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1. The Programme Committee considered the role of nursing in the primary health care team 

on the basis of a discussion paper contained in document EB7l/Pc/wP/5, which is annexed to 

this report. “ 

2. The Committee was conscious of the breadth of the subject since there existed such wide 

variations in countries with regard to the dimensions of the role and functions of this 

category of health manpower, which constituted the largest single group of health workers 

throughout the world. The Committee emphasized, therefore, that - as stated in paragraph 6 

of the discussion paper - there was no universal blueprint for a health system infrastructure 

based on primary health care, nor for the manpower component which was the essential 

ingredient for the proper functioning of the system. This lack of universality was equally 

true of the way in which nursing education and practice were defined, interpreted and 

regulated. In this respect, the discussion paper had considered some of the existing or 

potential activities of nursing personnel in relation to their role in the primary health 

care team. While the activities described in paragraph 10 of the discussion paper were by 

no means exhaustive, they were, however, indicative of the different responsibilities that 

nursing and midwifery personnel were assuming. The Committee recognized that any solution 

for the primary health care level would need to be viewed in the context of the entire 

national health system and its manpower development policy. 

3 . The organization of health systems based on primary health care would require an assess-

ment or a reassessment of health manpower requirements and a subsequent reorientation of the 

training of different types of personnel. The Committee acknowledged that a major problem 

facing Member States was the resistance to change encountered, particularly in training 

institutions. On the whole, nursing schools had been slow to respond to the concept of 

primary health care ； consequently, existing curricula frequently did not meet the require-

ments for the expanded role of nursing in primary health care. On the other hand, numerous 

instances could be cited where nursing personnel, being the only members of the health 

team deployed at the periphery, were already assuming greater responsibility and 

carrying out non-conventional activities. This amorphous situation rendered it virtually 

impossible to define the role of the nursing profession outside the specific context of a 

particular country. 

4 . The Committee underlined the fact that primary health care concerned the maintenance of 

health as well as the care of the sick. Thus a complete redefinition of the types and 

numbers of health workers was required, and it was essential for countries to identify the 

tasks that each member of the health team would face and modify training curricula accordingly. 

The Committee was informed of the efforts initiated by WHO in collaboration with Member States 

to accelerate the reorientation of training： seminars and workshops had been organized at 

regional level and would continue to be supported. In addition, the Regional Committee for 

the Western Pacific, at its thirty-third session in September 1982， had considered the 

role of nursing in primary health care and adopted a resolution which had been made available 

as an information document. The Committee recognized, however, that change was a slow process. 



5, It was proposed that the reporting on the progress made in this field could take place 

within the context of the monitoring of the Global Strategy for Health for All by the Year 2000 

and the Report on the World Health Situation. It was also agreed that such a proposal would 

need to be studied further by the Committee in order to ensure that it met the requirements of 

resolution WHA30.48. Accordingly, the Secretariat was requested to formulate a draft proposal 

which the Committee would examine at its meeting on 11 January 1983. Subsequently, the 

Committee would decide on the recommendation it wished to make to the seventy-first session of 

the Executive Board, including the suggestion that the Executive Board appoint an ad hoc group 

to explore the matter further. 
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In resolution WHA30.48, the Thirtieth World Health Assembly 

(May 1977) recommended inter alia that Member States review the roles 

and functions of different types of personnel, including nursing and 

midwifery personnel, particularly the aspects relating to health teams 

in primary health care, to achieve a satisfactory balance. At the 

same Health Assembly (resolution WHA30.43), the attainment of the goal 

of health for all by the year 2000 was adopted as the main objective 

of the Organization. Since then, national, regional and global 

strategies for health for all have been prepared and plans of action 

adopted for implementing them. This discussion paper attempts to 

describe prototypes of primary health care teams in developing and 

developed countries in order to provide a basis for discussion of this 

agenda item. Resolution WHA30.48 also requested the Director-General 

to report on "progress made to a future Health Assembly
1 1

. The possible 

timing of such a progress report is discussed in the light of develop-

ments since the Thirtieth World Health Assembly. The Programme 

Committee is invited to give its views and to make pertinent 

recommendations. 

Introduction 

1. In resolution WHA30.48, the Thirtieth World Health Assembly (May 1977) recommended 

inter alia that Member States review the roles and functions of the different types of 

personnel, including nursing and midwifery personnel, particularly the aspects relating to 

health teams in primary health care, to achieve a satisfactory balance. In the same 

resolution the Health Assembly requested the Director-General "to cooperate with Member States 

in redefining and restructuring the roles and functions of the different categories of 

nursing/midwifery personnel in the health team so that they can meet, in an interdisciplinary 

approach, the needs of communities for primary health care as part of total community 

development". The Director-General was further requested to report on "progress made to a 

future Health Assembly". This request for a progress report was reiterated at the Thirty-

fifth World Health Assembly (May 1982) and contributed to the decision to initiate the whole 

process by the inclusion of this item in the agenda of the Programme Committee of the 

Executive Board. 

