Europe Canada 

Mexico, 

Cuba, and 

South 

America 

Asia 
Other 

countries 
Total 

1957 1 990 44 13 26 8 9 100 

1962 1 797 28 16 27 15 14 100 

1967 3 326 24 14 18 35 9 100 

1972 7 143 13 6 5 70 6 100 
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TABLE II. UNITED KINGDOM - STOCK OF FOREIGN PHYSICIANS BY 

COUNTRY OF BIRTH, 1966 AND 1970 

Percentages 

Years 
Total 

numbers 

Canada, 

Australia, 

New Zealand, 

South Africa 

Europe 

excluding 

Republic 

of Ireland 

Indiaj 

Pakistanj 

Sri Lanka 
Other Total 

1966 17 217 14 15 36 35 100 

1970 20 923 13 11 45 31 100 

TABLE III. FOREIGN NURSES LICENSED IN THE UNITED STATES 

BY REGION OR COUNTRY OF ORIGINAL LICENCE
 3
 1960-1972" 

Percentages 

Years 
Total South 

Years 
numbers 

Africa Asia Canada Europe 
and 

Central 

America 

Oceania Total 

1960 2 100 0.0 7 51 33 8 1 100 

1964 3 400 0.0 11 48 29 11 1 100 

1968 6 100 1 43 21 21 13 1 100 

1972 9 100 1 63 9 17 9 1 100 

Includes those licensing for the first time in the United States of 
America and those previously licensed in another state or territory of the 
United States of America. 

TABLE IV. OVERSEAS NURSING STUDENTS IN THE UNITED KINGDOM, 

BY REGION OF ORIGIN, 1959-1970 

Percentages 

Australia, 

Years 
Total Canada, 

Years 
numbers Common- Common- New Zea-

Other 

countries 
wealth 

Africa 

wealth 

Asia 

Caribbean land and 

other 

Common-

wealth 

Other 

countries 
Total 

1959 5 900 29 12 54 1 4 100 

1965 15 700 21 14 51 3 11 100 

1970 18 500 24 25 39 3 9 100 
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leads to: (i) educational content that is irrelevant to 

overproduction and/or overtraining of certain categories 

production of others that may be required, and (iii) the 

manpower available. 

While some attempts have been made to study the relationship between migration and other 

events and situations in countries at both ends of migration streams, the task of integrating 

a multitude of piecemeal explanations into a comprehensive theoretical framework has yet to 

be carried out. It is hoped that the study will help to accomplish this task, 

4.5 Consequences of migration 

a country
1

 s health problems, (ii) the 

of health personnel and the under-

inefficient management of the health 

Discussion on the consequences of migration centres on the monetary losses and gains 

relative to investments in the education and training of the migrants, particularly migrant 

physicians. Estimates of the cost of training a physician vary greatly from country to 

country, with the world average ranging between US$ 10 000 and US$ 25 000. If one were to 

use the lowest estimate, i.e., US$ 10 000, the amount spent on the approximately 140 000 

physicians abroad would be US$ 1400 million. This figure is equivalent to the combined 

government health budgets of the 42 Member States whose budgets are among the lowest, and it 

surpasses the combined government health budgets of the following developing countries which 

are heavy donors of medical manpower: Haiti, India, Iran, Lebanon, Paraguay, Philippines, 

Republic of Korea, Sri Lanka, Syria, and Thailand (see Table V below). There are insufficient 

data for a similar analysis regarding migrant nurses. 

TABLE V. NUMBER OF EMIGRANT PHYSICIANS, THE TIME REQUIRED TO REPLACE THEM, 

THE COST OF THEIR TRAINING, AND GOVERNMENT 

HEALTH BUDGETS - FOR SELECTED COUNTRIES 

Countries 

Emigrant physicians 
Annual 

government ^ 

health budgets— 

US$ m . 

Countries a 
Numbers— 

Replacement ^ 

time in years— 

Costs of 

training— 

US$ m . 

Annual 

government ^ 

health budgets— 

US$ m . 

