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NOTE 
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policies of the Organization. 
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1. INTRODUCTION 

The World Federation for Medical Education, viewing medicine's 
responsibility broadly, has worked closely with the World Health 
Organization and other agencies since 1976 in the development of a 
programme designed to accomplish four major goals, namely, to (1) develop 
working relationships between the education and health sectors that will 
assure the development of the manpower that will provide good health care 
to the public at all times; (2) broaden the horizons of medical and other 
educators of health personnel, as well as their institutions, to encomp~ss 
the total health needs of society; (3) develop a widely a~reed world 
strategy in education and health care, and (4) create and maintain viable 
mechanisms to promote the advancement of health through education. 

The programme has been viewed as the major element in building the 
manpower base required to implement the Declaration of Alma Ata adopted hy 
the International Conference on Primary Health Care held in Alma Ata in 
October 1978. 

Since its inception the programme has heen visualized hy its chief 
sponsors, the WFME and the WHO, as consisting of three phases, namely: 

Phase I. Regional Seminars on Education and Health rare 

Phase II. World Conference on Education and Health rare 

Phase III. Development, Implementation and Maintenance of Mechanism~ 
to Promote Advancement of Health through Education. 

The plan has provided that the regional seminars will make 
recommendations for consideration by the World Conference which will 
develop a world strategy that is intended to serve as base upon which 
countries and regions can plan and adapt their own strategies for 
programmes in education and health care that are relevant to their needs. 

In the development of the programme, while the main sponsors have heen 
WHO and WFME, the following organizations have also been involved: 

·Center for Educational Research and Innovation 
Council for International Organizations of Medical Scien~es 
International Association of Universities 
International Bureau of Education 
International Council of Nurses 
United Nations Educational, Scientific and Cultural OrRani7.atinn 
World Medical Association 

In consultation with all of these organizations, the WFMF ~RS 
developed a draft "Strategy for Action" which is appenrle<' 1<ith this report 
(Annex 1 - "A Strategy for Action") and which includes a series of hro~r!, 
general principles that delineate the responsibilities of erlucation and 
health care, suggests some ways to obtain closer collahoration ~etwee~ the 
sectors and sets forth a plan of action that may be followen in orner to 
obtain such collaboration. 
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WHO has been closely involved in the question of collahorative 
linkages since the 1970s. 

In 1976, both the Executive Board of WHO and the World Health Assemblv 
discussed and accepted an integrated coherent and comprehensive concept and 
a plan of action, the basis of which was the integrated health services and 
manpower development (HSMD) concept. Resolution WHA29.72 requested the 
Director-General to collaborate with Memher States in the formulation of 
national health manpower policies that are responsive to health service 
requirements and to intenSify efforts to develop concepts of integrated 
health services and manpower development so as to promote health manpower 
systems that are responsive to health needs. 

In 1976 a consultation on health services and manpower development was 
held in Geneva (Report on Consultation and Health Services and ~anpower 
Development, Geneva, 6-8 September 1976, HMO/77.1) which recognizes thAt 
the need for coordination is not new and many Memher countries have 
functional elements integrating health services and manpower development 
sectors. 

The regional offices of WHO in turn took up this issue which hecame 
reflected in their respective programmes. 

In the SEARO medium-term programme for Health Manpower Development 
covering the period 1978 to 1983, is included an objective whiCh is to 
develop functional and fully functioning health services manpower 
development mechanisms in the countries whereby effective coordinatinn 
between educational and services agencies engaged in health activities will 
be established. The activities include promoting a dialogue among all 
sectors involved in health services and manpower development; evaluation of 
existing country mechanisms for coordination of health services and 
manpower development, and development of approaches for coordination of 
health services and manpower development. 

A consultative meeting to review the situaton in the countries and tn 
develop an action plan to develop mechanisms for efffactive coordination 
between health services and health manpower development is being organized 
in SEARO from 20-24 August 1979. 

In the Western Pacific Region the medium-term programme for health 
manpower development which covers the six-year period 1978-1983 under the 
three specific objectives heading of manpower planning and management to 
meet health service requirements, are germane to the subject of the 
seminar. The objectives are: 

(1) to promote and cooperate in establishing mechanisms for closer 
collaboration between national agencies responsible for training 
health personnel and those responsible for the delivery of health 
care, to ensure greater relevance in the development of health 
manpower; 
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(2) to promote the development of integrated national health manpower 
plans and policies, including provisions on appropriate 
conditions of service and career development patterns for 
different categories of health personnel, leading to coherent 
systems for the delivery of health care to the entire population; 

(3) to promote and cooperate in the formulation of policies and 
facilities for continuing education of health workers. 

In February 1978 an intercountry workshop was held at the Regional 
Teacher Training Centre, Sydney, on health services manpower development 
durin« whioh participants explored the needs for collaboration and outlined 
the oonaequences when this does not happen. The same subject WRS also 
considered in the Working Group on educational strategies held late in 1971 
and as well at the Conference on Regional Cooperation in the Fellowship 
ProgN.e. 

WHO projects of collaboration with Member countries also reflect 
intersectoNl collaboration. For example, in a project starting in 1979 in 
the Republic of Korea, such collaboration will be achieved through a series 
or co .. ittees with multi-sectoral representation and with well-defined 
tenas of reference. 

2. OBJECTIVES OF THE BI-REGIONAL SEMINAR 

These Were developed jointly by WFME and WHO Western Paclflc Reglonal 
Orrlce and BEARe. 

The primary alm of the Bi-Regional Seminar on Education anti Health 
Care is to bring together leaders from the educstion and heal th sectors 
fro. within the Regions in order to examine and make recommendations 
regarding their respective responsibilities for training programmes that 
are relevant to torlay's health care needs in the societies they serve. 
Basic to this examination of the present situation will 'be its influenCE> on 
attitudes and actions regarding the roles that thflse sen tors play in the 
effective delivery of health care. Recommendations resulting from the 
bi-regional seminar will be submitted to the World Conference on Education 
and Health Care scheduled for 1982. 

To aohieve its basic purpoSe, the hi-regional seminar had four 
specific objectives: 

(a) to determine the extent to whlch education is carrying out its 
responsibilities to health care; 

(b) to consider the current patterns of action and interrelatlonships 
through which the education and training of health personnel 1s 
meeting the health needs of the community; 
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(c) to identify the problems preventing effective actions and the 
ways in which these can be overcome; 

(d) to recommend ways for creating innovative systems, or modifying 
existing ones, to secure more effective interrelationships 
between education snd health care. 

3. PARTICIPANTS 

A totai of 30 people among whom were senior representatives from 
mini.erie. of health, faculties of medicine and schools of allied health 
sciences from 12 countries took part in the Bi-Regional Seminar. Among· 
these were 18 participants. An observer from the International CouneH of 
Nurses also took an active part in the plenary and group sessions. Five 
temporary advisers were likewise involved, each of them having prepared 8 

discussion paper. 'l'he remaining were from the WFME and WHO sE'Cretari8t 
(Annex 2). 

4. PROGRAMME 

The ijeD,inar was built around a series of discussion papers ""hich h[lc 
been prfop",-eo by temporary advisers, each of whom had been selected for his 
special qualitication and experience in addres-ing the respective issues. 

lhese discussion papers (Annex 3) based on the objectives of the 
seminar were entitled: 

I. The Nesponsibility of Education to Health Care 

II. The Linkages of Health Care Systems with Health Manpower 
Education 

Ill. Innovative Actions for Effective Collaboration between Education 
and Health Care 

IV. A Strategy for Action 

An overall view on the relationship between education and health care 
was based on a keynote address entitled "Education and Health Care". 

The participants were divided into three groups (Annex 4), 

At the end of the presentations by the temporary advisers which 
lncludeo clarification and guidance on the issues to be addressed, the 
meeting w.,nt into the three groups for further discussions on the topic. 
'lhe output ot each group was then presented and discus.ed in plenary, A 
list of the partlcipants in each group is included in AnnEX 4. 
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Participants were asked to complete a questionnaire soliciting 
information on the situation in their respective countries especially 
concentrating on the collaborative linkages between the education and 
health sectors and innovations which are being employed to achieve them. 
These "country statements" were presented in Plenary Session during the 
first day of the Seminar. 

5. CONCLUSIONS AND PROPOSED ACTIONS 

5.1 National policies and national planning 

5.1.1 The Seminar reaffirms the importance of having a national health 
policy in each nation, so as to provide clear guidelines to planners and 
managers in the health and related sectors. 

5.1.2 The Seminar conclUdes that 

(a) national health policy should be developed in collaboration 
with other sectors; 

(b) national health plans should be developed as integral parts of 
national development plans which are consistent with the 
nation's economic status and development; 

(c) achievement of the goal "Health for All by the Year 2000" will 
be possible only if nations develop health policies and plans 
towards that goal. 

5.1.3 The Seminar, therefore, proposes that nations take steps to 
formulate policies and plans that will enable them to achieve the gOAl of 
"Health for All by the Year 2000". 

5.2 Coordination and collaboration 

5.2.1 The Seminar considered the individual and joint roles of the 
education, health and related sectors which affect the health of nations. 
The Seminar feels that it is necessary to affirm the broad nature of the 
separate and joint roles. 

5.2.2 The Seminar concludes that the education sector has these 
responsibilities: 

(i) diffusion throughout the entire education process of the 
nation appropriate elements related to individual and community health; . 

(ii) preparation of health personnel for their various roles and 
functions; 

(iii) further training and continuing education of health personnel; 

(iv) research in and development of the educational process; 
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(v) research, both basic and applied, as it relates to the 
delivery of health care in its widest sense; 

(vi) active participation in the r~sponsibilities id~ntified for 
the health sector as stated in santioo 5.2.3 below; 

(vii) evaluation of all aspects of the sector's responsibilities 
including monitoring of the process and assassing the acceptability, 
effectiveness and efficiency of the produotions of education; 

(viii) raview period1cally the outcome of evaluation 1n order to 
determine what should he retained and what should he chan~ed in relation to 
process; 

(ix) review periodically the ohang.a in health plans to determine 
what should be retained and what ahould be changed in relat10n to the 
products of education. 