2. It is important to define from the beginning the underlying concepts that have guided 

the preparation of this short discussion paper. The Thirtieth World Health Assembly also 

adopted resolution WHA30.43 in which the attainment of the goal of health for all by the 

year 2000 was agreed upon as WHO's main objective. Then followed the International 

Conference on Primary Health Care (September 1978) and the Declaration of Alma-Ata, in which 
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primary health care was identified as the key to attaining health for all. Since then, 

national, regional and global strategies for health for all have been prepared and plans of 

action adopted for implementing them. It is against this background that the question of 

health teams and the provision of nursing through them will have to be considered. This 

paper presents nursing as part of a larger process of health care and not as a self-contained 

professional discipline; it is broad in nature, summarizing the essential features of the 

health team responsible for the delivery of scientifically sound and socially relevant health 

programmes at the primary health care level of comprehensive health systems. Generally, the 

term "nursing
1 1

 as used in this paper should be understood to cover all the structures 

concerned with both nursing and midwifery within the concept of primary health care. 

3 . Hardly anyone will question the statement that no viable society can any longer afford to 

limit the maintenance of health to the care of the sick. Only the societal and administrative 

structures whereby health is to be promoted and sustained are subject to legitimate ideological 

variations; but whatever health system is chosen, the aim must be to make it a system for the 

whole person, not merely the sick person. This approach requires a complete redefinition 

of the types and numbers of health workers needed and an appraisal of their training curricula 

and work schedules in order to ensure that health personnel are trained for the tasks they 

will have to face. 

4 . The functions served by nursing are summarized in a statement in the Code of Ethics of 

the International Council of Nurses promulgated in May 1973, which is still applicable: 

"Nurses minister to the sick, assume responsibility for creating a physical, social and 

spiritual environment which will be conducive to recovery, and stress the prevention of 

illness and promotion of health by teaching and example. They render health service to the 

individual, the family and the community, and coordinate their services with members of other 

health professions. . . .
11 

5 . Throughout the world women and, to a much lesser extent, men engaged in nursing 

constitute the largest single group of health workers, and the availability of effective 

nursing in any country is a principal measure of its potential for progress in health develop-

ment . Nursing is essential not only to hasten the recovery of the sick but also to provide 

people with knowledge that will improve their health and productivity. Since health 

possesses humanitarian and economic values, nursing is unequivocally an instrument for social 

progress. 

The primary health care team 

6. In resolution WHA29.72 (May 1976)， the Director-General was requested inter alia "to 

encourage the development of health teams trained to meet the health needs of populations, 

including health workers for primary health care, and taking into account, where appropriate, 

the manpower reserve constituted by those practising traditional medicine
1 1

. The main 

distinguishing feature between the primary health care concept and others that preceded it, 

such as the development of basic health services, is its focus on the "consumer
1

' of health 

care delivery systems (therefore on his/her immediate needs and full involvement in defining 

programmes to meet these needs) and on the multisectoral approach to health development -

health benefiting from as well as contributing to overall socioeconomic development. A health 

team is a group of persons having a common health goal, to the achievement of which each 

member of the team contributes in accordance with his/her competence and skill and in 

coordination with the functions of the other membersД It would seem logical to describe 

the configuration of the team before discussing the role to be played by a group of its 

members. Membership of any health team, and even the primary health care team, is not the 

exclusive prerogative of conventional health professionals. This membership covers a broad 

spectrum of disciplines such as sociology, anthropology and economics; indeed, the imperative 

See WHO Technical Report Series, No. 633， 1979 (Training and utilization of auxiliary 

personnel for rural health teams in developing countries: report of a WHO Expert Committee), 

p . 13. “ — — 
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that leaves no option is the inclusion and utilization of all available human resources, 

including other categories of workers concerned with community development and members of the 

communities themselves, and, in many countries, auxiliary and lay workers such as community 

health workers (CHWs) ) There is no universal blueprint for a health system infrastructure 

based on primary health care or for the manpower component which is the essential ingredient 

for the proper functioning of the system. Each country must decide on the system that can 

best cater to its needs, guided by the peculiarities of its political, administrative and 

cultural setting. 

7. In this perspective, the composition of the primary health care team in most developing 

countries is not too difficult to define; but even there, great variations between countries 

and within countries are to be expected. Depending on the level of the primary health care 

infrastructure the team will comprise on a permanent basis some or all of the following: 

(i) Home level. Individuals, families, persons from the neighbourhood, as well as 

home-visiting community workers of various kinds will be included at this level. 

(ii) Community level. The community development committee or equivalent is the central 

coordinating mechanism for activities at this level and at the home level. The 

community development committee interacts with, and is supported by, the individual 

community members, various community groups, and national sectoral programmes including 

health. CHWs, other community development workers and volunteers function at this 

level both in promotional/informational activities and in the planning/implementation of 

communal activities. 

(iii) First health facility level. This is the first level (dispensary, health centre, 

etc.) where a trained health worker functions and where provisions are made for running 

clinic sessions. The facility may be with or without beds； its staffing includes a 

nurse and/or nurse-midwife, assistant nurse and other auxiliary staff, including a CHW. 

