
ORGANISATION MONDIALE DE LA SANTÉ 

WORLD HEALTH ORGANIZATION EB77/INF.DOC./4 

9 December 1985 

EXECUTIVE BOARD 

Seventy-seventh Session 

Provisional agenda item 13 

IMPLEMENTATION OF FELLOWSHIPS POLICY 

Interim report by the Director-General 

This interim report on the implementation of resolution EB71.R6, 
which sets out the Organization's new policy on fellowships, is 
submitted for information in accordance with the request at the Board's 
seventy-fifth session (January 1985). 

The preparation of the report is a reflection of the great 
importance attached by the Organization to the monitoring and 
evaluation of the implementation of the new policy. In general, 
however, the period since the adoption of resolution EB71.R6 in 
January 1983 has been too brief for the report to show clear changes as 
a result of this policy. 

I. BACKGROUND AND PURPOSE 

1. At the request of the Thirty-third World Health Assembly (1980), a report was prepared 
for the sixty-ninth session of the Executive Board in January 1982 on the use of fellowships 
in health manpower development,1 which contained an evaluation of WHO1s fellowships 
activities. In resolution EB69.R19, as a result of this evaluation, the Director-General was 
requested to present to the seventy-first session of the Board (January 1983) proposals for 
future policies of the Organization in respect of fellowships in order to ensure that, as 
part of the health manpower development programme, they contribute directly to the efforts of 
Member States to develop the manpower needed to carry out their strategies for achieving 
health for all by the year 2000. 

2. Accordingly, a report was prepared on "Policy on fellowships", setting out 
recommendations for increasing the relevance of fellowships and criteria for granting 
them.2 After reviewing this document, the Board adopted resolution EB71.R6, in which it 
urged Member States to be highly selective in requesting fellowships and to explore first the 
wide variety of alternative training mechanisms available to them, particularly within the 
country, and specified criteria for the granting of WHO fellowships. The resolution takes as 
a basic premise that all activities in which the Organization collaborates must contribute to 
the achievement of health for all by the year 2000, and sees fellowships as one of a number 
of mechanisms for training the manpower required to implement the Global Strategy for Health 
for All. This implies a highly directed, discriminating, and coherent use of fellowships and 
alternative training mechanisms, focused on health-for-all strategies, and designed for the 
application of those strategies. For this reason the Board urged Member States "to develop 
national health manpower development policies and strategies". Without such policies and 
strategies, the potential of education and training, whether by means of fellowships or 
otherwise, cannot be efficiently realized. 

1 Document EB69/1982/REC/1, Annex 9. 
2 Document EB71/1983/REC/1, Annex 2. 



3. At the Board's seventy-fifth session (January 1985) the Director-General was requested 
to present an interim report on the extent to which the new policy on fellowships is being 
implemented.1 This report attempts to provide a baseline against which the future 
utilization of WHO fellowships may be assessed. 

4. The main policy provisions contained in resolution EB71.R6 are the following: 

(1) All countries should have a national policy on health manpower development； 

(2) All fellowships should have clearly defined objectives in conformity with national 
policy and contribute to the attainment of health for all； 

(3) Health manpower development should provide for the use of a wide variety of 
training mechanisms, of which one would be fellowships； 

(4) All applications for fellowships should be screened by an adequate selection 
committee against agreed criteria; 

(5) WHO should respond favourably to governments' requests for fellowships only if 
these are in conformity with the Organization's policy on fellowships, relevant to 
the health manpower needs of the country, and so designed as to have a positive 
impact on the achievement of health for all through primary health care. 

5. A report at this stage on the implementation of resolution EB71.R6 is bound to relate 
only to the period since January 1983 when the resolution was adopted. Fellowships financed 
in the 1984-1985 biennium had been planned before 1983. As yet, there are few data on the 
effect of the new policy on requests for fellowships and their relevance to strategies for 
health for all. Long-term fellowship holders have not yet submitted their utilization 
reports (due one year after completion of their fellowship and submitted with their 
government1 s evaluation)• Countries are only gradually adjusting to the new policy• It will 
take a few more years, therefore, before the impact of the new policy can be evaluated. 
Meanwhile, the existing process of monitoring and evaluation has to be adjusted to provide 
data that will permit the assessment of such impact* 

6. This report deals with some aspects of the process of implementing the new policy and 
points to a number of issues where pressing action is indicated if the policy is to be 
successfully applied. Also, it provides a model which regional offices and countries might 
adapt or elaborate and use for evaluating the utilization of fellowships (see Annex). 

II. PROCEDURE 

7. The regional offices were requested to respond to a number of questions concerning the 
purpose and processing of fellowships requested during 1983 and 1984. These questions are 
listed below. Four questions on outcome were added as optional questions； they are listed 
on page 11. 

Purpose 

Question 1: If not formulated before 1983, is there a new explicit health manpower 
policy and plan? Does it reflect national strategies for health for all? 
In which respect, if any, has the resolution been considered in such plans? 

Question 2: Have you begun to use WHO fellowships specifically to implement the 
strategies and plans to achieve health for all through primary health 
care? In what way? What changes, if any, have taken place since 1983? 

Question 3: What proportion of fellowships have clearly defined objectives relevant to 
health for all? How much has this proportion increased since 1983? 

1 Document EB75/1985/REC/1, Part II, paragraph 35. 



Process 

Question 4; What changes have taken place since 1983 in the way in which fellowships 
are publicized? 

Question 5: What changes, if any, have taken place since 1983 in the criteria for 
eligibility for fellowships? 