5.2.3 The Seminar further concludes that the health sector has these 
responsibilities: 

(1) determination of health needs and demands of the total 
population as a basis for health policy formulation, including data 
gathering and analysis, and the involvement of other sectors (e.g. 
planning, finance and Boalal services); 

(ii) development of a national health policv with the collaboration 
of other sectors; 

(iii) development of health plans on the hasis of a national health 
policy as integral parts of national socioeoonomic plans; 

(iv) organization and operation of health care delivery services 
and institutions, 

(v) definition of tasks that are to be carried out in order to 
achieve the priority objectives identified in the health policy ~nd in the 
framework defined in the national health plans; 

(vi) aSSignment of tasks to appropriate categories of health 
workers, thus defining the roles and competences of each category and 
sub-categories; 

(vii) determination of the quantity and quality of health personnel 
required to carry out the tasks within the framework of the health plans; 

(viii) management of health personnel and administrative personnel 
(through e.g. appropriate career .structures, moral and financial 
incentives, job security, postgraduate and continuing education 
opportunities) ; 

(ix) bio-medical and health services research; 
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(x) evaluation of all aspects of the sector'.s activities, 
including monitoring of the process and assessing the acceptability 
effectiveness snd efficiency of the outcome; 

(xi) reView, periodically, the outcome of evaluations in order to 
determine what should be retained and what should be changed; 

(xii) reView, periodically, the changing needs for health care in 
relation to changes affecting the national plan to determine what should be 
retained and what should be changed. 

5.2.4 Finally, the Seminar concludes that there are a number of areas 
where joint decision making and consultation are advisable, for example: 
in the formulation of health policies that involve educational institutions 
and manpower planning and production and in the undertaking of joint 
research studies and evaluation affecting health manpower planning, 
productions and management. 

The Seminar identified a number of factors that might facilitate more 
effective intersectoral collaboration viz.: 

(i) the purposes of collaboration must be acceptable to all who 
are involved and achieve their goals by efficient use of available human 
and material resources; 

(ii) tbe principles of collahoration include 

(a) free sharing of information to ensure informed 
collaboration and coordination; 

(b) joint decision making so that all involved parties 
participate on the basis of joint "ownership" of the plan 
or its constituent parts; 

(c) division of responsibility for implementation so that 
initiative is maintained and so that there is 
collaboration as equal partners; 

(d) incentives to engender and sustain motivation for 
collaboration among the individuals and groups involved; 
and 

(e) cooperation among the collaborating partners in the 
evaluation of process. 

(iii) the methods for collaboration must include collaboration in 
planning, implementation, information and evaluation and management. 

5.2.5 The Seminar proposes that: 

(i) collaboration in planning be facilitated 

(a) by the creation of a national decision making body with 
wide representation of ministries, professional bodies, 
consumer associations and political parties, under the 
chairmanship of a respected national leader; 
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(b) by supporting this national decision making hoc!v through 
an expert and properly staffed secretariat that CBn 
develop and submit alternative plans for selection and 
approval (the secretariat ~Ist he indepenrlent of anv 
specific ministry); 

(c) by other supporting bodies that can provinp information 
to the secretariat and react to draft plans prepared hy 
the secretariAt. These support hodies should, therefor", 
be representative of all those who will subsequently"" 
asked to implement the plans and those wbo wi II he the 
beneficiaries of such plans. These hoc'ies sholll~ he 
constituted at national, state/provincial/regional anc! 
institutional lpvp!s; 

to facilitate coll~horation in implementAtion 

(a) by the use of task-oriented bodies .'herE'vpr two or more 
ministries have responsibilities involvin~ 
interdependence or overlap of responsihilitips and 
related activities; and 

(b) hy ensuring that such task-oripnted consultative bodies 
consist of appropriate professional and user 
organizations or institutions that are constitutpc! lit 
n~tionnl, state/provincial/regional and institlltionAl 
levels; 

to facilitate collaboration through information 

(a) by an iterative process of provirlinj! datn, rev; .. ,·';n!!; 
recommendstion8, th~ir implempntBtion ;md evalnati("ln. 
Thcsp must be supported hy 8 range of methods of 
comm"f1ication and should includp at l"ast threp 
c8tf'gories of .information: 

(1) consultativE' papers th~t are circulatpr for 
discussion and reaction, hefoTP e decision iR m~~p; 

(2) memoranda thAt inform all who are if1volverl in 
implementation, about decisions that have hppn made; 
and 

(3) newsletters that provine a periodical updating 
mechanism en changes in personne1 Bncl ("Ither datn 
concerned wi th organ i zation; 

(iv) .to facilitate collahoration in m"nagement 

(n) by engendering and suppordrg motivation for 
collaboration, hy considering the inter~sts snd career 
g081s of all participants and where necessary, by 
providing recognition and ovprt rewards f~T c~118h~rDtioM; 
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(b) by providing opportunities for experiencin~ and 
appreciating the aspirations, contributions and 
constraints of other administrators and health 
professionals; and 

(c) by providing mixed teams of administrators and other 
health professionals in response to a call for plannin~ 
or implementation of such collaboration. 

The Seminar further proposes that 

(i) the WHO and the WFME provide detailed case study material on 
methods by which different nations have rationalized relationships between 
universities, licensing and accreditation bodies, Ministries of Health and 
private sectors in setting standards and curricula for postgraduate 
(professional) and continuing education; 

(ii) the WHO and the WFME initiate studies of models of 
postgraduate education which develop improved collaboration between 
different health and educational sector authorities. 

5.3 Health manpower development process 

5.3.1 The Seminar affirms the relevance of the linkages hetween health 
and education in the three major components of the HMD process, viz.; 

health manpower planning 
health manpower production 
health manpower management 

5.3.2 To improve the process and outcome of health manpower planning, the 
Seminar stresses that: 

(i) health personnel should he trained and retrained accordin~ 
to the health needs of the community. Sucn training should include courses 
in management, research and pedagogy; 

(ii) the WHO should take steps to develop simple, 
understandable, affordable tools for assessment of minimum health needs of 
the communities; 

(iii) the WHO should take steps to develop simple, affordable 
methods of assessing the health manpower resources available in a nation, 
using case study materials to illustrate the advantages of specific methods 
which use annual registration records, health facility records and other 
data sources for assessing manpower supply and distribution; 

(iv) the WHO should take steps to: 

(a) develop a simple manual which describes 
the HMD process and how nations witn 
different levels of resources can achieve 
such systems of manpower planning, 
production, management and evaluation; 
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(b) provide appropriate levels of technical support to 
nations wishing to improve HMD capacities. 

5.3.3 To improve the process of health manpower production, the Seminar 
further proposes that WHO and where appropriate, in conjunction with 
Member countries: 

(i) provide information to Member governments on mortality and 
morbidity patterns, emphasizing methods by which such patterns can be 
changed, and subject matter which ought to be emphasized in the curricula 
of different health professionals; 

(ii) provide case study material on successful pro~rammes of 
disease control and preventior, in other nations; 

(iii) provide data to schools of health professions on the economics 
of disease prevention and control; 

(iv) provide guidelines on how to develop model curricula that are 
appropriate to conmunity health needs and the different schools of the 
health professions in the two regions; 

(v) help Member nations to develop suitable teaching methodology 
and media; 

(vi) strengthen national teacher training centres and expand WHO 
fellowship scheme; 

(vii) formulate practical guidelines which would enable member 
nations to develop model curricula for educating the full range of primary, 
secondary and tertiary level students and adults, concerning the value of 
"health" and health care. 

5.3.4 To improve the process of health manpower management, the Seminar 
proposes that WHO and, where appropriate, in conjunction with member 
countries: 

(i) provide appropriate assistance to hospital and clinic 
managers, government administrators, etc. to enable them to acquire the 
necessary expertise in manpower management; 

(ii) ensure that national priorities are a consideration in the 
award of fellowships; 

(iii) provide instructional technology and media for different 
types of continuin~ education programmes (e.g. tapes, correspondence 
courses, etc.) to overcome deficiencies that may exist in rural area 
practitioners; 

(iv) undertake collaborative studies of the experiences of 
different nations in which mobile health teams have made specialist care 
available to remote areas, and which also provide an alternative form of 
continuing education for the different health professions. 
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5.4 Innovations in health and education 

5.4.1 The Seminar concludes that national authorities should be encoura~erl 
to recognize that innovation may occur at the political level, within health 
services and educational institutions, and at the community level. 

5.4.2 The seminar proposes that: 

(i) national authorities be encouraged to recognize that a major 
problem adversely affecting health service manpower development is an 
interpersonal problem which requires innovative actions that are designed to 
take this factor into account. Such action should include an organization 
structure which encourages and permits for innovation and innovative persons 
the freedom to function and which formally involves and recognizes the people 
of the country. The structure should allow for oontrol and oommunioation 
between the various levels and provide for the resolution of hlooks to 
communication when they occur. 

(ii) national authorities should be encouraged to recognize that, to 
promote appropriate innovation in both health care and in the education of 
health personnel, research must concentrate on the service/oommunity interface 
- including also the student/teacher interface. 

The Seminar further proposes that WHO should 

(i) take steps to convene a meeting of Ministers of Health and 
Ministers of Education in both Regions, with the goals of 

(a) informing them on successful development and innovations in 
the HMO process, including oountry health programming; 

(b) informing them of current developments in the linkages of 
different sectors affecting the health of the people in the 
year 2000 (e.g., education, health, other sectors, national 
planning); 

(c) seek their inVOlvement in achieving specific task-oriented 
goals for Health for All in the Year 2000 involving WHO and 
the ministries in regular forums up to the year 2000; 

(ii) take immediate steps to identify specific pilot projects that 
have involved health and education sectors in innovations in planning in 
member nations, with a view to documenting and disseminating information about 
the unique contributions of the National Planning Board or similar authorities 
in the initiation, coordination and funding of such projects, in both general 
education and in professional education affecting the health of the people. 

(iil) take steps, in conjunction with member nations 

(a) to identify all relevant funding sources, internal and 
external, which might be applied to innovations in 
planning and coordination of health, eduoation and other 
sectors affecting general education, professional 
education and the health of the people; 
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(b) to identify what additional sources of funding for innovation 
could be justified for achieving specific improvements in 
health and education. 