Other health personnel sometimes posted for service at the first health facility include 

all or some of the following: medical assistant, sanitary inspector, laboratory 

assistant, and pharmacy assistant. In a few developing countries, a trend has emerged 

for medical practitioners to become members of the team. 

(iv) First referral level. In health system infrastructures based on primary health care 

the first referral level is of crucial importance in so far as it is the level that 

ensures the proper functioning of the most peripheral parts of the system and forms the 

link with higher echelons. Besides the rural or district hospital, it comprises ideally 

a district health office, a health laboratory, and a training school for non-professional 

health personnel. For the purposes of this paper, further consideration will be limited 

to the composition and functions of the staff of the rural hospital and the district 

health office. The rural hospital is usually staffed by a medical officer (gerieralist), 

nurse, m i d w i f e , laboratory technician, X-ray technician, and hospital aide； sometimes, a 

pharmacist and a medical assistant complement the staff. In addition to the guidance and 

supervision of performance at peripheral levels, the rural hospital is the first point of 

clinical referral. The district health office is involved in the planning, management 

and support of activities related to sanitation, health education/information, and disease 

control campaigns, including immunization. Its staff complement includes a medical 

officer (public health), public health or community health nurse supervisor, sanitarian, 

nutritionist/dietician and storekeeper. Additional staff that should ideally serve at 

the district health office include a health education assistant, laboratory technician,• 

water agency technician, and statistical assistant. In a number of countries the 

functions of the rural hospital and the district health office are being merged. 

See Alma-Ata 1978: Primary health care. Report of the International Conference on 

Primary Health Care. Geneva, World Health Organization, 1978， reprinted 1981 ("Health for 

All" Series, N o . 1)， pp. 32-33, paras. 79-82. 



8. In the developed countries, a complex situation has been made more preoccupying in the 

last few decades by the over-reliance on sophisticated technologies and the overuse and even 

abuse of drugs and of diagnostic and surgical procedures - all leading to the dehumanization 

of health care arid the appearance of new health hazards generated by a system supposed to 

protect people. The different levels that have been described for developing countries have 

analogues in the developed world which are more sophisticated and heterogeneous, and which -

at least in part - have been designed to meet different needs such as the deterioration of 

family cohesion, resulting in psychosocial problems of diverse nature. To pursue the analogy 

further, it is possible to talk of the home level, with an increase in self-care programmes 

supported by first-aid workers, nursing assistants, nurses, public health nurses (health 

visitors) and social welfare workers. In the context of the developed world, the functions 

performed at the community level and the district health office as described above coalesce and 

are to be found in the terms of reference of different kinds of local authorities (town, 

district and municipal councils, etc.). These local authorities bring together community 

leaders who plan and manage preventive health programmes such as environmental sanitation, 

public information and education for health, immunization, and some domiciliary services. To 

achieve this, they usually engage in their establishments a medical officer of health, a 

sanitary engineer, a public health nurse/or nurse-midwife, and different categories of social 

welfare workers. Community pressure groups and consumers' organizations have become powerful 

in influencing patterns of health care. The analogues of the first health facility are general 

medical practitioners (with an increasing tendency for several of them to get together to form 

"group practices"), health centres of varying degrees of sophistication, and polyclinics in 

large urban agglomerations. For clinical purposes, the first referral level can take the form 

of clinics or small hospitals with 50-100 beds. Both the first health facility and the 

first referral levels include different categories of nurses among their staff, with a growing 

demand for nurses specializing in various disciplines such as paediatrics, ophthalmology, 

psychiatry and anaesthesiology. 

The role of nursing in the primary health care team 

9. Now that the broad outline of the various categories of nursing personnel in a primary 

health care team has been described, it is possible to propose ideas for the discussion of the 

role of nursing in the primary health care team. These ideas are being proposed with the 

awareness that new treads have combined to change the dimensions of the role of nursing: 

- a new concept implicit in primary health care which recognizes that the health of the 

individual and of the community depends not only on the action of the health sector 

but also on the efforts of other sectoral programmes such as agriculture, education, 

water resources, and social welfare； 

- acceptance of the fact that the involvement of the individual and the community in the 
process of their own development is not only a right but a decisive factor in the 
pursuit and maintenance of health； 

- the notable shortage of physicians at the community、 level， which is aggravated by the 

tendency toward specialization in clinical areas； 

- the rising cost of health care. 