Question 6: What is the selection mechanism? Has there been any modification in the 
membership of selection committees established since 1983? How are they 
now composed? 

Question 7: What changes, if any, have been made since 1983 in the criteria for the 
selection of field of study, placement of fellows, and duration of 
fellowships? 

Question 8: What proportion of fellowship funds from the regular budget has been spent 
on each of the following training mechanisms within the country: 

-institutional support grants 
-grants for local training activities 
-grants for academic courses 
- o n the job training 
-counterpart training 
-resource support to national health manpower development programmes 
-visiting scientists1 grants 
-research training grants 
-study tours 
-re-entry grants 

What proportion has been spent on fellowships for training at home or 
abroad? 
(For each of the above give number of participants, duration and cost, 
comparing 1982, 1983 and 1984.) 

Question 9: How many fellowship requests have been refused (a) because of irrelevance, 
or (b) because other mechanisms are more appropriate? 
(Compare 1982, 1983 and 1984) 

III. IMPLEMENTATION OF THE RESOLUTION 

Health manpower policies and plans 

8. In the African Region, on the whole, countries do not yet have sufficiently well-defined 
health manpower policies or plans to allow the most efficient use of fellowships for national 
health development. 

9. In the Region of the Americas, many countries have formulated policies for the 
development of human resources and prepared national health manpower plans. The countries of 
the subregion consisting of Central America and Panama have formed inter-institutional 
commissions or working groups drawn from the health sector, the educational sector, and the 
universities to define and formalize human resources policies. At the time of reporting, 
Guatemala, Honduras and Nicaragua had formulated their policy positions, and Costa Rica, 
El Salvador and Panama were on the point of doing so. 

10. In Mexico an Inter-institutional Commission for the Formation of Human Resources in 
Health and Health Research has been created with terms of reference that postulate "that the 
advent of a society which is egalitarian in matters of health requires the training of human 
resources in accordance with a national policy" and that the award of fellowships must be in 
accordance with this postulate. 

11- Chile, Colombia, Ecuador and Peru have adopted or are adopting health manpower policies 
and plans. Brazil, on the basis of an agreement among the Ministries of Health, Education, 
and Social Security, and with the participation of РАНО/WHO, has prepared and is already 
implementing plans for training in accordance with the strategies for health for all. 



12. Thus, about half the countries in the Region of the Americas have begun to formulate and 
implement policies for developing human resources in accordance with national health plans 
and strategies for attaining health for all by the year 2000. These policies provide for 
manpower to be trained as much in administrative process as in solving the health problems 
that affect high-risk and priority groups, and as much for the rural areas as for the urban 
and suburban. They promote multidisciplinary and intersectoral action towards health for 
all, supported by a system of continuing education and a positive attitude towards research 
and change. 

13, Among the means of developing health manpower in the framework of these policies are 
mobilization of national resources and coordination of external cooperation. The former 
includes the best selective use of intra-country fellowships (Brazil, Colombia, Mexico) and 
the latter the most productive use of inter-country fellowships, particularly those 
fulfilling the principles of technical cooperation between developing countries 
(Cuba-Nicaragua, Mexico-Cuba) and those arranged under international coordinating programmes 
for direct training (fellowships) such as the Program for Training in Community Health of 
Central America and Panama (PASCCAP). 

14. In the South-East Asia Region, nine countries have carried out comprehensive manpower 
planning exercises, establishing projections of required numbers of personnel of different 
categories and estimating the numbers and categories of additional training facilities 
needed. Almost all the countries of the Region have a health manpower plan, and some have 
formulated manpower policies, but in only very few have such policies and plans been drawn up 
as an integrated part of a national health plan. Indonesia has developed a manpower plan as 
a direct extension of the national health plan, which has also taken into consideration the 
strategies for achieving health for all. None of these plans or policies refers specifically 
to the new fellowships policy. 

15. In the European Region seven of eight selected countries stated that each had a national 
health manpower development policy; two of these reported that the policy was geared to 
health for all. 

16. In the Eastern Mediterranean Region, three countries had prepared their health manpower 
plans before 1983: Democratic Yemen, Islamic Republic of Iran, and Sudan. Since 1983 five 
have prepared partial health manpower plans: Bahrain, Iraq, Kuwait, Somalia and United Arab 
Emirates. None of the plans is comprehensive and in general they lack explicitness and 
definition. They take into account national health-for-all strategies but tend to be 
quantitative and to lack qualitative characteristics. Bahrain, Iraq and Somalia have made 
some progress with job descriptions； Tunisia has been using job descriptions since 1981. 
Resolution EB71.R6 has not been considered specifically in the manpower plans. There are 
thus nine countries with manpower plans or partial plans in the Region. 

17. In the Western Pacific Region, health manpower planning exercises have been carried out 
in about half of the countries and areas. Although attempts are under way in a number of 
countries to consider health manpower requirements in relation to the evolving needs of 
health systems based on primary health care, the various components of the health manpower 
development process (planning, production, management and continuing education) are not yet 
adequately coordinated. 

18. The responses to this question indicate that there is a movement, uneven in its 
distribution and comprehension, in the direction of health manpower policies and plans, and 
involving approximately 40% of Member States. They do not indicate what proportion of their 
policies and plans are geared to health-for-all strategies or take into account 
resolution EB71.R6, but the impression is that fewer rather than more are in this category. 
Globally the responses bear out the references of the Director-General in his introduction to 
the programme budget proposals for 1986-1987 to the "extremely slow" implementation by Member 
States of the health manpower policy adopted in 1976 and to a tendency for fellowships to be 
requested on an unplanned basis.^ It appears that most countries still lack a manpower 
plan, or a sufficiently explicit plan, or some managed process that would permit training, 
including the use of WHO fellowships, to be efficiently managed for the promotion of national 
health development. Ideally, a manpower plan would stipulate the action to be taken to 
implement it, and what the responsibilities of educational systems and institutions, and of 
manpower management, would be. 