(iv) take steps to document on-going innovations in the training of 
school teachers to become effective agents in the prevention of health 
disorders, including: 

on-going projects which involve schools, communities and local 
health authorities in new types of prevention campaigns 
(including community development activities); 

on-going attempts to develop curricula and teaching methods 
and media which can be used to educate schoolteachers in 
school-based health education programmes, particularly in the 
early detection of common health disorders in school children. 

5.4.4 Noting the apparent advantages of integration of nutrition, family 
planning, HeH and other services in health care delivery, and thus, the 
possibilities of linking prevention and curative services in a more effective 
aanner, the Seminar proposes that WHO should take steps to: 

(i) document what is known about the relative costs, effectiveness 
and effects on health manpower of integrated approaches versus other 
approaches; 

(ii) document the implications of such integrated projects for 
education of the health personnel involved; 

(iii) distribute such evaluative reports to Memher nations. 
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EDUCATION AND HEALTH CARE 

ADVANCEMENT OF EDUCATION AND HEALTH THROUGH 
FUNC'tIONAL INTEGRATION OF MEDICAL, AND, RELATED 
EDUCATION AND HEALTH SERVICES IN DEVELOPMENT OF 

MANPOWER FOR THE TOTAL HEALTH TEAM 

A STRATEGY FOR ACTION 

ANNEX 1 

(In the drive to meet the World Health Organization challenge, "health 
for all by the year 2000", the World Federation for Medical Education, in 
association with the WHO and other major international organizations in health 
and education, is developing a "strategy", or plan, of action addressed to 
both the education and health sectors. It is intended to serve as a useful 
guide in the development of essential health manpower, through intersectoral 
functional integration. The present draft reflects the initial views 
expressed by the agencies participating in its development and, additionally, 
by experts who have given formal consideration to the matter in recent meeting 
in the Americas, the Middle East, and Europe. It will be further reviewed at 
regional levels and then submitted, as modified, to a World Conference on 
Education and Health Care for consideration and adoption as a world strategy). 

C.l. UNDERLYING CONSIDERATIONS 

C.l.l Sound health, however defined, is a necessary base for vigorous and 
progressive society. Its attainment is a universal human desire and major 
social force. It is recognized as a basic human right and the opportunity for 
its attainment a universal responsibility of government, supported by all 
segments of socieiy. 

C.I.2 Education is equally basic to a vigorous and progressive SOCiety; 
concerned with knowledge, skills and attitudes it is dependent upon learning 
capacity and motivation which vary greatly with the state of individual and 
community health. 

C.l.3 The forces determining the status of health and education are multiple 
and interactive, encompassing those that are economic, social, biological, 
psychological, ecological and historical. 
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Annex 1 

C.l.4 Several sectors of society such as housing and transportation 
contribute to shaping the health status of the individual and the 
community; two are particularly important, namely, the health sector and 
the education sector. 

C.l.5 The health sector includes the government health authorities; 
health care delivery systems' hospitals, health centres and related 
facilities; non-governmental health and social agencies; physicians· and 
other health personnel. 

C.l.6 The education sector includes governmental education authorities; 
primary and secondary schools; universities and colleges; and, with 
particular relevance to health, schools of medicine, dentistry, nursing and 
pharmacy, and training institutions for other health personnel. 

C.l.7 The advancement of health is heavily dependent on the character and 
numbers of trained health personnel at all levels of society, that is, the 
health manpower devoted to the task, a responsibility devolving upon the 
health and education sector. 

C.l.8 A close and active collaborative relationship between the education 
and health sectors is essential at both the policy and operating levels to 
assure social progress through continuing advance in both sectors. 

C.l.9 In the determination of health status, the physician plays a 
significant, and often determinative, role as practitioner of medicine and 
family counselor; teacher and educator; research scientist, and, community 
leader; and, serves on the health team, often as its leader. 

C.l.lO Effective health care of the community as a whole calls for close 
integration and collaboration between medical education, that is, education 
of the physician, and the medical and other health services. 

C.l.ll Not only are medical s, lools and other institutions for training 
health personnel now called upon to provide services to their local 
communities, but evidence suggests that professional manpower is best 
developed in educational and training centres actively engaged in providinF 
such services. This is true of all members of the health te~. 

C.l.12 The physician and other trained health personnel as well as their 
schools, necessarily playa major role in determining the effectiveness of 
collaboration between the education and health sectors and should 
participate formally in mechanisms designed to assure such collaboration • 

• "Physician" is used to encompass all those who hold a doctorate 
degree or its equivalent, in medicine. 
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C.2 HEALTH AND EDUCATION 

C.2.1 The health sector carries as its primary responsibility the meeting 
of health needs and does this by: 

development of national health policy; 

representation of health in national planning; 

- organization and operation of health and medical 
delivery services and institutions; 

delineation of responsibilities and roles of memhers 
of the health team; 

determination of health personnel requirements and 
assuring that they are met by the appropriate sector; 

evaluation of the performance of health personnel 
and institutions; and 

- bio-medical and social research. 

C.2.2 The education sector has a dual responsibility with regards to 
health, namely: 

to diffuse throughout the entire educational process, 
appropriate elements related to individual and cOlllllunity 
health; 

to participate actively in the total health planning 
process and in carrying out training funotions; and 

to partioipate in the planning, produotion and evaluation 
of health personnel within parameters jointly determined 
with the health seotor. 

It can meet this last responsibility (whioh 1s the area to which this 
Strategy for Action is addressed) throUSh appropriate aotion in such areas 
as: 

- professional education in health sciences; 

- graduate and continuing education of profeSSional 
and technical personnel; 

development and operation of educational institutions 
related to health; 
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development of educational technology; 

participation in determination of health 
personnel requirements; 

participation in the planning and operation of 
programmes to meet the determined needs and evaluate 
their effectiveness; and 

research in social areas relevant to health care. 

C.2.3 Both health and education are advanced through functional 
integration of the health and education sectors at appropriate points, 
preserving eXisting bureaucratic structure. 

c.3. THE SITUATION 

C.3.l Wide diversity characterizes the internal structure of the health 
and education sectors, and, in patterns of relationship between them, which 
can be strengthened at national and local. levels to the benefit of 
community and personal health. 

C.3.2 Experience in diverse settings has led to the emergence of certain 
basic concepts of relationship that can serve as a guide in strengthening 
them. These include joint determination and agreement upon the division if 
responsibility and action between the two sectors and on areas of joint 
action with the establishment of continuing mechanisms for evaluating and 
modifying the relationship. 

C.3.3 Lines of demarcation between the roles of the two sectors are in 
some areas unclear, leading either to neglect, duplication or conflict. 
Division occurs, varying among countries, as between education and health 
at the different stages in the development of health personnel - e.g. 
doctors receive their undergraduate education in medical schools, obtain 
their post graduate training when in service posts and further their 
continuing education working as practitioners. Discontinuities inevitably 
result when education has responsibility for one phase and health for 
another. Moreover, when consultation between the two is absent or 
inadequate, personnel are selected, educated, trained and evaluated along 
lines not necessarily congruent with requirements for staffing of health 
services. What is true of the education and training of the physician 1s 
equally true of other categories of health personnel and the.maladjustment 
to the needs of society are further compounded. 

C.3.4 Among causes of weakness in the intersectoral relationship between 
education and health are inadequate and misdirected national planning; 
faulty priority determination; bureaucratic and personal stress; lack of 
adequately empowered coordinating mechanisms; and unbalanced programme 
financing. 
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c.4. ACTION 

C.4.l Policy development and action that determine health status take 
place at all levels ot society trom the national centre to the home and the 
individual. 

C.4.2 The central state authority should, as it characteristically does 
to varying degrees, bear responsibility for determining national policies, 
developing national plans, allocating responsibilities and funds, 
establishing and monitoring standards, and assuring effective operation in 
the attainment of national goals. 

C.4.3 With regards to national health status, the central authority 
should bring into the planning process representatives of the sectors 
chiefly concerned in maintaining health, in particular the health and 
education sectors. 

C.4.4 National health authorities, in consonance with the public and 
those agencies specifically concerned with health progress, set national 
health goals, consistent with national economic and social policies, and 
might well formulate feasible comprehensive plans for their implementation, 
shaped to the national political philosophy and structure. 

C.4.5 National, regional and local health authorities might well move 
toward the creation, through orderly processes, of continuin~ intersectoral 
mechanism for the determination of health policies and of plans designed to 
provide, through appropriate cooperative action, the quality and quantity 
of health manpower required to assure steady progress toward the attainment 
of national health goals. 

C.4.6 Mechanisms to be considered in advancing toward fully operative 
functional intersectoral integration include: occasional intersectoral 
conferences; joint studies; cooperative action in specific limited areas 
based on common consent; interagency detail of specialized personnel; 
interagency contracts or fund transfer for defined activities. 

C. 4.7 A continuing mechanism that provides for intersectoral integration 
through joint decision making and allocation of action is useful in 
assuring the continuing advan~ent of health. Such a mechanism needs to 
be based on sound principals, such as: 

create by recognized authority in response to need recognized 
by chief elements involved; 

- membership appropriate to level and nature of aSSigned 
responsibility; 

representative of governmental and non-governmental interests and 
agencies concerned with education and health, includin~ the public; 
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clear definition of responsibility and function; 

access to personnel and financial resources adequate to the 
discharge of its responsibilities; 

recognized leadership adequately supported to carry out 
leadership functions; 

internally structured so as to deal appropriately with decision 
making, implementation and investigation. 

C.4.8 Coordination between the sectors should include the establishment 
of planning and operational structures at all appropriate levels within the 
country. These may be built around subordinate governmental units, such as 
stete or regional health departments, or around universities, academic 
health centres, major hospitals or other health institutions depending on 
the internal organization and the sources of power within the national 
structure. The important considerations are that they be intersectoral and 
have the influence and strength to effect joint action in the carrying 
forward to a jOintly developed looal plan within the larger structure of 
the national health plan. 