Haiti 400 5.5 4 4 

India 14 000 1.5 140 773 

Iran 3 200 5.0 32 250 

Lebanon 800 9.0 8 15 

Paraguay 400 8.0 4 16 

Philippines 9 000 8.0 90 63 

Republic of Korea 3 000 4.5 30 17 

Sri Lanka 900 3.5 9 67 

Syria 750 3.5 7 15 

Thailand 1 300 3.5 13 87 

Remarks : 
a 
一 Estimates for the year 1971 or thereabout. 

—• An approximation based on the number of graduates in 1970 or thereabout. 
Q 

一 An approximation based on the conservative estimate of US$ 10 000 as the 

cost of training one physician, 

— F i g u r e s are those cited elsewhere for the year 1972 or thereabout. 
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The gains to donor countries, through the remittance of portions of the earnings of the 

migrants, is often discussed in the literature but with little substantiating evidence. It 

appears that the cost of training the physicians who migrated was as much as 10 times higher 

than the funds repatriated. 

Apart from the investment aspect, the migration is said to affect adversely the standard 

of health care and to lead to consumer dissatisfaction in both donor and recipient countries. 

However, there is little quantitative evidence to support this notion. Some attempts have 

been made to use indirect indicators to assess such factors, e.g., the irrelevance of the 

education received abroad to needs for health care in the country of practice； the manner in 

which migrants are distributed geographically and by specialty; and the performance of foreign 

medical and nursing graduates in licensing and other examinations. 

The number of physicians abroad is, in the case of numerous countries, equal to several 

years
1

 output from the medical schools of these countries. For example, at the rate of pro-

duction of physicians in 1970-1971, it would take the Dominican Republic, Haiti, Iran, the 

Lebanon, Malaysia, Paraguay, the Philippines, and the Republic of Ireland at least five years 

each to replace those of its physicians found abroad during 1970-1971. Conversely, it would 

take Canada, the United Kingdom, and the United States of America at least seven years each to 

replace the immigrant physicians by domestically trained physicians (see Table V). 

Because so little information is available on the production rates for nurses, it is 

impossible to gauge, for most countries, the length of time needed to replace migrant nurses. 

The number of new nurse registrants in the Philippines during 1966-1970 would only just com-

pensate for the 14 000 Filipino nurses abroad in 1972. At the rate of production of nurses 

in Colombia during 1966-1970， it would take 2-1/2 years to replace the Colombian nurses who 

entered the United States of America as immigrants during the same period. 

It is obviously difficult to assess the net consequences of migration, since many of the 

factors involved are not quantifiable. 

4.6 Measures taken to modify migration 

The actions taken by countries to modify the flows of health manpower are mainly 

unilateral and fall into two groups, those aimed at fostering migration and those aimed at 

curbing it. 

Actions aimed at fostering migration include: active recruitment (e.g.
3
 Saudi Arabia 

and the United States of America), changes in immigration laws (e.g., United States of 

America)； expansion of training capacity without corresponding changes in employment policies 

(e.g., Republic of Korea and the Philippines). 

Actions aimed at curbing migration include: the restriction of the right to practise to 

graduates of the nation's schools (France); the tightening of admission and/or licensure 

examinations (e.g., the United States of America and the United Kingdom)； the withholding 

from prospective emigrants of travel documents and currency and the imposition of a system of 

bonding (e.g., Sri Lanka)； and the closing of ECFMG^ examination centres (India). 

The Educational Council for Foreign Medical Graduates (ECFMG) examination makes those 

who successfully pass it eligible for appointment as interns or residents in any programme for 

graduate medical training approved by the American Medical Association. 



EB57/21 Add.l 
page 9 

Some countries have taken measures to induce migrants to return， e.g., Colombia, India, 

Iran, and Iraq. The types of incentives offered vary from country to country. 

The increase in migration leads one to believe that the measures taken by certain 

countries to foster migration have been, as a whole, more effective than the measures to curb 

it. According to some sources, restrictive measures have merely postponed for a few years 

the emigration of some health manpower or diverted the flow in other directions. In any case, 

restrictive measures such as those mentioned above have failed to take into account the 

factors that lead to migration. In this regard, one possible intervention that is receiving 

considerable attention in at least one donor country (Tanzania) is the re-designing of medical 

curricula with the double purpose of making them more relevant to the local health situation 

and lowering the risk of migration among graduates by making them less desirable products for 

countries having other priority health problems. 