1 Document PB/86-87, Introduction, paras 43 and A6. 



WHO fellowships as a means of implementing strategies to achieve health for all 

19. In the African Region, a large proportion of the fellowships awarded for several years 
have contributed to building up manpower essential for any health-for-all strategy that might 
be devised, and there has been no obvious change in this position during the last two years. 
However, many fellowship requests are not related to health for all, particularly those that 
seek long-term study outside the Region. 

20. In the Region of the Americas the goal of health for all has been a guiding principle in 
all planning and programme activity since it was formulated, and it is difficult to identify 
changes that have occurred only in fellowships since 1983. Individual requests for 
fellowships are considered in relation to national priorities and manpower plans, and 
implementation is monitored by computer. 

21. Countries of the South-East Asia Region show a trend towards implementing the new 
fellowship policy in budget proposals or planned project activities. 

22. Among the countries of the European Region surveyed, the general practice seems to be to 
relate fellowship requests to national health priorities； only one country referred to 
health-for-all strategies in this connection. However, the budgetary allocations for WHO 
fellowships to most European countries constitute such a small proportion of those countries' 
total expenditure on training that they cannot have a very significant effect on health 
manpower development. 

23. The Regional Office for the Eastern Mediterranean has made a consistent effort since the 
adoption of the new policy to direct fellowships specifically in the line of strategies and 
plans for health for all through primary health care; oil the whole, however, requests for 
fellowships do not appear to fit into any coherent strategy or plan. Applications that are 
clearly out of line with what might be expected of a national strategy for health for all are 
referred back to governments for reconsideration. 

24. In the Western Pacific Region, WHO programme coordinators are encouraging national 
authorities to plan fellowship requests relevant to their health priorities, with the result 
that the number of fellowship applications with specified objectives not related to health 
for all has been greatly reduced. 

25. There is a consistent effort on the part of the regional offices to direct fellowships 
towards fields of study relevant to health for all, whether or not countries have operational 
strategies for health for all. This effort has been intensified since 1983. Countries do 
not yet show any strong evidence of change since 1983 in patterns of applications for 
fellowships : when there is no operational strategy and when much individual latitude is 
permitted, together with poor understanding or concern about what health for all implies, a 
large proportion of applications are liable to be of little relevance to it. 

Proportion of fellowships with clearly defined objectives relevant to health for all 

26. The five regional offices that responded to this question did not refer specifically to 
the clear definition of objectives. It is known, however, that objectives as stated in 
application forms are often not clearly defined, except when they refer to courses for 
degrees or other qualifications. Government endorsement, which is expected to indicate 
fellows1 duties and responsibilities on their return from the fellowship, is often 
non-specific. Fellows sometimes complain that courses, or parts of courses, have not been 
relevant to their needs or circumstances, although their own objectives may have been stated 
very vaguely. Institutions of study usually have more or less fixed courses or programmes 
and can make little allowance for the needs of foreign students, unless the courses are 
specifically concerned with developing countries； vague statements of objectives leave it 
open to the teachers or supervisors of fellows to determine what fellows learn. 

27. Relevance to health for all encompasses a wide range of studies and training activities, 
and can be assessed satisfactorily only in the framework of an operational health-for-all 
strategy. In general, since many countries are only in the early stages of applying such a 
strategy, relevance can be judged only by noting whether a selected field of study is 
consistent or not with a hypothetical health-for-all strategy. Some countries argue that 
tertiary care is relevant (e.g., training a team for cardiac surgery or a surgeon in 
neurosurgery) as a back-up to primary health care. 



28. The Regional Office for Africa reports that in 1983 the proportion of fellowships 
awarded that were relevant to health for all was 77.9% of 707 and that the corresponding 
figure for 1984 was 72.9% of 602 awards. 

29. The Regional Office for the Americas points out that generalizations from global data 
for the very diverse group of countries of the Region do not provide an adequate profile of 
the implementation of health-for-all policy, and that each country's fellowships need to be 
analysed separately, against its own needs. 

30. The Regional Office for South-East Asia refers to a marked increase in the formulation 
of clearly defined objectives from the 1982-1983 to the 1984-1985 biennium, but without 
reference to relevance to health for all. 

31. The Regional Office for the Eastern Mediterranean reports that most fellowship 
applications do not have objectives that are clearly defined as being directed to health for 
all, but that, on the whole, fields of study of awarded fellowships are consistent with 
health-for-all principles. No clear change is yet noticeable since 1983 either in the 
specification of field of study or in the manpower categories for which fellowships are 
requested. 

32. The Regional Office for the Western Pacific states that it is as yet too early to expect 
a significant change since 1983 in the proportion of fellowships with clearly defined 
objectives relevant to health for all. The Regional Office is promoting the policy with each 
Member State and there is increasing recognition on the part of the countries of the need to 
identify manpower requirements in the context of national health-for-all strategies and to 
reorient their fellowship programmes accordingly. 