C.4.9 The coordinating mechanism should provide, as between the education 
and health sectors, on an organized basis: 

active two-way flow of information concerning health 
needs and prograDllles; 

cODlllon understanding and acceptance of the fundamental 
structure of the health services; power to recoDlllend changes; 

joint determination of health personnel needs, categories 
and roles; 

agreement on locus of responsibility for education and 
training of each category of personnel; 

joint evaluation of programmes and personnel; 

maintenance of effective relationahips with other sectors 
concerned with health. 

C.4.l0 The academic institution concerned with education of professional 
health personnel, whether it be a university of health SCiences, academic 
medical centre, medical school or other structure, should play an active 
role in policy development, planning, and evaluation of health services; 
and, conversely, the responsible health authority should participate in the 
development, planning and evaluation of the educational processes affecting 
health. 
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C.4.ll Medical educators should review their role and that of their 
institutions with a view to detemining whether they are playing a fully 
effective role in meeting the needs of the community in which they are 
located and served. Particular attention should be given to the 
development of strong departments of community medicine or of public health 
and preventive medicine. At the same time, through these departments, or 
by other means, the total faculty should be sensitized to community health 
needs and charged with a responsibility in meeting them and for 
preparingtheir graduates to meet them in the future. 

C.4.12 Since it is generally recognized that medical and health needs can 
not be met by increasing the number of physicians, national and local plans 
should include the determination of types of personnel to be trained and 
utilized, their roles, limits, supervision, evaluation and advancement. 
This should include the village level worker and should give consideration 
to the role of the traditional practitioner. 

C.4.13 In rural areas, plans might visualize committees of looal leaders 
that would consult with available health personnel to select village 
personnel for training as village level workers, to provide the facilities 
they require to function and to.assist and support them in carrying out 
their jobs. 

C.4.14 Planning should provide for the training of professionals and 
technical personnel to educate the family and individual in health matters. 
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EDUCATION AND HEALTH CARE: 
AN OVERVIEW 

(Keynote address delivered by Dr Conrado P. Aquino 
at the Bi-Regional Seminar on 

Education and Health Care on 26 March 1979) 

The task assigned to me is to discuss An Overview: 

Conoept of Eduoation and Health Care 

I take this to mean an overview of what education oonceivahly is and 
why health oare is eduoation's responsibility. Being an overView, this 
paper limits itself to general Viewpoints, educational philosophy, if you 
wish, in relation to health care. Hopefully, this paper will ~ervp. as an 
umbrella to the more detailed papers and discussions that will follow. 

Most of us come from the Western Pacific area and ~outh-east Asia. 
We are meeting here because we have common problems related to education 
and health care, and we would like to learn from each other. One th1n~ we 
seem to have in common: most of us come from a developin~ country. 
National development is our most crucial concern. Cr1 tical in t" is concern 
is the development of human resources. It is widely accepted among us that 
the development of human resources means the development of Manpower and 
professional skills, especially those which contribute to economic ~rowth 
and social progress. With economic growth and social pro~ress, the quality 
of life is expected to improve. However, there are indications that one 
vital element in the improvement of the quality of human life is not 
receiving top priority attention, namely, education in health care. 

This is not to say that education for delivering health care is heing 
neglected. No - in fact, while the problem is still tremendous, much has 
already been done and is heing done to improve and expand education in the 
medical and auxiliary medical professions so as to service more and more 
people at all socioeconomic levels, especially in the economically 
disadvantaged and culturally deprived areas. Surely, national development 
programmes include delivering health care. However, this is only one side 
of the coin; the other side, education in health care, is not given the 
priority attention it deserves. Health, after all, is the sine qua non of 
every working individual, be he in the rice paddies or in the cozy 
exclusivity of his upholstered planning office. The Latins had a word for 
it: mens sana in corpore sano, a healthy mind in a healthy hody. For the 
unity that is man with a duality of heing - mind and body - cannot function 
viably in the many and myriad situations in life, unless both min~ and body 
function effectively, not separately but together in a unified conjunctive 
manner. Truly, in this day and age of stress and strain, this ada~e is 
even more relevant. 
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Furthermore, while delivering health care at various social levels in 
differing degrees of kind and manner is indeed an important aspect of 
development, still we cannot gainsay the fact that educating the individual 
in health care - that is, in personal hygiene, nutrition and sanitary 
control of his environment, if given the emphasis and funds it deserves -
will go a long way in lessening the demand, and thus funding and manpower 
needs, for delivering health care, especially in the rural areas and in the 
centres of industry. 

Granting that health care is imperative, the question may now be asked: 
what agency is best equipped to manage it, conceptually and operationally? 
If there is any process in our human society which can 'do this, it is the 
educative process. For the educative process is a process of change -
change in the individual and change in the community, these two changes 
being complementary; that is, there is no change 1n the individual without 
some change in the community and neither is there change in the community 
without some change in the individual. All throughout the educative 
process, from the elementary to the secondary to the tertiary level, the 
mind is liberated from ignorance, the drive by impulses, instincts and 
urges metamorphosed into an impulsion by values and ideals, the potentials 
developed into skills, and in a manner cognizant of the various stages and 
needs of human growth from infancy to adolescence to adulthood. Thus, the 
change engendered at the primary level is reinforced at the secondary and 
is enriched, if not perfected, at the tertiary level. Hence, it is ohviolls 
that the knowledge gained at the elementary level about health ann health 
9abits, the motivations experienced and responded to, the habits and skills 
developed can all be reinforced at the secondary and enriched at the 
tertiary level. In brief, the educative process of change is the 
development of the total man. 

Now the total man is a multi-faceted rational being. Being rational, 
he has the faculties of intellection, volition, affection and appetition. 
Being animal, he has instincts, urges, impulses and physical motion, such 
as locomotion, digestion, circulation, etc. In concrete reality, he 1s 
mind and body. The educative process, therefore, is the development of 
mind and body. But the mind inheres in the body and unless the hody is 
healthy, the mind cannot function effectively. Conceptually, then, it is 
the educative process which can engender in the individual health care by 
instilling in him adequate knowledge about health and health care, 
impelling him toward good health habits by proper values and attitudes, and 
developing health habits that last a lifetime. 

Operationally, the educative process can structure a curriculum and 
organize activities or learning experiences that will synthesize in the 
life of the individual all the concepts so far discussed. However, the end 
in view of the curriculum and the learning activities should be the 
development of a self-motivated, self-directed and self-responsible 
individual. Otherwise, all the knowledge, impulsions and skills in health 
care - correct health habits, proper nutrition and sanitary control of the 
environment - may not be a lifelong effort. It is imperative, therefore, 
that the elementary curriculum and learning activities generate this 
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enthusiasm for health care. The very young mind is·highly i.mpressionable. 
The early development of health habits assures their continuance as the 
child grows older. At adolescence, these are reinforced by an 
understanding and acceptance of the necessity of a healthy life for a 
growing individual and by the spirit of competition thlt is incipient in 
the life of an adolescent. At the tertiary level or when the individual is 
maturing and finally reaches adulthood, health care should he, as it were, 
second nature. This is not to say, of course, that he will not have any 
problem about health care later on in life. He will, as there will he 
other pressures and influences on his life. But the chances are in his 
favor, if health care has become a habit. 

At this juncture, allow me to speak briefly of the Philippine 
experience. At the elementary level, health education is a required 
subject. Curricularly and cocurricularly, there are activities to instill 
good health care. As a further attempt at improving education in health 
care, especially in the rural areas, there is at present an experimental 
programme going on called the School Health Guardian Programme in 13 pilot 
areas as a priority programme of the Government. It is directed towar~ 
"improving the school health services, making available to all primary 
schoolchildren these services through an expanded delivery system an~ is 
designed to develop greater awareness of the importance of the health of 
schoolchildren and awaken concern for their well-being. •••• It is hoped 
that what the children learn and do in school will be transferred to the 
homes and will influence the family". (Ministry of Educ~tion and Culture 
Memorandum No. 77, s. 1977) Further, it aims to "integrate health 
principles and concepts into the regular course requirements and classroom 
activities". (Ibid.) "Each pilot school in the region will develop and 
implement a model curriculum which shall include an integrated health, 
nutrition, population, environment and 'Alay Tanim' 1 programme and shall 
incorporate the health guardian approach." (Ministry of Education and 
Culture Memorandum No. 321, s. 1918) This is an innovative programme 
deSigned to meet a very serious need. Other than the aim of developing 
individual health care, it makes use of the expertise of teachers in 
identifYing and treating externally common ailments, in referring cases to 
professional health workers, and in utilizing medicinal np.r~8 ~n~ plants 
that have already been tested, tried and found safe for common ~ilment~. 
Bold, isn't it? But unless we design ann try bold attempts at solving tne 
enormous problems of health, national development will he retarded, if not 
disrupted. 

As we face up to the problem.~ of health care, there is a rtimension 
that must be reckoned with. In the Philippines, as in the rest of the 
Pacific area and South-East Asia, there is a large population that is 
economically distressed and culturally deprived. To reach this ~roup and 
educate them in proper health habits requires an incalculable amount of 
resources: human, financial, and material. If the incidence of sickness 

1A decree on tree planting whereby every citizen is required to 
plant a tree each month. 
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or disease among this group is high, it is hecause they not only do not 
have proper attitudes toward health care nor the knowledge ahout health 
care, but also they do not always have the monetary means nor the 
opportunities for medical care when they do get sick. And yet the health 
of any country must be measured against the health of the greater majority 
of its citizens. What a formidable challenging task indeed to programme 
activities geared toward reaching this group, either in school or out of 
school in the community. Education is hard put to find the way and means, 
but education cannot - must not - evade this responsibility, for education 
is society's most effective agency in teaching health care and developing 
health habits. Education can structure and implement programmes through 
the institutionalized school system or through its non-formal education 
offerings and in cooperation with other agencies of the Government charged 
with improving the health of the nation, such as, for example, the Ministry 
of Health. 