10. T h u s , senior nursing personnel are being called upon to contribute more directly and more 

effectively in health care, and to assume greater responsibility for the following primary 

care activities: 

- assess the overall health of the individual, the family and the community, taking 

account of the mores, beliefs, and ways of life that bear on problems of health； 

- inform, educate and motivate individuals and the community as a whole so that needs 

can be identified and met by involving the users in the diagnostic process and in 

discussions as to how the process should be approached； 



- strengthen the capacity of individuals, families and the community to cope with and 

take responsibility for their health needs 

- give direct integrated health care (promotive, preventive, curative and rehabilitative) 

to the community and its members； 

- initiate other measures within the sphere of competence or refer the patients to 

another level, make decisions in emergencies, and carry out health actions in 

accordance with the programme's standards； 

- maintain epidemiological surveillance in the community and report to the health system 

and the community； 

- train and supervise traditional health practitioners, particularly traditional birth 

attendants, and volunteers to equip them to participate in community health programmes； 

- collaborate with other health-related sectors in community development； 

- evaluate the results of primary care on a continuing basis with a view to generating 

informative feedback and improving the work of the health team. 

11. It is emphasized that nursing in the primary health care team has a promotional/catalytic/ 

activist role； that is, it must identify with the community with a view to making the members 

aware of their potential for development, particularly health development. In continuation 

of this process, it must be a partner in the identification of ways and means of using and 

enhancing this potential, keeping in mind the important contribution that intersectoral 

collaboration can make to health development. Next comes the role of nursing in the 

provision of health care, either exclusively or in collaboration with other health 

professionals and/or with traditional practitioners and volunteers. The training and 

supervisory role of nursing in primary health care teams is self-evident, for if primary care 

is to be delivered effectively, particularly in developing countries, reliance will have to be 

placed for some time to come on health workers with limited training such as community health 

workers and traditional practitioners. In addition, in both developing and developed 

countries the role of nursing in supporting self-care and the health action of lay volunteers 

will assume increasing importance. Lastly, nursing has a crucial role in information 

collection, (monitoring of performance, epidemiological surveillance and evaluation) for 

analysis for managerial purposes at the same and other echelons and for appropriate feedback 

for improvement of the system. In its fifth report, the WHO Expert Committee on Nursing 

(1966) stated inter alia that: "Minor modifications of existing nursing systems will be 

inadequate to meet new situations and demands in a rapidly changing society. . . . Nursing 

must break with some of its traditions as well as alter existing stereotypes".^ 

Relationship between nursing and other members of the primary health care team 

12. The principles that make for the proper functioning of any team apply equally to the 

primary health care team. A team must have a leader embued with important qualities of 

leadership: that is, the ability to work with people and to enthuse people to work together， 

the ability to coinmuriicate effectively and to provide direction, the ability to analyse the 

prevailing realities and to deal with conflict a n d , last but not least, the ability to stand 

back and let people get used to managing their own affairs. However, difficulties in 

formulating the relationship between nursing personnel and other members of the primary health 

care team are compounded by the fact that there is still no clear definition of the functions 

of and interrelationships between the various categories of health personnel. Until recently, 

1

 For further details, see WHO Technical Report Series, N o . 558， 1974 (Community health 

nursing: report of a WHO Expert Committee), pp. 21-23. 
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 WHO Technical Report Series, N o . 347, 1966, p. 1• 



where physicians have been available they have usually been team leaders in primary health 

care; however, there is now a tread in some countries for senior nursing personnel to be made 

responsible for primary health care. 

13. The prerequisites for team work include consensus on the definition of the team's role, 

complementarity of action with a view to achieving well-defined goals, support from the 

stronger to the weaker members of the team and, above all, an awareness that individual 

members, however knowledgeable and skilled, cannot afford to concentrate on their individual 

successes but rather on the success of the team as a unit. In this perspective, senior 

nursing personnel should exercise a leadership role when the situation calls for this； but in 

contrary situations, nursing should be supportive to the leadership and cater for the 

weaknesses of less privileged members of the team. In addition, the constructive interaction 

between senior nursing personnel and traditional healers and other lay members of the primary 

health care team needs further study. Unless the latter are made to understand and to feel 

that they are full members of a unit fighting for a common cause, success in-genuinely 

integrating them into primary health care teams will remain illusory. 

Education and training 

14. Since resolution WHA30.48 was adopted in May 1977, Member States and WHO have been 

involved in the formulation of national, regional and global strategies for health for all 

and plans of action for implementing them. These were presented to and adopted by the 

regional committees in the autumn of 1981, the Executive Board and Health Assembly in 1982. 

The first monitoring report on the implementation process will be presented to the regional 

committees in the autumn of 1983 and to the Board and the Health Assembly in 1984. It is 

suggested that this process of concrete action in countries be used as one means of 

collecting relevant information from countries inter alia on nursing personnel, for the 

preparation of a progress report by the Director-General at a later date. 

15. This notwithstanding, it is possible to point to broad trends that seem to be 
emerging in countries. Many of these trends were indicated by the WHO Expert Committee 
on Community Health Nursing in 1974.1 This Committee recommended the following funda-
mental changes : 

- t h e development of community health nursing services, responsive to community needs, 

that would ensure primary health care coverage for all; 

- t h e reformulation of basic and post-basic nursing education so as to prepare nurses 

for community nursing; and 

- t h e inclusion of nursing manpower in national development plans in a way that would 
ensure the rational distribution and appropriate utilization of personnel to provide 
community health coverage and essential support systems in the light of present and 
projected needs. 