Publicizing of fellowships 

33. Regional offices draw attention to the new policy when they inform countries of their 
fellowship allocations but cannot report any changes since 1983 in the ways that governments 
publicize fellowships. Information obtained from a sample of European countries does not 
indicate any change since 1983； only selected bodies are informed of the availability of WHO 
fellowships• 

34. The means by which information about fellowships is publicized and applications invited, 
its distribution and its content can determine whether the net is widely spread so as to 
catch a wide range of health professions and even health-related development workers or 
whether appplicants are restricted to the conventional range of mainly medical graduates and 
specialists. Government commitment to the new policy on fellowships can be made explicit in 
the means of publicization, which can indicate that fellowships are to be used with 
discrimination as one of a number of ways by which competencies relevant to health for all 
and primary health care may be acquired, and at the same time bring about a reduction in the 
number of unsuitable applications. Means of publicization can therefore be an expression of 
manpower policies and plans9 as well as a means of giving effect to manpower planning, in the 
context of health-for-all strategies. 

Changes in criteria for eligibility 

35. There are no indications that countries are applying different criteria of eligibility 
since 1983. The Regional Office for the Western Pacific states that the countries of the 
Region are now according higher priority to fellowships consonant with national strategies 
for health for all through primary health care. 

36. Criteria of eligibility would be expected to refer to manpower requirements stipulated 
by national strategies and action plans, to previous training and experience, and to 
prospective duties and responsibilities in disciplines and fields of action relevant to 
health for all and primary health care. 

37. The application of such criteria would normally tend to a balanced distribution of 
fellowship applications among health and health-related professions, and especially to a 
reduction of applications from clinical medical specialties, an increase in primary care and 
community health practitioners - medical and nursing staff, sanitarians - and new kinds of 
applicants from the health-related sectors. 



38. A substantial movement towards criteria of eligibility related to health for all would 
be expected to weigh the balance towards greater use of alternative training mechanisms 
compared with external fellowships. In the nature of health for all and primary health care 
(which are highly country-specific), much of training for (or learning of) the necessary 
competencies must be expected to result from the efforts made within countries, with the 
skills that are available in most countries and which will grow with experience, to put 
health-for-all strategies into operation. Moreover, as the Director-General has pointed out 
in his introduction to the proposed programme budget for 1986-1987, there is a worldwide lack 
of training facilities for the most fundamental requirements of health for all. 

The selection mechanism： changes in membership of selection committees 

39. In the African Region, national selection committees are usually composed of officials 
from health departments, without the participation of the WHO programme coordinator. In the 
Region of the Americas, 13 of the 22 countries have selection committees, of which two have 
been established since 1983. The Organization's country representative sits on four of 
these. In the South-East Asia Region responsibility for selecting candidates and methods of 
selection vary from one country to another. India has a central selection committee, which 
recommends candidates for the approval of the Minister of Health. There is no WHO 
representation on this committee, but the objectives of the fellowships proposed by the 
health service are sent to the WHO programme coordinator and representative for his comments. 

40. Six of the seven countries sampled in the European Region have selection committees. 
Most Eastern Mediterranean countries report that there are selection committees； there is no 
evidence of major change in their membership since 1983, or in their methods of selection. 
Most Western Pacific countries too have established committees. WHO programme coordinators 
are consulted in the process of selection and in identifying priority fields for fellowships 
as well as duration and placement. In general, the composition and functioning of selection 
committees in the various regions appear not to have changed significantly since 1983. 

41. An adequate selection mechanism implies more than a representative membership. It 
demands, for example: (i) clear national policy guidelines and unambiguous criteria for the 
award of fellowships; (ii) the availability of feedback from monitoring of earlier 
fellowships; and (iii) an awareness of the criteria which WHO regional offices are obliged 
to apply in order to conform with policy as indicated in paragraphs 4(1) and 4(2) of 
resolution EB71.R6. 

42. Consultation with the WHO programme coordinator in the process of selection is 
exceptional, apart from the Western Pacific Region. The part that WHO plays in selection is 
generally confined to the review of applications after they have reached the regional 
office. In a substantial proportion of cases, the application form provides too little 
background information, and educational needs and objectives are too imprecisely formulated 
to permit the design of a training programme or even a decision on placement. Such cases 
raise doubts about the validity of the selection process. 

43. An assessment of the adequacy of the selection process, including the composition and 
terms of reference of a selection committee, would take into account the following factors: 

-the criteria for selecting candidates or approving applications； 

-the extent to which the criteria are applied (the proportion of approved applications 
that do not satisfy the criteria)； 

-whether a committee1 s decision may be overruled and, if so, by whom and the grounds 
for overruling it; 

-whether the committee may be bypassed, as, for example, in cases where representations 
for preferential consideration are made on behalf of a candidate or when the 
initiative for applying for a fellowship comes from the health administration rather 
than from a candidate or a candidate's employer or superior outside the administration; 

-whether the committee has any function other than approving or not approving 
applications； 



-whether the committee has authority to refuse a fellowship abroad in favour of an 
alternative training mechanism within the country； 

-whether the committee may request the candidate or the health administration for more 
information or for a clearer statement of objectives, or for a justification of the 
placement requested (country or institution)； 

-what action is open to the committee in the case of doubtful or complete lack of 
conformity of a request with WHO policy when the applicant is a senior official or 
academic and possibly has had one or more WHO fellowships previously, 

44. A criterion for not approving a selection would be the availability of, or the 
possibility of arranging, the necessary training in the home country. When training abroad 
is requested for "primary health care" without further explanation, especially in a developed 
country, the selection committee might enquire further into the specific primary health care 
competencies for which training is desired and the circumstances in which these competencies 
are to be applied. Observation and experience show that training for primary health care 
tends to be country-specific. The selection committee should know that a developed country 
may have very little to offer to developing countries with regard to primary health care, and 
that often it is not special training that is needed but rather leadership capacity, 
initiative and enterprise, and a favourable "climate" in which new experiences may be gained 
and built upon, and for which WHO support may be obtainable in one of the forms mentioned in 
resolution EB71.R6. 