Up to this point, we have been discussing one side of the coin in 
education and health care, for that, in fact, is the intent of this paper 
and the task assigned to me. However, if only in passing and hefore 
concluding, it might be well to look on the other side of the coin, namely, 
education for health care delivery. There is no douht that our schools 
adequately provide for training in the life and health sciences. Medical 
and dental doctors and the auxiliary medical professionals do have the 
competencies and skills to deliver health care. The question, however, 
might be asked: Why is it that in our developing countries these 
professionals tend to gravitate toward urban centres to the detriment of 
the rural areas where the greater need is felt? Dr Wong Hock Boon, 
Director, School of Postgraduate Medical Studies and Professor of 
Paediatrics, University of Singapore posits a reply in his 1977 Lecture of 
the Year for the Association of Southeast Asian Institutions of Higher 
Learning: "Modern medicine as practised in S.E. A.~ian countries is 
patterned after that in the West. ••• The greater emphasis is still on 
specialization and super-specialization, and the 'end-all' of medical 
education in these countries is the same as in the West, i.e. curative 
medicine based in hospitals and utilizing as high a technolo~, and as many 
ancillary staff as they can afford to buy or hire, or more accurAtely, as 
they can afford." He continues: n ••• the medical doctor trained as an 
undergraduate in the Western type of medical school, and nurtured and 
encouraged as a postgraduate to overspecialize so as to practise in high 
technology hospitals, or as a private specialist on a free-for-service 
baSis, carries on the Vicious cycle of ever-spiralling medical cost, 
benefiting fewer and fewer people." He aptly observes: "Every nation 
practising Western-type medicine has difficult problems in distributing 
medical personnel in rural areas." He concludes: n ••• medical education 
in S.E. Asian countries slavishly followed the Western pattern, and, 
certainly, has failed to provide adequate health care to their citizens." 
It might be added here that the practitioners of other life and health 
sciences, including the auxiliary medical, are just as reluctant to serve 
in the rural areas. What to do? You, who are the experts, will find the 
answer, I am sure. I can only suggest that the problem is not in the 
adequacy or inadequacy of the training in professional skills, for they are 
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indeed, adequate; rather, it lies in the failure to eduoate the handler of 
the professional skills in the proper values and attitudes toward his work 
and the community in whioh he works. Perhaps if the handler is made to 
understand and aooept the philosophy and sooiology of work, the meaning of 
servioe, the humanistio and humane oonoern for others, then some change may 
be peroeptible. It is eduoations's business to induce this ohange. 

Finally, there is another dimension to the problem of eduoation 1n 
health oare and in delivering health care. The first person who can 
influence the child in the development of proper health oare and who in 
time of siokness intially ministers to him is the mother. Should not our 
eduoators and all those responsible for health concern themselves with the 
eduoation of the mother 1n health care? This is a tall order, espeoially 
in the rural and depressed areas. But our development planners should he 
equal to this task. 

In conolusion, it i9 not farfetched to say that if the educative 
prooess develops in our children of elementary sohoo1 age the proper and 
correot health habits in personal hygiene, nutrition and sanitary control 
of environment, we will have adolescents and adults who know how to take 
care of their health, thus not only minimizing the possibility of getting 
sick but also keeping a fit body and an alert mind. Mens sana in corpore 
!!n2' Indeed, an apple a day keeps the doctor away. 
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THE LINKAGES OF HEALTH SYSTEMS 
WITH HEALTH MANPOWER EDUCATION 

by 

Paul F. Gross 1 

SUMMARY 

ANNEX 3.1 

This paper addresses four issues that affect the health-education 
sectors in different phases of the planning cycle for health services and 
manpower. The paper examines the three components of the health manpower 
development process i.e. manpower planning, manpower development and 
manpower management and their relationship to health services development. 
These four issues are: (1) inter-sectoral planning for national 
development; (2) inter- and intra-sectoral planning in the HHD process; 
(3) data bases for the HMD process; and (4) technical cooperation among 
nations in the Asia-Pacific regions. 

The paper comes to a number of tentative conclusions about the need to 
develop specific manpower skills, e.g. health sector planners involved in 
national economic planning; planners who understand the health-education 
sector linkages; information system "pragmatists" who can develop usable 
minimum data bases for planning. 

It further suggests needs for specific types of technical cooperation 
among nations in the Asia-Pacific regions in areas such as fellowships, 
action research, and support of village self-help initiatives bridging the 
health and education sectors. 

INTRODUCTION 

This paper discusses four problems that seem to beset health manpower 
planning and development in most nations, viz; 

(a) the problems posed to inter-sectoral planning for national 
development, including the role of the health sector within the 
national development plan (section 1); 

(b) the problems of achieving inter-sectoral linkages in health 
services planning and in health manpower production and development 
(section 2); 

ISpecial Adviser, Social Welfare Policy Secretariat, P.O. Box 1, 
Woden, A.C.T. 2606, Australia. 
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(c) the problems of how to develop a minimum data base underpinning 
health service planning, and the three components of the health 
manpower development process, viz. health manpower planning, health 
manpower production and health manpower management (section 3); 

(d) the problems of how to use technical cooperation to enchance the 
capacity of a nation to plan, implement, research and evalunte its 
health care system (section 4). 

The reader is also referred to two articles by Dr T. Fulop which 
appeared in WHO Chronicle 30:433-441, 1976 and WHO Chronicle 33:80-93, 1979. 

1. INTER-SECTORAL PLANNING FOR NATIONAL DEVELOPMENT: 
THE PROBLEHS POSED 

1.1 Technology, economics and society 

The relationships of health and development are generally not very 
well understood. Nonetheless, most papers on the theme of inter-sectoral 
plDnning start from the assumption that health is only one of the many 
sectors of the government which influence "health" and "development", 
Buggesting that inter-aectoral planning is required so as to recognize the 
interrelationships of education, the environment (e.g. water supply and 
sewerage, housing, transport, etc.) and related sectors which may affect 
the "health" of a nation a8 much as the health sector. 

A second reason for inter-sectoral planning, perhaps now emerging as 
more important than the first, is that rapid technological, economic and 
social change is forcing us to plan across these different sectors to 
enable us to anticipate and respond to the following signals: 

(a) International manpower migration trends are forcing a review of 
the supply of certain health professions (particular doctors and 
nurses) • 

(b) International economic trends are forcing constraints on the 
public sector budgets of most nations, while at the same time, health 
costs and education costs seem to be rising inexorably forcing 
trade-offs in the use of public sector expenditures. 

(c) International trends in the development and application of 
high-cost medical technology continue to lead to increased 
specialization in the medical profession (and in other health 
professions), with the resulting pressures on an already heavily 
committed curriculum. 
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(d) In moat nations, initiatives such as the development of low-cost 
primary care networks or self-help programmes have not yet resulted 
either in drastic reductions in health costs or in significant 
improvements in "health". One reason may be because of the lack of 
integration of primary care and more sophisticated levels of curative 
care, or perhaps because the self-help motive needs to be sown at an 
earlier point in the lifetime of an individual or by alternative 
methods of community development. 

(e) Changing patterns of demography, migration, income distribution 
and health disorder may render redundant many types of health facility 
or health service. Few nations have yet succes.fully developed the 
types of inter-sectoral planning required in areas such as fertility 
awarenesa and control; housing and health care of the aged, 
chronically ill or disabled persons; income support, adequate diet and 
health care for the poor; nutritional deficiencies in all age groups; 
or the changing patterns of utilization of high-technology health care 
to a population whose health problema may not necessarily be best 
treated by such facilities. 

1.2 Implications for development of health manpower 

All of theae assertions about the future are, of course, open to 
rebuttal. The point to emphasize here is that any nation which seeks to 
anticipate the future requires health planners and health manpower planners 
with the appropriate background and training to first undertake such 
"futures" analyses, and then present their findings in a way that is easily 
understood by decision makers who are not always in tune with futures 
forecasting, or with "what if" reports. 

1.3 Health sector planning and the national economic development plan 

One immediate challenge to health sector planners is to anticipate the 
impact of many of these factors on future health services and on health 
manpower demand and supply. A related challenge, certainly in those 
nations with a strong, systematic national planning effort, is for the 
health sector planners to digest the above signals, asseS8 the likely 
availability of financial and human resources, and ensure that "health" and 
"development" goals are synchronized in the national planning effort. 

At first glance, such activities would seem to require health sector 
planners who understand and speak the language of the development planner 
and the economist. Now and for sometime in the future, these planners are 
likely to be individuals who have the following characteristics: 

(a) They understand some part of the relationships that influence 
economic growth, demography, education, employment, infrastructure, 
nutrition and "health". 

(b) They understand the problems of planning for, and developing, 
manpower to meet different needs through different combinations of formal, 
informal and continuing education. 
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(c) They understand the linkages of national manpower planning, 
health sector planning, health manpower planning and educational planning. 

(d) They understand the techniques of project appraisal and 
evaluation in the service sector. 

2. INTER- AND INTRA-SECTORAL PLANNING IN THE 
HEALTH MANPOWER DEVELOPMENT PROCESS 

2.1 The three components of HMO process 

At least two aspects of inter-sectoral planning deserve some attention 
as we fDcus on the health manpDwer development process within a country 
health programming process. The "health manpower development process" as 
defined here includes at least three distinct components, viz. health 
manpower planning, health manpower production and health manpower 
management. I The "country health programming process" (CHPP) includes 
the five stages of any planning effort (pre-planning, situation analysis; 
plan formulation; plan implementation and plan evaluation). The CHPP 
systematically attempts to forecast problems in health care, devises 

IThe three components of HMD process are broadly defined as follows: 

Health manpower planning tells us what manpower we have and what we 
need to produce. Its activities include (a) forecasting of future needs; 
(b) the analysis of the present supply, utilization, productivity and 
distribution; (c) the development of planning documents for specific 
projects or specific professions; (d) the evaluation of plan impacts. 

Health manpower production is the process of production of the 
manpower for health care. Its activities include: (.) the planning of (or 
by) educational institutions and programmes to educate or retrain manpower 
for health care; (b) the development of specific curricula and teaching 
methods; (c) recruitment into education and training programmes; (d) 
evaluation of the production process. 

Health manpower management involves the management and utilization of 
manpower engaged in the delivery of health care, in its management and in 
its research. Its activities include (a) recruitment into and management 
of personnel in the health services; (b) coordination of different levels 
(or groups) of health workers; (c) evaluation of the appropriateness of 
supply, utilization, productivity and distribution of existing manpower, 
given a minimum data base for such evaluation; (d) career development and 
continuing education. 
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solutions to these ~roblems, and evaluates the implementation of the 
"solution" adopted. .These two aspects are the linkages of the health and 
education sectors in HMP and the linkages of health manpower planners and 
health services planners in the country health programming effort. 