In many countries the concept of integration of health manpower development with the 

provision of health services (HSMD) is beginning to be appreciated and the education of 

nursing personnel is integrated within the overall health manpower development system. 

Many countries have held workshops, seminars, conferences and meetings of health 

professionals in order to provide orientation about primary health care and its 

implementation, reorganize training programmes to be task- and community-oriented, and 

introduce relevant educational processes in curriculum planning and evaluation. 

16. In a number of countries, needs have been identified through broad public 

consultation. This has led to schemes of nursing education based on community needs 

and taking place within the community, thus integrating community health care and the 

training for it. As a result, nursing personnel have become involved in non-

conventional activities such as measures for improvement in water and sanitation, the 

establishment of vegetable gardens to improve nutrition, day-care centres for infants 

of working mothers, and the training and supervision of community volunteers. 

1

 WHO Technical Report Series, N o . 558, 1974, pp. 26-28. 



17. Several countries have started to redirect nursing training at all levels to prepare 

personnel for primary health care. Such training is designed for an expanded role 

including the provision of advice and the use of practical procedures for clinical 

management and appropriate referral. This approach has been used successfully in both 

developed and developing countries in order to obtain a more cost-effective mix of health 

manpower. Further, many countries have started to strengthen management capabilities, 

particularly at district and health centre level, and this in many cases involves nursing 

personnel. Through TCDC arrangements, institutions are developing core curricula for 

mid-level management and are drawing on each other's resources and expertise as required. 

18. However, hospitals remain the setting for many educational programmes and many nurses 

finish their basic training attaching far greater importance to the application of highly 

developed technology and the cure approach of hospital practice than to the primary health 

care concept. 

19. A wide variation exists in the way nursing education and practice are defined, 

interpreted, implemented and regulated throughout the world. Many nursing regulatory 

bodies (committees, boards, councils) still relate curriculum content to illness care in 

institutions. Evaluation and examination systems are often exclusively concerned with 

statutory requirements in this respect and the associated need for international reciprocity 

of qualifications. Traditional examination standards could constitute a major obstacle 

for training oriented towards primary health care. Where there is a lack of health man-

power policy and appropriately qualified nurses, the educational standards and requirements 

of such bodies appear to be more responsive to professional pressure groups than to 

community needs and values. 

20. Having developed the required national expertise, many countries are progressively 

reducing their requests for WHO long-term staff, including nurses . However, the reorien-

tation of nursing toward primary health care could be accelerated if information exchange 

through TCDC and other arrangements could be more forcefully pursued. 

21. While some of the trends mentioned above are heartening, a number of critical issues 

remain to be resolved: 

(i) In many developing countries where large sections of the population have little 

or no access to essential health care, the training of CHWs (with different designa-

tions in different countries and even within countries) has been accelerated in order 

to bridge the gap, but without commensurate production of other categories of nursing 

personnel whose supportive supervision and training roles are crucial for the 

affective functioning of CHWs. 

(ii) The rural areas remain inadequately staffed because the public sector is slow 

in creating posts and is unable to provide the amenities and incentives to counter-

balance the attractions offered by the urban private sector which induce personnel 

to emigrate in spite of the fact that the high cost of training is borne by the 

public sector . 

(iii) The deployment of health teams to the most peripheral levels is still beyond 

the capacities of many countries. As a consequence, in many countries nursing 

personnel are the only health category deployed to the periphery, and the supervision 

and training of CHWs has been added to their traditional activities . 

(iv) In many countries, myriad categories of nursing personnel reflecting a mosaic 

of vertical programmes are being used at different levels of comprehensive health 

systems based on primary health care. The resulting waste of human resources, 

duplication of effort, and dissatisfaction of the community and health workers are 

problems that can be solved by a reduction in the proliferation of categories of 

nursing personnel. 
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(V) Professional insistence on hospital delivery of parturient women is under-

mining normal home deliveries, although mothers prefer to have their babies at home. 

(vi) In some countries the establishment of schools of nursing and allied disciplines 

in universities has not succeeded in focusing training on the community. 

22. As noted at the beginning, this discussion paper has attempted to present in a broad 

manner important points concerning the role of nursing in a functional primary health care 

team. Many issues have been raised and there may be others that members of the Programme 

Committee may wish to reflect upon. In any event, the Committee is invited to give its 

views on all issues related to the subject and to formulate pertinent recommendations for 

the consideration of the Board and the Health Assembly. 