Criteria for selecting field of study, placement and duration 

45. The purpose of this question was to determine whether and to what extent criteria for 
selecting fields of study, place of study, and duration had changed since 1983, especially in 
directions indicating that health-for-all goals and strategies were taking precedence over 
the previous conventional purposes of training. A substantial drop in requests for placement 
in highly developed countries of fellows from developing countries might suggest a trend 
towards training for health for all through primary health care, since, in general, developed 
countries have little of relevance to primary health care for developing countries. 

46. In the African Region there is no evidence that these criteria have changed since 
resolution EB71.R6 was adopted. The governments indicate subjects or fields of study and 
placement; the Regional Office insists as far as possible on placement in the Region even 
when governments press for placement outside the Region. As a rule, duration is limited to 
two years； occasionally there is pressure to extend a fellowship beyond two years. In the 
case of countries with no medical or nursing school, or no provision for postgraduate 
specification, the duration of certain fellowships will be the length of the academic 
programme concerned. 

47. In the Region of the Americas the objectives of health for all, technical cooperation 
among developing countries, and appropriate technology are accorded highest priority in 
establishing fields of study for fellowships, depending upon the training needs of national 
projects. As far as possible, placement is made in countries that are comparable to the 
country of origin as regards health conditions, socioeconomic environment and geographic 
location. The 1983 resolution reflected rather than initiated these trends. 
Decentralization of fellowships administration, fully operational since January 1982, has 
contributed to success in this effort and the Directory of regular training programmes in 
health management in Latin America and the Caribbean, issued and updated by the Regional 
Office, has also contributed. 

48. In the South-East Asia Region the field of study and duration of a fellowship are 
usually decided at the stage of discussion of the country budget proposals； any subsequent 
changes must be approved by the Regional Office and the government• There is no recent 
change in this position. 

49. The Member States of the European Region are largely self-sufficient in the training of 
health personnel; WHO fellowships are requested mainly for training courses specially 
designed for international participation or in fields of study that are being newly developed 
or at levels that are not available in most national settings. There has been no change in 
this pattern. 



50. No significant changes have occurred in the criteria applied in the Eastern 
Mediterranean Region since 1983. The Regional Office has consistently referred back for 
reconsideration applications for fields of study that are clearly inconsistent with policy in 
that respect. It favours one-year fellowships at most, but government policies on promotion 
or career development often demand a minimum of two years. University programmes for 
Master's degrees within the Region in general take two years. Countries are more ready now 
than before 1983 to accept fellowships for training that does not result in an academic 
qualification; even in such cases, however, requests for extension beyond the one-year limit 
are not unusual. 

51. In many cases applicants do not meet entry requirements for university degrees and it is 
often very difficult to secure placement either within or outside the Region for applicants 
who have had no or insufficient post-secondary education. Political instability in some 
countries aggravates the difficulties of obtaining placement within the Region, and sometimes 
there is no option but to place fellows in highly developed countries that are very different 
from their own countries as regards socioeconomic and health conditions. For some important 
fields of study for health for all and primary health care, e.g.э health service management, 
health education, and nutrition, either there are no national training resources in the 
Region or, if there are, they are in linguistically unsuitable countries. 

52. Many applicants from the Region have difficulty in satisfying linguistic requirements 
for placement outside their countries. Obviously, applicants with higher education, 
especially medical graduates, have a substantial advantage in this respect over those who 
have had only secondary or primary education but who might be expected to have much potential 
for primary health care. However, even medical graduates may experience long delays before 
they attain adequate proficiency in the language of study. In general, candidates for 
fellowships probably underestimate the difficulty of studying and being trained through the 
medium of a recently acquired language. This problem strengthens the case for the use of 
alternative, within-country, WHO-supported training mechanisms for purposes of health for all 
and primary health care. Such programmes have the double advantage of using a mother tongue 
as the medium of study and of being open to many more candidates than conventional WHO 
fellowships can cover. 

53. The Regional Office has seen no significant increase since 1983 in the use 
mechanisms within countries. A few countries, notably Pakistan and Sudan, have 
internal fellowships for some years• Increasingly the Regional Office suggests 
mechanisms, but countries are taking time to act on these suggestions. 

54. Priority is given in the Western Pacific Region to fields of study that conform to 
national health-for-all and primary health care goals, and fellowships are awarded only in 
cases where training cannot be undertaken in the home country. WHO programme coordinators 
are increasingly involved in reviewing requests for fellowships, and placement is made where 
possible in countries with socioeconomic and cultural backgrounds that are comparable to 
those of the fellows' countries. Short-term observation tours, including brief visits to 
several countries, are discouraged unless there is a strong justification, with clear 
educational objectives. 

55. With regard to duration of study, there is no evidence of any change or trend in 
countries1 requests since 1983. In general, regional offices do not favour short fellowships 
for study tours or observation visits, or long fellowships exceeding one year. Exceptions 
are made at the "long" end of the spectrum, mainly to permit two-year academic courses such 
as Master's degree courses. 