2.2 Health sector and education sector linkages 

2.2.1 Who is involved? 

Although many sectors of government affect "health" and the nature of 
the education system, the following diacussion is necessarily restricted to 
the roles of four broad groups with major responsibilities affecting the HMO 
process and its three components listed earlier: 

(a) the education authorities - who are concerned both with the 
planning and development of health manpower and with the management of 
the education and training system; 

(b) the educators - who control or influence the form and content of 
the manpower production system in the individual institutions; 

(c) the health professionals and institutions - who substantially 
control or influence the volume and nature of the health care system 
and thus entry to the manpower management system; 

(d) the health authorities - who are concerned with the planning, 
development and managemnt of the health care system. 

In theory, as the agents of governments, health and education 
authorities in the public sector determine objectives and exercise the 
financial control necessary for their achievement. The importance of 
planning in the health care delivery system is emerging only slowly. The 
system is one in which open market mechanisms do not usually apply; snd, S8 

a consequence, careful planning is necessary to ensure that the nation's 
health services address the real problems affecting "health" while also 
containing health costs, achieving a reasonabl~ efficiency in the use of 
resources, and ensuring an affordable quality ~f care. 

2A detailed analysis of the linkages of HMP to the country health 
programming effort is giv'en in R. Wainwright, B. Ou Gas and P. Gross, 
Preliminar Guidelines for 1m rovin the Health Man ower Oevelo 
Process, Manila, WHO-WPRO Assignment Iep HMO 025 , ;n 

In this report, health services and manpower development (HSMD) , 
advocated in various WHO documents, is seen as conceptually analogous to the 
country health programming process. 
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2.2.2 What type of consultation is required? 

In order to minimize the problems arising out of an inadequate KHD 
process, more extensive consultation in health and education planning seems 
to be required in at least six areas: 

(a) setting the goals and objectives of particular courses; 

(b) approving the institutional type snd location of courses; 

(c) approving the quantity and quality of the output of courses; 

(d) approving the establishment of new courses for new categories of 
health personnel; 

(e) sssessing and approving the use of training facilities in health 
institutions; and 

(f) financing and organizing of retraining and continuing education 
prograllllles; and 

(g) positions are treated for the new types of graduates. 

In some of these areas, health authorities at state and local 
government level may have a greater interest than do national authorities. 
In some of these six areas, institutions for the education of health 
personnel have passed varying amounts of thei r traditional .. "tonomy to 
education authorities, registration boards, and professional associations. 
As a result, there is often a fragmentation of responsibility and an absence 
of a coherent framework for communication, consultation and improvement of 
these aspects of education planning. 

2.2.3 Specific role of health sector in educational goal-setting 

While the activities (b) to (f) above usually involve the health 
authorities, their involvement in activity (a) - setting goals and 
objectives for health personnel education and training - is potentially 
controversial and requires justification (see Annex 1). The proposed 
involvement of authorities in setting goals and objectives for courses might 
draw the response that the autonomy of institutions and the academic freedom 
of individual teachers will be undermined. In the past 25 years, with the 
rapidly growing concern about accountability for expenditures by 
governments, there have been some necessary intrusions on the traditional 
autonomy of education institutions by governments and by professional and 
other organizations. Government has acquired the power to initiate new 
institutions, to recommend student numbers, to veto capital development, to 
sanction new courses and guide the direction of research through specific 
grants. Beyond dispute at this moment is the fact that authorities external 
to universities and professional organizations do have roles in education; 
for example, they often provide facilities or personnel for basic training 
or they organize and accredit most post-basic training. However, despite 
these inroads, large areas of institutional autonomy remain; the initiative 
to propose new COurses still rests largely with individual institutions as 
do staff selection, instructional planning and examination of students. 
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2.2.4 Option for improved consultetion between the two sectors 

A large number of .... chanisms for improved cOllllllUnication and 
consultation have been proposed by various authorities; in many nations in 
the Asia-Pacific region •• some of the.e .... chani.m. are already in 
existence. SOllIe of the options for consideration include those outlined in 
Annex 2. viz. 

(a) coordination of the reviews of future .upply of and demand for 
individual profeuion •• I.adina to a forward plan for future 
develop .... nt of each profession; 

(b) joint budget .uppgr~ of innovations in health .. npower production 
(such as regional univer.icia., a eore curriculum shared by more than 
one health protession. etc.); 

(c) linkages of educational planning and profe •• ionel registration 
syst ..... ; 

(d) joint involv ..... nt in health .. npower production and management 
systems; 

(e) formal consultative arrange .... nts at the national and state level 
of government; and 

(f) a new sector (or statutory authority) responsible for 
inter-sectoral coordination and planning. 

2.3 Implications for future development of health .. npower 

We note that most of the.e con.ultative arrangements would seem to 
require a minimum cadre at profes.ionally trained persons who understand the 
planning of both the health and education sectors and their different 
components. The types of postgraduate training required for such a cadre 
could include a range of planning experiences. for.al education in planning 
theory and .... thod. and interpersonal skills. At the heart of the problem of 
how to improve consultative mechanisms is the very real issue of how to 
bring about communication between individuals and organizations with 
different values, beliefs and territorial imperatives. 

3. DATA BASES FOR JOINT HEALTH-EDUCATION SECTOR PLANNING 

3.1 Priorities for data collections 

Developing human resources to plug the gaps in planning of the health 
and education sectors is not a sufficient response to some of these issues. 
Without a minimum (as distinct from optimum) data base, even the most 
politically sensitive decision making process, based on intuition and little 
elae. can grind to a halt if some ba.ic facta on a particular issue are not 
clear. Consider some of the potential demands for data in any nation 
seeking to improve its HMD process: 
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(a) In the health manpower planning component of HMO, data are needed 
for forecasting and for evaluating the supply, utiliZation, productivity, 
distribution and costs of manpower under the existing health services 
management system, as well as data identifying the needs for alternative 
services .1 

(b) In the health manpower production component, data are needed on 
numbers and types of students and teaching ataff. 

(cl In the health manpower management component, data are required on 
the location and operational performance of individual staff so that new 
categories or an alternative supply of health personnel can be planned and 
developed. 

Perhaps the most immediate task ahead is for each nation to define what 
it needs in its own minimum data base. Manpower theorists can give you a 
long list of all the data you may need to answer every conceivable question 
that could arise in planning, management and evaluation. These 
"shopping lists" are often irrelevant when any or all of the following 
conditions exist: 

(a) The statistics available in a nation may be irrelevant, sparse or 
non-existent. 

(b) The nation is not able to afford a larger data base, or the 
appropriate data processing technology, or an improved social statistics 
system to meet all its needs. 

(cl The nation does not have large numbers of trained users of even 
the simplest data base or statistics, and even fewer manpower who know how 
to develop and use larger and more comprehensive data bases. 

(d) Different data bases are planned and controlled by a wide range of 
central authorites (e.g. the National Statistics Office, the Public Service 
Commission, or the Ministries of Employment, Health or Education). 

Nor is it very useful to suggest that the data bases availsble in 
(or proposed for development by) a few highly industrialized nations are 
appropriate to the needs or budgets of less industrialized nations. But it 
is fairly clear that there is scope for improvement of the minimum data 
bases that are currently available for KHP or for country health programming. 
Experiences in various nations seem to suggest the general nature of the 
tasks ahead and the likely needs for future collaboration between nations, 
VIZ. 

lOt her types of dsta needs are described in Heslth Manpower Planning. 
Ed. TL Hall - A Mejia WHO, 1978. 
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(a) Attempts mi,ht be made to inventory the quantity and quality of 
data now collected in the nation. with some a •• essment of whether. when 
and how the data are used. 

(b) National priorities for different data sets mi,ht be established. 
including attempts to identify a common core of priority areas that can 
shsre s common data base or the same data collection instruments - such as 
household surveys. 

(c) Attempts might be .. de to strenathen the capacity of individual 
health personnel and institution. to provide and use statistics at the 
sub-state and institutional level. 

(d) A realistic national statistics plan might be formulated. clearly 
identitying 

- the objectives for collection of data items and data sets for 
specific purpoees; 

- the priorities for modification of existing data collection; 

- the priorities for new data collections (recognizing the problems of 
grafting new collections onto inadequate or moribund administrative 
structures); 

- the education and training programmes required by the personnel who 
will be involved in data collection. data analysis or data 
presentation; 

- the ongoing evaluative research effort that may be required to ensure 
the beet use of the data collected in specific planning and 
evaluation efforts; and 

- the dissemination methods required to ensure the best possible impact 
of the whole data collection. analysis and presentation effort. 

3.2. Implications for future development of health manpower 

The manpower implications of such an exercise do not need protracted 
attention here; they are so obvious as to require no more than the 
observation that industrialized nations have something to offer by way of 
technical experience a8 part of the technical cooperation effort required in 
the new international economic order. Section 4 discusses a few limited 
aspects of this issue. 
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4. A SPECIFIC ROLE FOR TECHNICAL COOPERATION 
IN LINKING THE TWO SECTORS 1 

4.1 Some particular goals for technical cooperation in the two sectors 

Without discussing current trends in technical cooperation between 
nations (TCDC), and without any attempt to assess what is happening in 
different nations, we assert here that the previous pages provide some 
justification for development collaboration between countries that has some 
of the following objectives: 

(a) increase the capacity of personnel in the health sector to 
participate in national economic planning and development: 

(b) increase the capacity of health personnel to administer a variety 
of existing health services (particularly health centres and hospitals): 

(c) increase the capacity of nations to plan for and bring about 
innovation in health care, and to administer, evaluate and report on 
such innovations; 

(d) increase the capacity of teachers of health per.onnel to develop 
curricula that are appropriate to the health needs of the nation: 

(e) increase the capacity of communities to undertake and maintain 
self-help initiatives, linking such developments to broader area 
development strategies (which include strategies of micro-level 
development in related areas, e.g. education, water supply and 
sewerage, crop development, food production/distribution and 
self-government): 

(f) increase the capacity of nations to evaluate the likely impact of 
new technologies on health, on manpower development, and on health 
costs; 

(g) increase community participation in health services planning and 
development in their areas. 

llhis section is largely drawn from P.F. Gross (1978), Australia's 
Relationship with The Third World: Development Assistance in the New 
International Economic Order, invited submission to the Committee on 
Australia's Relationship with the Third World, Canberra, September, 
43 pp. mimeo. 
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Of all these concerns, the first is critical if future national 
development plans are to ensure that "health" and "development" proceed in 
tandem. Efforts to plan the health sector as some aggregate of hospital 
buildings ana numbers of health personnel seem largely irrelevant when the 
major health problems may be preventable at lower unit cost with simple 
technologies such as self-help and cost-effective preventive measures. 
Rural areas are often "left behind" in the rush to develop large hospitals 
and networks of health centres in urban areas. 