• 女 -к 

23. Lastly, it should not be forgotten that there are likely to be wide variations in 

approaches to these issues among different Member States and that much emotional energy 

is likely to be generated from different quarters. As long as this energy is kept 

constructive, in the sense of always keeping in mind the composite needs of people as 

part of the movement towards health for all, such emotional energy can serve to heighten 

the debate and help either to lead to conclusions or to the decision that it is wiser not 

to reach hard and fast conclusions, but to maintain an extremely flexible approach. 
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THE ROLE OF NURSING IN THE PRIMARY HEALTH CARE TEAM 

Report by the Programme Committee of the Executive Board 

1. At its meeting in October 1982 , the Programme Committee proposed that the reporting in the 

field of health manpower development, particularly as it concerns the role of nursing in 

primary health care, could take place within the context of the monitoring of the Global 

Strategy for Health for All by the Year 2000. It was also agreed that such a proposal would 

need to be studied further by the Committee in order to ensure that it met the requirements 

of resolution WHA30.48 (May 1977)Л 

2 . At the request of the Committee, the Secretariat formulated a proposal (document 

EB7l/pc/wp/5 Add.l， annexed to this report) which was considered by the Committee at its 

meeting on 11 January 1983. The proposal submitted by the Director-General contained two 

options. Option 1 proposed the use of the common framework and format developed for 

monitoring and evaluating the implementatioil of national strategies for health for all, with 

some further elaboration of the questions related to health manpower development and the 

composition and functioning of primary health care teams. Option 2 proposed the generation 

of separate information from Member States through a detailed questionnaire on health manpower 

development, including nursing/midwifery personnel as part of the health team. 

3 . While it was recognized that option 2 might result in more specific information, the 

Committee was reluctant to increase the burden of reporting by Member States, and to create 

additional mechanisms which would detract from the monitoring and evaluation of the 

implement at ion of the Global Strategy. With regard to option 1, the Committee rioted that 

the common framework and format would be periodically refined, and thus there would be scope 

to adjust the reporting in the light of experience. The Committee recommended that, with 

that possibility in mind, the Secretariat review the questions in the common framework and 

format and introduce any modifications deemed necessary to improve further the relevance of 

its components concerning primary health care teams. Furthermore, if the information 

collected was found inadequate to meet the requirements of the regional committees, Executive 

Board and World Health Assembly, the Executive Board could, at the appropriate time, consider 

the need for the creation of an ad hoc group to review reporting in this field.^ 

4 . In the light of the above, the Committee agreed that its recommendat ion to the seventy-

first session of the Executive Board would give preference to option 1. 

See document EB71/5, paragraph 5. 
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Agenda item 5.2 

THE ROLE OF NURSING IN THE PRIMARY HEALTH CARE TEAM 

Proposal by the Director-General for reporting on progress 

During the Programme Committee's discussion in October 1982 on 
the role of nursing in the primary health care team in the overall 
context of health manpower development as one of the essential 
elements of the Strategy for Health for All, it was recognized that 
the process of change required would be slow. The Committee was 
therefore concerned about how best to obtain information on such 
change and what kind of mechanism could be used for reporting on it. 

In its report to the Executive Board on "The role of nursing in 
the primary health care team" (document EB71/5), the Programme 
Committee proposed that the reporting on the progress made in this 
field could take place within the context of the monitoring of the 
Global Strategy for Health for All by the Year 2000. It also agreed 
that such a proposal would need to be studied further by the 
Committee in order to ensure that it met the requirements of 
resolution WHA30.48. 

As requested by the Committee, the Secretariat has prepared a 
draft proposal to facilitate its further deliberations on the subject 
on 11 January 1983. The draft proposal contains two options• 

1. The Director-General submits below two options for the collection of information on 
progress made in the field of health manpower development, particularly as it concerns the 
role of nursing in the primary health care team,^ 

2. Under this option, reporting on progress in the development of health manpower in the 
context of the implementation of the Strategy for Health for All would be carried out through 
the national, regional and global reporting of the monitoring and evaluation process that is 
foreseen in the Plan of Action for Implementing the Global Strategy for Health for All. 
This option was proposed during the presentation and discussion of this item at the seventh 
meeting of the Programme Committee in October 1982. The above process envisages that by 
March 1983 all Member States will report to their respective regional offices on the progress 
being made in implementing their strategies for health for all. A common framework and 

OPTION 1 

See document EB71/PC/WP/5, annexed to document EB71/5. 
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 Geneva, World Health Organization, 1982 ("Health for All
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format for such monitoring and its related reporting was developed by the Secretariat and 
sent to Member States in July 1982.1 It was subsequently discussed at the 1982 sessions 
of the regional committees. 

3. The main purpose of this common framework is to facilitate the monitoring by countries 
of progress in implementing their national strategies for health for all and, at the same 
time, to facilitate subsequent reporting to the regional offices. The latter will prepare 
synthesis of the information received from countries, adding other relevant regional 
information, in order to monitor the implementation of the regional strategies. This 
information will be presented to the regional committees in the autumn of 1983. On the 
basis of these regional progress reports a global progress report will be prepared and 
submitted to the seventy-third session of the Executive Board in January 1984 and to the 
Thirty-seventh World Health Assembly in May 1984. 

4 . The common framework and format for monitoring progress in implementing the strategies 
for health for all contains a series of questions, some of which relate to health manpower 
development• In order to draw the attention of governments to points they have agreed to, 
including those connected with health manpower development, each question is accompanied by 
relevant extracts from volumes in the "Health for All
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 Series. The following are the 
questions that appear in the above-mentioned framework in the context of health manpower 
development, together with the extracts that accompany them. 