56. Placement is complicated when applicants or their superiors make their own arrangements 
even before applying for a fellowship and expect WHO to comply with their arrangements. In 
some cases, especially when research is a major interest, it happens that a fellow's 
programme is dictated largely by the research interest and programme of the institution or 
supervisor; this may be far removed from the original objectives for which the fellowship 
was awarded, and have little relevance to the conditions to which the fellow will return or 
to the national strategy for health for all. 

of training 
been using 
alternative 



Use of alternative training mechanisms 

57. The Regional Office for the Americas has used no fellowship funds for the alternative 
training mechanisms listed in the resolution, except for study tours. In 1984, 38% of the 
total fellowship funds were obligated for short-term fellowships and study tours, compared 
with 40% in 1983. Policy directives to reduce the number of snort-term fellowships 
contributed to this decrease, which is expected to continue in)1985• In-country fellowships 
have increased markedly in a few countries over the last three years, but the trend is not 
yet general or consistent. However, the numbers are expected to increase in the future as 
more countries establish good training centres. In addition, there has been a reduction in 
budget allocations and expenditure for fellowships in recent years, and this trend is 
expected to continue. 

58. The South-East Asia Region shows a small increase in budgetary allocations for 
alternative training mechanisms, from US$ 7 434 413 or 14% of the total budget in 1982-1983, 
to USÍ 10 093 510 or 16.4% in 1984-1985, at the same time as a decrease in the proportion of 
the total budget allocated to fellowships, from 20.8% to 16.9%. Expenditure on in-country 
fellowships increased from ÜSÍ 485 400 (4.4% of the total fellowship budget) in 1982—1983 to 
USi 594 500, or 5.7% of the budget, in 1984-1985. At the same time, there has been a 
substantial fall in the number of persons sent for training abroad, as well as in allocations 
for study tours. 

59• In the European Region national systems and institutions can satisfy the great bulk of 
training needs and, in general, WHO support is not needed• There is little basis, therefore, 
for identifying any changes with regard to the use of alternative training mechanisms. 

60. The Regional Office for the Eastern Mediterranean reports its first grant for local 
training, for a three-week course in Oman for sanitarians. There has been no significant 
diversion of fellowship funds to the alternative training mechanisms mentioned in the 
resolution. However, a considerable amount of training which used to depend on WHO support 
is now being carried out within countries at their own expense and with little or no support 
from WHO. 

61. In the Western Pacific Region the proportion of the total fellowships budget used for 
alternative training mechanisms such as visiting scientists1 and research training grants, 
study tours, and grants for institutional support or for local fellowships fell from 20% in 
1982 to just over 10% in 1984. It is hoped to increase grants for； institutional support and 
local training activities in coming years. 

62. A substantial switch from conventional fellowships towards alternative training 
mechanisms must depend greatly on whether a country has the necessary resources or 
infrastructure to support such mechanisms. Countries' resources arid facilities for education 
and training at all levels tend to be too fixed in conventional institutional frameworks to 
permit such a switch to take place easily. For this reason, among others, there is need to 
stress the organization of national innovative systems of continuing education, and the 
upgrading and reorientation of training in community health and public health administration, 
so as to develop the leadership capacity to achieve health for all. In this context the 
educational potential of actual and genuine primary health care programmes, and of 
experimental efforts to establish and support such programmes, needs to be recognized. This 
is of particular significance in view of the worldwide lack of facilities for "training in 
the most fundamental requirements of health for all" to which the Director-General has 
referred in his introduction to the proposed programme budget for 1986-1987. 

Refusal of fellowship requests because of irrelevance or because other mechanisms are more 
suitable 

63. The Regional Office for Africa refused only two candidates in 1984. In the Region of 
the Americas, however, 185 (11%) of a total of 1738 applications were refused in 1982 because 
they did not rate sufficient priority, or the candidates were not qualified or were not 
available when the award was made. In 1983 this number was 171 out of 2003 (9%) and in 1984 
it was 185 out of 1829 (10%). No record is maintained of the numbers of applications for 
which alternative mechanisms were recommended. 



64. In the South-East Asia Region fellowship requests are rarely refused but occasionally 
technical advisers recommend an alternative mechanism as more relevant (e.g., a short course 
instead of a study tour). In such cases a request to review the application is sent to the 
country officials through the WHO programme coordinator's office. Similarly, the Regional 
Office requests applicants to review the subject of study if it does not accord with the 
purpose for which the fellowship is offered or the terms of reference of the WHO-supported 
project. In the European Region, when applications have been in clear contradiction with the 
new policy the Regional Director has refused to accept them and informed the government 
accordingly. 

65. In the Eastern Mediterranean Region few requests have been refused because of 
irrelevance or because other mechanisms were more suitable. Often, as a result of 
suggestions from the Regional Office, unsuitable requests are modified and brought more or 
less into line with WHO policy. Since 1983 the Regional Office has more often than 
previously suggested alternative mechanisms as being more appropriate, but countries are slow 
to accept these suggestions, and so far they have tended not to proceed with the 
application. In a few cases when a country has submitted applications for individual 
fellowships abroad, in such fields as maternal and child health, nursing, or a new advance in 
surgery, and the Regional Office has offered alternative mechanisms, the government has 
submitted further arguments in support of individual fellowships abroad, irrespective of the 
advantages of the alternatives offered. 

66. Occasionally, the field of study - e.g.9 maternal and child health, public health 
nursing, or training of traditional birth attendants - is in accord with WHO fellowship 
policy but there are many applications, with variable durations, seemingly designed to spread 
a limited fellowship allocation over a large number of fellowships, for short courses or 
study tours, with a consequent high travel-cost component• In such cases the Regional Office 
has suggested, instead of individual study and observation visits, consultant assistance in 
preparing a manpower plan for the health service area in question 一 maternal and child 
health, nursing, tutoring for traditional birth attendants - and in organizing and conducting 
training courses in the country, providing internal fellowships or institutional support 
grants if necessary. 