5• Follow-up to Phase A 

The analysis and recommendations emanating from Phase A will have a measure of value for 

all countries in which the migration of physicians and/or nurses creates problems. However, 

they are unlikely to be sufficient as a basis on which individual Member States can formulate 

realistic policies and plans of action to counteract either the factors that foster migration 

or the negative consequences of it. Nor will they be sufficient for helping the major donor 

countries to cope with the new types of problems they may face as a result of the measures 

which some of the major recipient countries are now taking or planning to take in order to 

curb the inflow of foreign health manpower. The countries most likely to suffer the con-

sequences of such measures would be those where the supply of physicians and/or nurses is much 

greater than the capacity of the country
1

s health system to absorb such manpower. 

It is felt that the follow-up to Phase A should take primarily a country-specific problem-

solving approach rather than focus on research to test, at a multinational level, the pre-

vailing theories concerning migration. This reasoning is based on the following notions : 

(a) Because of the accelerated pace of change in migration and the consequent obsolescence of 

the information relating to it, an extended examination of migration theories would only delay 

urgently needed action. 

(b) Although migration is an international phenomenon, the underlying problems are country-

specific and therefore, have to be solved by each country individually. This does not m e a n , 

however, that there is no scope for bilateral and multilateral action. 

(c) To curb migration through the imposition of restrictive measures would merely alleviate 

the symptom without attacking the disease. Moreover, such measures bring into focus the age-

old question concerning the rights of the individual vis-à-vis the rights of a society. By 

attacking the problems underlying migration, it may be possible to balance the two. 

The following are proposed as the objectives for the follow-up to Phase A of the study: 

PRIMARY OBJECTIVES 

To assist each Member State which so requests : 

(a) to design, and to implement through the health system, a feasible programme of action to 

modify the pattern^ of physician and nurse migration in desired ways； and 

A pattern of migration would be expressed in terms of the types of physicians and nurses 

at risk of migration and the dimensions, directions, determinants, and consequences of the 

flows. 
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(b) to develop a plan for monitoring the movement of physicians and nurses into and out of 

the Member State, in order to strengthen the information base for planning the supply, distri-

bution, utilization, and productivity of health manpower. 

INSTRUMENTAL OBJECTIVES 

To assist each Member State which so requests : 

(a) to identify, from a set of patterns of migration revealed through Phase A operations, 

the particular one to which the given Member State
1

 s pattern most closely adheres； 

(b) to examine those measures which the Member 

order to modify its pattern of migration, and to 

of such measures； 

(c) to outline a set of options for modifying 

option being described in terms of: 

State has already taken or plans to take in 

ascertain the actual, or potential, effects 

the Member State
1

 s pattern of migration, each 

(i) the problem area on which the option will centre； 

(ii) the positive achievements as well as the negative side-effects to be expected; 

(iii) the elements (political, economic, social, etc.) that enhance the probability that 
the option will be accepted and successfully implemented, as well as those that diminish 
this probability; 

(iv) the estimated span of time within which perceptible results are expected to be 

achieved； and 

(V) the resources needed to implement the option. 

As envisaged, the follow-up to Phase A would focus on relevant problems within the health 

sector, the main one being the presence of gross elements of contradiction within the health 

manpower system and between it and the health service system. The result of this problem is 

that in many countries a plethora of highly trained manpower exists side by side with a crying 

need for health care. 

It is envisaged that the follow-up to Phase A would be consonant with the concepts 

enunciated in EB57/21/Part II and that it would be articulated with other programme areas in 

which WHO is engaged, e.g., country health programming, manpower resources development, 

educational processes development, manpower systems development, and the development of a 

mechanism for assuring coordination among the three main elements of the health manpower system 

(planning, production, and management) and between this system and the health service system. 

V? 六 -к 
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SUMMARY 

Traditional medicine in many forms and in various stages of 
development is practised in many developing countries, and traditional 
healers remain influential, accepted and respected members of the 
community. They live and work mainly amongst rural populations and 
in many situations serve as the primary health workers to whom people 
turn in times of sickness and other difficulties. The vast majority 
of healers obtain their knowledge and skills mainly through appren-
ticeships to established practitioners of indigenous medicines. 
However, in the more developed systems such as Chinese and Ayurvedic 
medicine, formal institutional training with the award of diplomas 
has been established. 