(1) Question:
2 

HAS THE EXISTING HEALTH SYSTEM BEEN REVIEWED AND ADJUSTMENTS 

MADE TO REFLECT THE ESSENTIAL CHARACTERISTICS OF SUCH A 

SYSTEM BASED ON PRIMARY HEALTH CARE, INCLUDING THE NECESSARY 

HEALTH PROGRAMMES AND INFRASTRUCTURE ？ 

Relevant extracts : 

1 1

. . . more highly trained staff should provide continuing training to primary health 
care workers, as well as guidance to communities and community health workers on 
practical problems arising in connexion with all aspects of primary health care;" and 

"Health manpower will be planned, trained and deployed in response to specific needs of 
people as an integral part of the health infrastructure.

M 

(2) Question:
3 

HAS PROGRESS BEEN MADE IN ORIENTING AND TRAINING HEALTH 

WORKERS TO FULFIL THEIR ROLE IN PLANNING AND CARRYING OUT 

THE STRATEGY ？ 

1 Cotranon framework and format for monitoring progress in implementing the strategies 
for health for all by the year 2000 (document DGO/82.1). This document is available in all 
working languages. 

2 
Document DGO/82.1, Question 4, pp. 16-19. 

Document DGO/82.1, Question 7, pp. 22-23. 



Relevant extract: 

"Full attention will be given to the reorientation and retraining as necessary of 
existing health workers, including measures to enable them to assume an active role in 
community health education. Consideration will also be given to the development of new 
categories of health workers, to the involvement and reorientation as necessary of 
traditional medical practitioners and birth attendants where applicable, and to the use 
of voluntary health workers." 

(3) Question:1 

HAS PROGRESS BEEN MADE IN ENSURING BETTER COORDINATION 

WITHIN THE HEALTH SECTOR ？ 

Relevant extract : 

"Collaboration within and among the various categories of health workers following 
agreement on the division of labour.

11 

5. The common framework and format also calls for information on the 12 global indicators 
that Member States have agreed to in the Global Strategy. One of these indicators states :^ 

RESOURCES ARE EQUITABLY DISTRIBUTED. 

Relevant extract: 

"Distribution of . . . the staff, for example physicians, nurses, community health 
workers, traditional practitioners and birth attendants . . . whenever possible for 
geographical areas such as urban and rural areas, and various segments of the population 
within them, as well as for various population groups could be shown by means of ranges 
(maxima and minima) and the national averages.

1 1 

Evaluation reporting in 1985 

6. Countries have agreed to report in March 1985 on the results of their evaluation of the 
effectiveness of the strategies for health for all. This will provide another possibility 
to learn of progress made in the field of health manpower development. 

1• In the "Common framework and format for evaluating the effectiveness of the strategies 
for health for all", which is still under preparation, the following questions are foreseen 
in addition to those mentioned above (which will be repeated, in order to generate updated or 
more evaluative information): 
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 Document DGO/82.1, Question 9， pp. 26-27. 

Document DGO/82.1, Indicator 5， pp. 44-45. 



(1) Question : 

DO YOU CONSIDER THAT THE RESULTS OBTAINED SO FAR FROM 

IMPLEMENTING YOUR STRATEGY ARE REASONABLY POSITIVE IN 

RELATION TO THE EFFORTS EXPENDED ？ 

Relevant extract : 

"Manpower - analyse whether the best combination of available manpower is being deployed 
in sufficient numbers for the solution of the problem. Analyse the efficiency of the 
manpower in terms of skill and effort in comparison with what could be expected.

M 

(2) Question: 

HAS THE STRATEGY GIVEN RISE TO BETTER USE BEING MADE OF 

HEALTH SERVICES AND FACILITIES ？ 

Relevant extracts : 

"The functions of the mechanisms and institutions in the health and related sectors will 
be reviewed, particularly at the first referral level, and staff will be motivated and 
retrained as necessary to provide support and guidance to communities and community 
health workers；

11

 and 

"The cost-efficiency of institutions should be measured in terms of the amount of 
service provided in relation to the costs. For example, the efficiency of including a 
trained nurse/midwife in the staff of a health centre without obstetric beds has to be 
measured in terms of the cost divided by the number of women provided by her with the 
accepted range of antenatal and postnatal care； the efficiency of having such a midwife 
for deliveries has to be measured in terms of the cost divided by the number of 
deliveries.•• 

8. Since the "Common framework and format for evaluating the effectiveness of the 
strategies for health for all

1

' is still in draft form, one could add certain specific 
questions related to health manpower and, in particular, nursing and its role in primary 
health care teams. In this context reference could be made to Recommendation 9 (Roles and 
categories of health and health-related manpower for primary health care) of the 
International Conference on Primary Health Care, which reads : 

"Recommends that governments give high priority to the full utilization of human 
resources by defining the technical role, supportive skills, and attitudes required for 
each category of health worker according to the functions that need to be carried out to 
ensure effective primary health care, and by developing teams composed of community 
health workers, other developmental workers, intermediate personnel, nurses, midwives, 
physicians, and, where applicable, traditional practitioners and traditional birth 
attendants" ("Health for All" Series, No. 1， page 26). 