For those nations that have a national health plan, there is a need to 
integrate the planning efforts in the different sectors, particularly 
education, health and infrastructure development. Until recently, very 
little technical cooperation had been targeted to these two sectors on a 
geographical area basis. 

4.2 Some future technical cooperation 

The above activities have some characteristics that interested 
countries might consider as they plan future strategies. For example: 

(a) The problems posed require multidisciplinary solutions. 

(b) The problems posed are inter-sectoral. 

(c) The solutions of the problems require prior in-depth sectoral 
analyses to identify the levels of technical cooperation and expert 
advice required in the national planning process and in the two sectors. 

It is likely that we do not yet have the most effective methods for 
tunding inter-sectoral, interdisciplinary country studies. l The time is 
ripe to try new organizational linkages and collaborative mechanisms in 
future health and education sector collaboration in the Asia-Pacific regions. 

lCurrently, many health projects are supported by traditional mixes 
of assistance which, according to some critics, proliferate (rather than 
consolidate) special purpose technical cooperation programmes e.g. UNDP and 
parallel agencies such as the World Food Programme, the Fund for Population 
Activities, the Family Planning Associaton (UNFPA), the Environmental 
Programme (UNEP) and the Foundation for Habitat and Human Settlements. The 
recent World Food Conference proposed another three parallel organizations -
a World Food Council, a Consultative Group on Food Production and 
lnvestment, and an International Fund for Agricultural Development (IFAD). 
See K. Dubey (977), "The Future of the United Nations Development Programme 
lUNDP), Development Dialogue 1977:1, 85-89. 
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4.3 ~odels for the organization of health lector development 

In the health sector, there is no single "best" method of organization 
or an agreed-upon agenda for high priority research to solve many of the 
health-development issues sffecting the interdependence of nations in the 
new international economic order. l It is equally clear that there are 
many potential sources of financial support for studies of the 
health-development linkage or for projects to develop them (e.g. WHO, UNDP, 
IBRD, various international foundations, etc.). 

This is not to say that there are no formal research agendas in 
biomedical research or health service. research, or that there are no models 
for organizing future development cooperation progra..es in the health and 
education sectors. In one innovative approach, the World Health Organization 
reviews and funds such research through regioDal advisory committees that 
are drawn from nations in the WHO region. A second approach i. the new 
international programme co-sponsored by UNDP, the World Bank and WHO - the 
Special Programme for research and training in tropical diseases - which 
wi 11 attempt to 

(a) prevent six major tropical diseases through mission-oriented 
research providing new tools for the treatment and prevention of these 
diseases; 

(b) devise training and institution-strengthening measures to increase 
research capacity in the tropical countries. 

In this particular approach, WHO will be the executing agency, but two 
outside committees will influence the shape and direction of the programme. 
First, there is a joint coordinating board (JeB) which is representative of 
the donors (the aid agencies of some industrialized nations, the 
co-sponsors, and several large foundations) and the governments of affected 
countries; it is charged with reviewing the overall programme and deciding 
on budgets. Second, there is a scientific and technical advisory committee 
(STAC) of scientists to determine the content, scope and dimensions of the 
programme. Third, the more detailed decisions on research will be made by 
outside review committees (scientific working groups or SWG), one for each 
disease, and also trans-disease SWGs in crOSS-disciplinary areas such as 
epidemiology and the basic biomedical sciences. 

IThis situation should be contrasted with that existing in the 
broader area of economic planning and national security, where a recent 
Brookings Institution report has suggested the scope of such a research 
agenda. 

See: R. Solomon and A. Gault (1911), The Interdependence of Nations: 
An Agenda for Research, Washington D.C., Brookings Institution (for the 
United States National Science Foundation, Directorate for Applied Science 
and Research Applications (ASIA), December, 121 pp. + Bibliography). 
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Thus, from the beginning, the programme has some characteristics which 
would seem very desirable, viz. 

(a) It represents a collaborative effort involving the end-users of 
any research findings in the setting of short-term, medium-term and 
long-term goals (up to 20 years). 

(b) It is interdisciplinary in its planning, and thus one result could 
be the promotion of interdisciplinary research (at least in the life 
sciences) . 

(c) It is not multisectoral in its initial impact (although some of 
the preventive activities may require infrastructure changes). 

(d) It has been planned with prior in-depth analysis of six diseases 
by the collaborative effort of a wide range of technical advisers. 

(e) It incorporates a review process in which peer group evaluation 
and review will result in the allocation of available funds between and 
within individual research projects. 

4.4 Other needs in the health sector: "action research" 

Biomedical research, health services research and educational research 
are relatively small (albeit significant) priorities in the health and 
education sectors. Even when such research is completed, it is necessary to 
convert the results of the research into a workable health (or related) 
service or into a specific educational project. Also, much of the research 
that has yet to be done involves social science research methods in 
disciplines that are less precise than some of the life sciences 
(e.g. economics, sociology and cultural anthropology as applied to the 
solution of malnutrition problems). Furthermore, there is a need to develop 
new research approaches that harness the energy available for example in a 
village using the research to improve "health" of that village co_unity. 

One trpe of research, often called "participatory research" or "action 
research", has not been widely applied in the health and education 
sectors. Also, with very few exceptions, it has not attracted significant 
amounts of funding to date. Since "health" is the consequence of biological 
endowment, environment, lifestyle, education and use of effective health 
services, it is clear that a community with a significant range of health 
problems (e.g. wster-borne and other infectious diaeases, malnutrition, 
preventable illnesses in adults, dental deficiencies in children) is not 
normally in a position to solve those problems by a single "solution", e.g. 
a health centre, or a district nurse, or a new water supply system, or a new 
school health programme. 

lB.L. 
Analysis", 

Hall (1977), "Participatory Research: 
International Development Review 19:4, 

Expanding The Base of 
23-26. 
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An "action research" process has the potential to involve the coannunity 
or population in the entire sequence from project conceptralization to 
implementation of the research findings, viz. formulating the research 
problem; discussing possible solutions once the research is completed; 
developing priorities for attacking the different problems by a mix of 
self-help action, the development of health services by traditional methods, 
or through a government-sponsored programme; and implementing the 
appropriate mix of "solutions". 

Thus, one important objective of such research is to mobilize the 
community I s human resources, a major aim of the "new" development 
approaches. 1 Such a process is exemplified in the primary health care 
initiatives of Tanzania, Thailand, China and Halaysia. Practical 
goal-oriented research projects in the health and educstion sectors, aimed 
at mobilizing whole co_unities to improve their "health", seem overdue when 
traditional methods of field research have not resulted in significant 
health improvements. 

A related objective is to ensure that the present multiplicity of 
financial support of technical cooperation does not result in unnecessary 
duplication of projects or studies, so that any project or study learns from 
the cumulative experiences of earlier projects or studies. Although earlier 
WHO and lBRD studies of health-development linkages have been invaluable, it 
would now seem timely to review the present situation, to ensure that the 
scarce resources available are used to the most advantage, and so that the 
territorial imperatives that seem to influence the action of many 
multilateral assistance organizations are diminished. 

ISuch an approach is also in accord with some of the principles of 
development espoused by Darling. In particular, such action research helps 
focus attention on the human determinants of development by restraining the 
role of resources; it assists nations to achieve only what their abilities 
can fulfil and sustain long after development assistance has ceased. It 
goes withoutsaying that such an approach might also be an additional input 
to the 3-5 year country programmes that are an essential element in the 
bilateral assistance effort. To date a major use of the country programme 
by the recipient nation is to indicate how unexpected changes in its 
programme may justify concommitant changes in bilateral aid preferences of 
the donor nation. See: R. Darling (1977), "A Return to Valid Development 
Principles", International Development Review 19, 27-31. 
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5. SUMMARY 

The paper has covered four issues that seem likely to be faced in the 
coming years in most nations in the Asia-Pacific regions. If anyone 
conclusion is to be drawn, it is that most national governments and 
multilateral funding agencies will be forced by economic and technological 
trends to review specific manpower education and training priorities in 
these regiona. At the very least, the WHO fellowship programme would seem 
to be a very crucial ingredient in the improveaent of the HKD process. 

Some of the linkages of the health and education 'sectors required to 
address aome of the issues may already be in existence in some nations. But 
it ia equally clear that we need to know more about some of the more 
effective consultation models linking the two sectors, recognizing that no 
single model is likely to be feasible or desirable in all nations. 

Finally, the paper says something about the types of technical 
cooperation that seem to be required to address particular problems. The 
que,tions being raised are questions that would normally be asked by those 
organization. concerned with developing. more effective HKD process, or for 
developing more effective linkages between the Health and Education sectors. 
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THE INVOLVEMENT OF HEALTH AUTHORITIES IN SETTING 
GOALS AND OBJECTIVES FOR COURSES 

ANNEX I 

Hospitals and Health Services Commission (1978), The Future 
Planning and Development of Health Manpower in Australia, 
Canberra, June 1978 (RRSC Research Management Monograph No.6) 

I. Goal setting is distinguishable from other steps in the planning and 
presentation of academic courses. Goals are 8 general statement of intent 
for a course; for example, to produce medical practitioners with experience 
and understanding of community practice. Goals serve to channel educational 
eftort and help to ensure that objectives are relevant. In turn, objectives 
are more precise statements which describe what the student must do to 
indicate achievement of the goal. Clearly goals or objectives on their own 
are inappropriate. Curriculum development, programme design, instructional 
planning and instruction and examination follow objective-setting. 