Traditional healers deal with a wide spectrum of problems and 
they constitute a large reserve of health manpower but their activi-
ties very seldom receive official mention. Proposals are therefore 
made for the collection of information, the development of appropriate 
training programmes, and studies and research, in order to improve the 
services of healers and to facilitate their collaboration with the 
primary health care systems• 
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lo Introduction 

This document has been prepared in pursuance of resolution WHA24.59^ relating to the 

training of national health personnel, WHA25.42^ on the training and utilization of auxiliaries 

arid resolution WHA28.88,^ requesting the Director-General "to encourage Member States to train 

and use health personnel with appropriate levels of skills within an organizational structure 

which ensures their effective support and guidance . 。 

.In many rural parts of the developing world, two contrasting phenomena are apparent. On 
the one hand there is a lack of official health services; on the other the local health 
services that do exist are poorly used, the local population using, and even showing preference 
for, the services of traditional healers with whom they can frequently communicate more easily 
than they can with the personnel of the health services. Official health services, on the 
whole, have been reluctant to recognize and evaluate the contribution traditional healers are 
making to the physical, and particularly the psychological, welfare of populations and have 
tended to disparage rather than cooperate with the traditional systems. 

Available information indicates that there is a substantial reserve of manpower that 

could be utilized for purposes of primary health care amongst the underserved populations of 

the world。 Howeyer， there still remains a need to obtain information to permit a better 

description and assessment of healers and healing practices. 

Further action is therefore being proposed with the following aims : 

(1) To collect all available data on traditional healers and indigenous systems of 

medicine - the results of survey and research findings, of studies of traditional 

practices, and of training programmes for traditional healers and indigenous practitioners. 

(2) To analyse the available information in order to determine the relevance of 

traditional healing to the primary health care needs of the various populations. 

(3) To study, in the field, existing systems of traditional or indigenous medicine in 

each region, 

(4) To suggest the main directions for action with special regard to the training and 

utilization of traditional healers into the health system. 

(5) To make suggestions for further action in this field by: 

(a) Member States, and 

(b) the World Health Organization Secretariat. 

2. Categories of healers 

Traditional healers may be grouped into various categories. In Asia, for example, the 

major systems of indigenous medicines are Ayurveda, Siddha and Unani-Tibbi. The Ayurvedic 

and Siddha systems are Indian in their origin and development. The Unani-Tibbi system is now 

essentially Moslem and derives its origin from ancient Greek and Persian medicine, and its 

growth and development took place not only in Arabia and Persia but also in North Africa and 

Indo-Paki statu 

In India Ayurvedic practitioners can be broadly grouped into four categories : 

1 
WHO Handbook of Resolutions and Decisions, Vol. I， 1973, p. 

2 
WHO Handbook of Resolutions and Decisions, Vol. I， 1973, p. 

3

 WHO Official Records, No, 226， 1975, p. 53. 

49. 

50. 
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(i) those who have received full integrated training in modern and Ayurvedic systems of 

medicine and can use both in their practice; there are about 7000. 

(ii) those who are trained in Ayurvedic institutions, mostly in Ayurvedic medicine, but 

have some elementary knowledge of modern medicine; there are about 43 000. 

(iii) Ayurvedic practitioners with no formal training in an institution but who have 

obtained diplomas and certificates in Ayurveda after taking examinations; there are 

about 150 000. 

(iv) those who have neither undergone any institutional training nor acquired any 

diplomas in Ayurveda but have served apprenticeships with established Ayurvedic 

practitioners; there are about 200 000. This category would include village midwives 

or traditional birth attendants. The majority of healers in many other countries would 

also be included here. 

In China the 1949 revolution ensured the preservation and strengthening of the valuable 

elements of traditional Chinese medicine, which has now been largely institutionalized. Much 

of the traditional healer's art is now included in the training of the young part-time medical 

workers called barefoot doctors as primary health workers. 

In Africa the traditional healer is an established part of the culture, though the systems 

of healing are less organized than, for example, the Ayurvedic, There are herbalists, bone-

setters, village midwives or traditional birth attendants, traditional psychiatrists and other 

specialists such as snake and scorpion bite experts; there are also fetish-priests and 

priestesses, and witch doctors who are essentially spiritual healers and exorcists. 