67. The Regional Office for the Western Pacific reports no significant differences over the 
period; there are very few refusals. 

IV. OUTCOME 

68. The second part of the questionnaire, on outcome, listed the following questions: 

Question 10: To what extent do the training mechanisms meet better since 1983 the needs 
of health systems and the expectations of fellows? 
(Survey of sample of fellows) 

Question 11: What are the views of employers regarding changes in performance following 
the fellowship studies in comparison with the situation prior to 1983? 
(Employers survey) 

Question 12: Is there a different mechanism to obtain feedback from local training 
institutions or programmes? 
(If so, describe) 

Question 13: Has there been any provision for evaluation and systematic monitoring of 
fellowships at country level in response to the new policy? 

69. This part of the questionnaire was optional and elicited no response from Africa, the 
Americas or South-East Asia. Four of the seven European countries sampled evaluate their WHO 
fellowships systematically, but not necessarily with reference to resolution EB71.R6. 

70. The Regional Office for the Eastern Mediterranean considered it premature to try to 
obtain information on outcome in relation to the new policy. WHO-supported internal training 
mechanisms of the kind under review have formed such a small component of fellowship 
utilization that there is not a sufficiently large group to sample. 



71. There is not yet any provision for evaluation and systematic monitoring of fellowships 
at country level in response to the new policy, but three countries have shown interest in 
evaluating the impact of their fellowships. However, a gradual change is under way in the 
countries of the Eastern Mediterranean Region with regard to the utilization of fellowships, 
although it is rather uneven in its distribution throughout the Region. Until there is a 
much more systematic and pervasive change in the direction of health for all through primary 
health care, it would be unrealistic to expect that the utilization of fellowships would be 
significantly modified in the same direction. 

72. Several countries of the Region have a conventional medical care structure, and the 
medical point of view is very pervasive and influential. Young - and not so young 一 medical 
graduates have career goals and aspirations which are scarcely, if at all, touched by the 
Alma-Ata "philosophy". Medical specialists have much influence also on health ministries and 
on governments as a whole. All of this is reflected in the applications for fellowships 
received in the Regional Office. 

73. In the Western Pacific Region most countries have shown interest in adopting national 
health manpower policies and plans as an integral part of national health development aimed 
at achieving the global goal of health for all by the year 2000. There are encouraging 
indications that the countries are attempting to redirect the utilization of WHO fellowships 
accordingly, but it is too early to identify any significant changes since 1983. Continuous 
efforts are needed to support the countries of the Region in implementing the new policy on 
fellowships. The Regional Office recognizes the need to pay special attention to particular 
areas: 

-Technical support in the formulation of national health manpower plans, of which 
fellowships and alternative training mechanisms will be an integral part. There is 
still lack of experience and technical competence in this respect. 

-Monitoring and evaluation of health manpower development processes, which need to be 
further strengthened. This would include the evaluation of fellowship utilization as 
part of the evaluation of health manpower development in general. 

-Introducing and supporting as necessary the alternative training mechanisms referred 
to in resolution EB71.R6. 

74. The regional offices convene meetings of national fellowship officers regularly, in 
principle every other year. In the past most of these meetings have focused primarily on 
issues related to the administration of fellowships• However, most of the meetings that have 
taken place since resolution EB71.R6 was approved in January 1983 have discussed the 
different issues involved in the resolution. Two meetings held in 1985, convened by the 
Regional Office for Europe in Granada (Spain) and by the Regional Office for the Eastern 
Mediterranean in Islamabad (Pakistan), gave great prominence to the discussion of ways and 
means of monitoring and evaluating the implementation of the new policy on fellowships. 
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EVALUATIONl OF FELLOWSHIPS UTILIZATION IN A COUNTRY 

Policy Relevant questions Suggestions/Comments 

(1) All countries should 
have a national policy on 
health manpower 
development. 

Is there an explicit and documented national health 
manpower policy? Does the manpower policy explicitly 
provide for a HFA strategy? Is there a national HFA 
strategy document？ 

The national health manpower policy should be 
effectively publicized. The HFA strategy should 
indicate the manpower requirements and priorities for 
implementing the strategy. 

(2) All fellowships 
should have clearly 
defined objectives an 
contribute to the 

HFA. 

If there is a national HFA strategy document, does it 
indicate clearly the national manpower priority needs? 
Is it sufficiently elaborated in regard to future 
supply of manpower (qualitative and quantitative) to 
permit educational planners to identify training 
and consequently formulate the objectives for which 
training programmes (and fellowships and alternative 
training mechanisms) must be designed or selected? 
Is there an action plan geared to making the HFA 
strategy operational? How is it determined whether 
objectives of fellowships are valid (i.e., that they 
contribute to the attainment of HFA)? Have the 
Regional Office and the country's fellowship 
authorities a common understanding of what a clear 
definition of the objectives of a fellowship entails? 
Does the publicization of fellowships (announcements 
or invitations for applications) make it clear that 
the objectives of fellowships - and the prospective 
duties/responsibilities of applicants - must be in 
accord with HFA strategies and explain what this means 
in practice? Is the publicization of fellowships 
distributed in such a way that no categories of health 

manpower are excluded from 
for the award of fellowships? 