9. One could also refer to Recommendation 10 of the Conference (Training of health and 
health-related manpower for primary health care), which reads : 



"Recommends that governments undertake or support reorientation and training for all 
levels of existing personnel and revised programmes for the training of new community 
health personnel； that health workers, especially physicians and nurses, should be 
socially and technically trained and motivated to serve the community; that all 
training should include field activities； that physicians and other professional health 
workers should be urged to work in underserved areas early in their career; and that 
due attention should be paid to continuing education, supportive supervision, the 
preparation of teachers of health workers, and health training for workers from other 
sectors" ("Health for All" Series, No. 1, page 27). 

10• Reference could also be made to the following action by Member States mentioned in the 
Global Strategy for Health for All: 

"To secure the support of the health professions, ministries of health will consider 
ways of involving them in the practice of primary health care and in providing support 
and guidance to communities and community health workers• To this end they will 
approach the professional organizations of medical doctors, nurses, and other health 
professions, providing them with information, and holding dialogues with them, and 
impressing upon them their social responsibilities. They will also consider ways of 
providing tangible incentives" ("Health for All" Series, No. 3， page 58， paragraph 10). 

11. It has to be pointed out that if the reporting on progress on the development of the 
health manpower force in support of the strategies for health for all is generated through 
the overall monitoring and evaluation process, this will have the advantage of being an 
integral part of the general reporting process from countries. However, this will not 
permit the generation of highly specific data that are not called for in this type of 
monitoring and evaluation, whose main aim is to concentrate on strategic goals that countries 
have been striving for. Member States are constantly providing WHO with information both 
through formal reporting to the regional committees and the Health Assembly and through joint 
activities in countries. In this way, information, inter alia on health manpower, is 
constantly being updated. Therefore, efforts could be made to extract relevant information 
on health manpower development contained in this way in WHO's information system. This 
would have the advantage of avoiding a request to countries to provide further specific 
information. 

OPTION 2 

12. A second option would be to arrange for the generation of separate information from 
Member States through a detailed questionnaire on health manpower development, including 
nursing/midwifery personnel as part of the health team. The following illustrate the types 
of questions that might be submitted to governments : 

(a) Have national health manpower policies been drawn up or revised in the perspective 
of the strategy for health for all by the year 2000, based on primary health care? 

(b) Has a national health manpower plan been prepared, or the existing plan revised, in 

accordance with the national health manpower policy? 

(c) Does the national health manpower plan describe the functions to be performed by 
the different categories of health workers as members of the primary health care team? 

(d) Have the curricula of the different training institutions for health personnel 
changed in the light of the new health manpower policies and plan? If yes, in what way? 

(e) Do health personnel trained in these institutions perforin in terms of health and 
not only of disease； that is, do they apply techniques of health promotion and disease 
prevention and not only those of cure and rehabilitation? 

(f) Do health personnel perform in terms of the family and the conmiunity and not only 

in terms of the individual sick patient, and do they promote maximum community and 

individual self-reliance? 



(g) Do health personnel perform in terms of making the best and most effective use of 

the financial and material resources available, giving priority to those most in need? 

(h) Do health personnel behave in keeping with their country
1

 s patterns of health and 
disease and its priorities, taking account of psychological and sociocultural factors? 

(i) Have health services been modified in order to ensure optimal utilization of health 
personnel trained according to the new health policies and plan? If yes, in what way? 

(k) Is there a continuing education system ensuring that health personnel are kept up 
to date on changes, for example in community health needs or arising from scientific 
developments? 

(1) Has a data collection mechanism been established or the existing one improved to 
ensure the monitoring of health workers' activities, especially at the community level? 

(m) Does a permanent mechanism exist for coordination between health and education (and 
perhaps other) sectors to ensure relevance of health manpower development to health 
services development and through it to health needs of the population? 

(n) Has the support provided by the WHO Secretariat concerning health manpower 
development been sufficient in quantity, quality and timeliness? 

13. The information generated could be presented in a separate monograph. This 
notwithstanding, the proposed method of reporting could be related to the evaluation of the 
Strategy for Health for All and the related World Health Situation Report, by issuing such a 
questionnaire at the appropriate time every six years, 

14. An advantage of this option would be that it might generate more specific information 
from countries； a possible disadvantage might be that the information would be collected 
separately, outside the general monitoring and evaluation process of the Strategy, and might 
have a rather low response rate. It might also open the door to demands for separate 
reporting on many other issues such as malaria, tuberculosis, breast-feeding, smoking, 
traffic accidents, the care of the elderly, water and sanitation, and mental health. It 
might also prompt Member States to reiterate their requests not to be overburdened with 
separate questionnaires on specific issues. 