The Americas have substantial pockets of traditional healers who function amongst the 

Amerindian populations in, for example, Chile, Colombia, Guatemala, Mexico and Peru and among 

the Navajo Indians in Arizona and New Mexico. There are herbalists with a good knowledge of 

herbal remedies, and priestesses who also employ herbs, incantations and exorcism designed to 

expel evil spirits. 

3, Functions and utilization 

Traditional healers form the basic core of primary health workers for about 90% of the 

rural populations in developing countries. They live and work mainly amongst these rural 

communities and in particular provide individual curative services, caring for a variety of 

conditions such as arthritis, diabetes mellitus, hypertension, paralysis, psychiatric ailments 

and functional disorders. People often turn to them first in times of sickness and upon their 

advice will depend further action regarding treatment• Healers function also as counsellors 

for marital and other domestic problems and are consulted over national disasters such as 

famine, drought, floods and epidemics. 

The village midwife or traditional birth attendant undertakes some prenatal care and 

delivers 60-90% of the babies in certain developing countries• She often assumes responsi-

bility for household duties during the postnatal period. 

Many healers function as part-time health workers, and like other members of the rural 

community are essentially farmers, artisans or teachers• 

4 . Training programmes 

Except for the highly organized and well developed systems such as Chinese, Ayurvedic and 

Unani, training in traditional medicine does not take place in formal schools but takes the 

form of an extended apprenticeship to one skilled and experienced practitioner. Much 

traditional medical theory is not empirical but is derived from religious or philosophical 

tradition. 
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China has institutionalized training for Chinese medicine practitioners since I960, Five 

schools have been established and the standards for entry are the same as for scientific 

medical schools• 

In Asia, countries such as India, Pakistan and Sri Lanka have already developed 

programmes in training institutes for Ayurvedic and Unani systems of medicine for the first 

and second categories of practitioner described above. In some instances the admission 

requirements, training programmes and facilities are comparable to those of the medical 

schools in those countries. The graduates from such institutions cannot be classified as 

truly traditional healers, though they practise the indigenous system of medicine. There are 

over 100 Ayurvedic medical colleges in India alone。 

Wherever formal education is undertaken for health personnel, the curricula are 

inevitably influenced by the local health problems and by the social, cultural and economic 

settings in which they arise. Apart from the common scientific bases, the quality of the 

education should be measured in terms of each nation's own needs, and not according to the 

standards of other countries with different levels of development. 

However, for the vast majority of healers, no formal educational or academic qualifica-

tions are required of the medical apprentice; but it is thought desirable that he should be 

descended from a traditional healer. The healer
1

 s choice of an apprentice often requires the 

tacit approval of the community. The development of appropriate training programmes for the 

large numbers of healers in category (iv) above is desirable in order to ensure that they 

retain their truly beneficial activities and adopt safer and better methods whilst discarding 

harmful and dangerous traditional practices. Efforts in this regard have already been 

initiated in some developing countries in the case of traditional birth attendants, and 

experience gained could be adapted and applied to other traditional healers. 

Other factors which must be considered when designing a training programme for healers 

are: their social status in the community, their lack of formal education, their age and their 

learning capacity; the priority needs for the development of primary health care in a 

particular area; and the human and physical resources available for the training of and on-

the-spot supervision of and support for the healer, as well as of their own attitudes and 

possible reluctance to undergo organized training. 

The following are some suggestions for course content and methodology: 

Elementary knowledge of the various systems of the body, expressed in terms of local 

concepts, customs and beliefs 

Essentials of general hygiene and sanitation - wholesome water supply, adequate wastes 
disposal facilities, latrines 

Early diagnosis and treatment of common and prevalent ailments 

Control of communicable diseases including elements and techniques of immunization 

Nutrition, including child weaning 

Mother and child care 

First-aid care 

Elements of community health care. 

The setting should be "on the job", at the village or small town level. The trainers 

should be chosen from amongst leading health workers, preferably from the same community or 

neighbourhood and should consist of nurse-midwives, community health physicians, social 

workers, etc. It must be appreciated that these trainers have a highly specialized task and 

their approach should be very tactful, since any officious act could easily destroy much 
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desired mutual confidence. Most healers will be illiterate but experienced, and practical 

or theoretical teaching or advice will have to involve demonstrations and lengthy discussions 

in the local language or vernacular. Simple and inexpensive audiovisual aids such as 

anatomical models, flip charts and manually operated film strips and slides may be useful, but 

wherever possible the real thing should be used as illustration. 