Fellowship objectives should specify the particular 
functions/tasks foreseen for applicants within the HFA 
strategy. The information endorsed by government 
(p. 1 of Fellowship Application Form) with regard to 

i return, and to duties and responsibilities, 
should be sufficiently detailed to serve purposes of 
training and placement. Government endorsement should 
be witheld unless applicant's statement of objectives 
is sufficiently detailed for these purposes. 
Fellowship application form should be modified to 
permit or oblige applicant to provide a well 
formulated statement of objectives. 
It should be understood that, even when objectives are 
clear and well formulated, deficiencies in the 
institution of study and in the educational programme 
(or misunderstanding on part of fellow's supervisor) 
may frustrate the aims of a fellowship; does the 
Regional Office have a responsibility to ensure that 
the training institution and the study programme are 
educationally and technically adequate (for both 
external and internal fellowships and other training 
mechanisms)? 

(3) Health i 
should provide for the 
of a wide variety of 
training mechaniems. 

If there is a manpower plan, does it prescribe actions 
with sufficient specificity to permit decisions to.be 
taken in regard to alternative training mechanisms and 
external fellowships? If there is no manpower plan as 
áuch, are there ministerial instructions or guidelines 
on the use of external fellowships and particularly of 
WHO external fellowships? Do such instructions or 
guidelines refer explicitly to each alternative 
mechanism listed in resolution EB71.R6? Are there 
valid criteria for selecting each of the alternative 
training mechanisms and external fellowships? 

If there is a health manpower plan, is there any 
indication that the health ministry recognizes that 
the most effective training for PHC competencies (or 
learning) is usually "on-the-job" in the country, and 
that foreign countries, especially developed 
countries, may have little of practical value to 
offer? 
Health manpower plans seldom reach the level of 
specificity that can make them implementable. 
Regional Offices may propose collaboration with 
countries in elaborating plans for purposes of 
utilization of fellowships and alternative training 
mechanisms. 
The logical basis for a country's ability to use a 
range of training mechanisms selectively is a national 
system of continuing education which can identify 
training needs, provide a diversity of local training 
mechanisms, evaluate the impact of training, and 
provide follow-up educational support as necessary. 

(4) All applications for 
fellowships should be 

by an adequate 

Is there a selection committee and what is its 
composition? What are its terms of reference? Can it 
propose alternative mechanisms and placement? Is there 
a set of screening criteria? Do screening criteria 
refer to: (i) personal characteristics - age, language 
proficiency; (ii) suitability of subject of study 
applied for; (iii) suitability of training mechanism 
indicated; (iv) suitability of country or institution 
of placement indicated; (v) whether the fellowship 
requested is provided for in a health manpower plan or 
the request is an unplanned one; (vi) award of earlier 
fellowship and its outcome/impact. 
What role, if any, does the country agree the WHO 
programme coordinator should play in the selection 
process? 

The responsibility of the selection committee should 
be to ensure the eligibility and suitability of 
applicants. It would thus eliminate all appljje^tions 
of candidates who are unsuitable by reason of age, 
inadequate language proficiency, unclear objectives, 

objectives, excessive length of fellowship 
repeated WHO fellowships, unplanned (ad hoc) 

lications (e.g., to cover sabbaticals for 
professors). 

(5) WHO should respond 
favourably to government 
requests for fellowships 
only if they are (i) in 
conformity with WHO 
fellowships policy; 
(ii) relevant to 
country's health manpower 
needs; (iii) and so 
designed as to have a 

a the 
of HFA/PHC. 

of conformity with WHO 
eed between country and Regional 

(i) Are there criteria 
fellowships policy agr 
Office with regard to: 
-skills to be acquired 
-subject of study 
-placement (e.g., in region or elsewhere) 
-award of external fellowships and use of alternative 
training mechanisms 

(ii) Are there criteria of relevance to country's 
manpower needs agreed between country and Regional 
Office? Do such criteria refer to a national HFA 
strategy? Do such criteria exclude absolutely all 
fellowships for skills or study not directly related 
to HFA strategy? Are there criteria for exceptional 
awards of fellowships for training in secondary and 
tertiary levels of medical care not obviously related 
to HFA? (iii) Does the national HFA strategy provide 
an adequate basis for determining whether a fellowship 
can be expected to have a positive impact on 
achievement of HFA/PHC goals? Do Regional Offices 
require that fellowship applications indicate fairly 
exactly what form "positive impact" will take, i.e., 
the HFA/PHC functions/tasks which the fellow will 
perform in the context of the country1 s HFA strategy? 
What are the criteria against which the Regional Office 
can assess fellowship applications for positive impact 
oil achievement of HFA/PHC goals? 

It should be explicitly agreed by the country and the 
Regional Office that fellowships cannot be evaluated 
for impact on achievement of HFA/PHC goals unless there 
is a national HFA strategy which is being implemented, 
and an associated manpower development action plan. 
It would be helpful if countries would agree to draw 
up jointly with the Regional Offices criteria for 
monitoring and evaluating the process, outcome, and 
impact of fellowships in relation to HFA/PHC goals, 
consequent to resolution EB71.R6. 
Countries might indicate to their Regional Offices 
their interpretation and norms of application of 
resolution EB71.R6. 
WHO should establish criteria for determining 
priorities within which suitable requests for the use 
of alternative training mechanisms will be considered 
for funding under fellowship allocations. 
Regional Offices cannot conform to this policy 
instruction unless each country proposing to use WHO 
fellowships is implementing a strategy for HFA/PHC. 

be useful for planning fellowships as part of health development. 