Training of other health workers in traditional systems 

In order to eliminate prejudices and to promote more desirable attitudes and better 

understanding between health professionals and traditional healers, it would be necessary for 

the health professionals to learn something about the sociocultural factors involved in their 

work, including the principles and practice of traditional healers and indigenous systems of 

medicine. 

It is mainly through such knowledge, understanding and appreciation that integration of 

the two systems, where applicable, can be effected for the benefit of any community. 

Physicians, nurses, midwives and other health professionals practising in developing 

countries where traditional healers perform a major role in primary health care, or where some 

indigenous system of medicine is cherished by sections of the community, should acquire some 

knowledge of the work of these healers, the system, and the type of medicine in practice. The 

subject could be introduced and incorporated into group professional meetings, seminars and in-

service training programmes. 

Undergraduate students of all the health professions in such countries of concern need 

orientation in the system relevant to their region or country. Such training could be 

included in the community health course, where field work and multiprofessional training could 

readily accommodate such activities. 

Auxiliary health workers also need appropriate orientation. These people are generally 

members of the community and could be expected to have an insight into the work of healers« 

Health professionals have much to learn from traditional healers regarding their practice 

of psychotherapy, their approach to sickness and patient management, and the probity and 

humility with which they look upon their role in the community. 

5. Collaboration with health care delivery systems 

The effective utilization of the existing subsystems of health care implies adequate 

coordination at all levels. This is essential and should be designed in any given area so as 

to avoid conflict, unhealthy competition and duplication of efforts within the existing 

systems• 

The first step in this direction could be orientation courses of training, appropriate 

to practitioners of the various systems of health care, leading to better mutual understanding 

and appreciation. Thus the modern practitioner should learn more about the work of the 

traditional practitioner. Those aspects of traditional practice which have stood the test of 

time and have survived through the centuries should be studied and their rationale understood. 

Where traditional practice is predominantly or exclusively therapeutic, its preventive aspects 

should be strengthened. Health education is absolutely essential and should precede, or be 

incorporated in, every health programme for the benefit of all system practitioners and the 

consumers• Promotion of health education should be spearheaded by community leaders, health 

and other personnel in close contact with the community, who will ensure that the consumers 

understand and accept the need for any particular service• 
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Where the two systems of modern and traditional medicine are at a sufficient degree of 

development, governments may wish to allow the systems to work side by side with joint consul-

tations and two-way referrals; as in China, India and Sri Lanka where the integration of the 

traditional and modern systems of medicine has either been effected or active efforts have been 

made to this end. The two practitioners hold joint consultations with patients, and methods 

used by traditional bone-setters are often adopted by the orthopaedic departments of general 

hospitals. 

Certain states in India operate a dual system and have provision for Ayurvedic clinics, 

hospitals and dispensaries, whilst others offer fully integrated services with Ayurvedic 

practitioners (of categories 1 and 2) and qualified medical practitioners with university 

degrees and diplomas. Some states, however, engage only qualified medical practitioners in 

their clinics and hospitals. 

6. Proposed approaches 

It is suggested that interested Member States, in collaboration as appropriate with WHO, 

consider the following actions : 

1. To assess national experience regarding the situation of indigenous systems of medical 

practice including the collection of relevant information. 

2. To formulate plans for the coordination of services of traditional healers with the 

country
1

s health care system. 

3. To promote regulations governing the practice of healers. 

4. To support studies and applied research with a view to improving the services of 

traditional healers. Examples are: 

(a) laboratory investigations into pharmacological and other properties of herbs; 

(b) the production and clinical trial of therapeutic substances; and 

(c) socio-anthropological studies into cultural factors, customs and beliefs relating 

to health and disease. 

5. To develop training programmes with well-defined objectives based on the role and 

functions of the healer and the priority needs for primary health care in the community. 

6. To adjust existing information systems and national health reports so as to include data 

on the services of traditional healers and indigenous systems of medical practice. 

The Organization could also act as a focus for the exchange of information and undertake 

programmes at intercountry and interregional levels. 