2. Several important benefits result from the specification of goals and 
objectives. First, they aid communication with students and so students are 
more likely to learn what those who set goals and objectives want them to 
learn. Second, they help educators and planning authorities to communicate. 
Third, clear objectives make it simpler to assess whether a student has 
succeeded or to tell why he has failed to meet the requirements of the 
institution. Finally, they facilitate the planning of both individual 
courses and the whole academic programme; they also enable educators to 
evaluate their progress against specific criterion-referenced objectives. 

3. Traditionally, goals and objectives have been generated by individual 
educators whose task is to advance knowledge and pass on their knowledge and 
skills to succeeding generations of practitioners. In the last decade it 
has become increasingly common for students to argue that course goals and 
objectives are often determined by the interests of educators rather than 
the needs of students; for practitioners to complain that practical goals 
are overlooked; and for the public and some health authorities to allege 
that health personnel are often unresponsive to the health service needs of 
significant segments of the population (or, in some cases, of the entire 
population). The response of educators has usually been an assertion that 
the adaptability of professionals in the face of change, and therefore their 
ability to maintain the quality of their service, is most likely to be 
assureo if high academic standards and a sound theoretical base are insisted 
upon. 
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Annex 1 

4. Training courses based on goals and objectives determined by educators 
alone have had limited success in producing practitioners adequately 
prepared to serve the broad health needs of nations at different stages of 
development.* A wider range of inputs and more frequent reviews of training 
programmes are required so that the products of training courses are 
suitably qualified to fulfil the roles and functions assigned to particular 
occupations within the health care system and are responsive to the 
expectations of the public at large. 

Types of education objectives 

5. Three broad types of education objectives could be specified -
knowledge, professional skills and attitudes and values. At this time, 
objectives relating to attitudes and values are of greatest concern to the 
commission. It may be argued that conscious fostering of specified 
attitudes is an invasion of personal values that has no place in 8 formal 
course. In reality the learning of attitudes proceeds constantly and 
probably has a more profound influence upon future behaviour than the 
explicit informational input to which so much attention is directed. If 
there are attitudes towards patients, colleagues and health care delivery 
that students ahould learn, then it is imperative that the attitudinal 
objectives are made explicit. Examples which presently concern the 
Commission include attitudes towards quality assurance and cost containment 
- areas to which little attention is at present devoted. 

*See for example, Report of a Committee of Review on the School of 
Public Health and Tropical Medicine, Canberra, HHSC. August 1975. 
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ANNEX 2 

SOME OPTIONS FOR IMPROVED HEALTH-EDUCATION CONSULTATION 
IN THE HEALTH MANPOWER DEVELOPMENT PROCESS 

Source: Modified version of material included in HHSC (1978), see source 
for Annex 1. 

Individual reviews 

1. The development of a programme of official reviews of individual 
occupations dealt with seriatim is already feasible and is underway in many 
nations. The aim of each review is to produce an indicative plan or 
blueprint for future development. Some of these reviews csn be carried out 
by temporary task forces involving state and national governments, educators 
and professional organizations, supported by expe~ consultants. A task 
force could deal with: (a) output targets over short and medium-term 
planning periods; (b) the location in particular educational institutions of 
proposed new courses; and (c) goals for courses, having regard to the 
manpower needs of the health care delivery system. Task forces may not 
always be appropriate. Some national experiences indicate that it is 
desirable to revise indicative plans every three years, employing a similar 
mechanism to that used for the preparation of the original blueprint. 

Joint roles in educational innovation 

2. Beyond this first type of consultative process, a second option would be 
the greater use of funds from government health budgets to encourage 
important education innovations. There are some objections to this approach. 
One (national) educational authority may be best able to set priorities for 
education development, having regard to the needs of all sectors employing 
the products of the post-secondary education sY5tem. Further, the mere 
funding of innovations may have no lasting impact on the redirection of 
resources away from existing activities which may be judged to be less 
important than previously. 

Registration of health professionals 

3. A third option is to adjust the conditions of professional registration 
so as to influence the goals and objectives of specific academic programmes 
and of courses within them. Such an option normally requires the formal 
agreement of health and education sector authorities, plus the cooperation 
of those organizations representing professional interests (e.g. national 
medical associations and nursing associations) and accreditation authorities 
(e.g. the Royal Colleges or the specialty boards). Such an option assumes 
that one can fine-tune sccreditation standards to the point where 
professional competence to practise or to be designated a specialist is 
assessed in terms of performance on objectively determined educational norms 
and criteria. 
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Joint involvement in regional education centres 

4. A fourth option focusses on the integration of health services and 
training at the regional level or state level by adopting approaches such as 
those in Ontario (Canada) or Israel. This alternative, while attractive, 
would require a major upheaval in the health and education systems for it to 
be attempted in most nations. 

Formal consultative machinery 

5. A fifth option involves the creation of formal consultative machinery at 
national and state levels to deal with education matters of concern to 
health authorities. The major improvements in effective and efficient 
planning of education and training programmes for health manpower may come 
from the development of communication and consultative mechanisms at 
national and state levels. 

6. While recognizing the need for national consultative machinery, it may 
not be feasible for statements of objectives for particular courses to be 
drawn up at the national level. In those nations where state authorities 
exert major responsibilities for health care or for education, it may be 
possible to influence course objectives within the limits of goals set 
nationally and, in this way, take account of the different conditions and 
requirements of each individual state. An example of a consultative model 
proposed in a nation with national and state responsibilities for health and 
education is given in Annex 3. • 

A new sector for inter-sectoral coordination and planning 

7. This sixth option has been suggested in a recent GECD report on 
inter-sectoral planning (see GECD 1977), Inter-sectoral Educational Planning. 
The option involves the creation of an inter-sectoral planning agency with 
the power to coordinate policies and programmes across the boundaries of the 
sectors affected. To some extent, the new Social Welfare Policy Secretariat, 
created by the Commonwealth Government in Australia in 1978, is a prototype; 
as yet, the effectiveness of such policy coordination remains unproven. To 
some extent, its effectiveness will depend on its working relationship with 
the various organization, public snd private, affected its policy 
coordination role. In some nations, it may be appropriate to give the 
organization created by either of the last two options statutory status 
empowering it to plan across sectors, particularly if less formal models of 
consultation have not produced reaults in the past. 
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A MODEL FOR HEALTH-EDUCATION CONSULTATION IN A FEDERAL-STATE SYSTEM 

Source: Modified version of material included in HHSC (1978), see source 
for Annex 1. 

Overvie~ of proposal 

1. Consultative machinery ~ould not necessarily comprise member. with the 
expertise required to revie~ occupations individually. As occupation-by
occupation reviews producing indicative plans or blueprints for future 
developments may be highly desirable, it ~ould be necessary from time to 
time to establish, at national and state levels, specialist task forces for 
each occupational revie~. A duplication of effort at national and state 
levels is not envisaged, nor would it be essential for reviews of a 
particular occupation to proceed simultaneously at both levels. 

2. The Co_inion recom>ends: the creation of (a) a National Advisory 
Committee on health manpo~er education and training and (b) advisory 
committees on health manpower education and training in each state. These 
committees would have the basic aim of assuring an input into education 
planning by health authorities and should report to the appropriate 
education and health authorities at their respective levels . 

• National Advisory Committee on health manpower education and training 

3. The specific terms of reference of the National Advisory Committee on 
health manpo~er education and training should be to: 

(a) assess the impact of change in health patterns and in the health 
care system on education and training; 

(b) examine indicative plans produced by specialist task forces 
concerned with course goals, output targets for courses and location of 
ne'" courses; 

(c) prepare periodic reviews and indicative plans for health 
occupations; 

(d) examine financial arrangements for training in health institutions; 
and 

(e) develop recommendations for systems of continuing education. 
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4. The National Advisory Committee should comprise no more than 11 members 
drawn from: 

(a) the health and tertiary education authorities (at national level); 

(b) the health profe~sions; 

(c) the educators of the health professions; 

(d) state health authorities nominated by the Hospitals and Allied 
Services Advisory Council (an advisory body representing the ministers 
of health in the six states and the national government); and 

(e) state tertiary education authorities nominated by the Chairmen of 
State Coordinating Authorities (organizations which oversee tertiary 
educational planning in each of the six states). 

State advisory committees on health manpower education and training 

5. It is also recommended that state advisory committees on health manpower 
education and training be established. The terms of reference of these 
committees be to: 

(a) provide, analyse and evaluate quantitative data on existing 
manpower resources and projected needs and past plans; 

(b) examine the distribution of resources between courses so as to 
provide the optimal occupation mix in the state's health care system; 

(c) facilitate information exchange between health and education 
authorities; 

(d) liaise with the proposed National Advisory Committee; 

(e) stimulate and coordinate the preparation and review of statements 
of objectives for individual courses; 

(f) coordinate continuing education developments; and 

(g) facilitate the use of clinical staff and facilities In the 
preparation ot future health personnel. 

&. The state advisory committees should be of limited size and comprise 
members drawn from state health and education authorities, and from the 
health and education professions and institutions. 
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Aspects of creating advisory committee. 

7. The range of organizations and interests in the health care system is 
so great that it would be impracticable to allow all to be represented 
directly, although provision should be made for the advi.ory committees to 
include members not associated with government departments and commission •• 
In view of the information requirements of the committee., it is considered 
appropriate that the committee. be serviced by health authorities. 

8. The Commi.sion further recommends that the existing Tertiary Education 
Commission (the nstional commission responsible for the allocation of 
financing to all levels of tertiary education) and state education 
authorities be required to consult the appropriate advisory committee on 
proposals for course. to train health personnel. 

9. It is considered that there are substantial arguments to support the 
responsibility for the establishment of the state advisory committees being 
placed with state governments, notwithstanding that there are some grounds 
for leaving the function with the national level of government. 
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INNOVATIVE ACTIONS FOR EFFECTIVE COLLABORATION 
BETWEEN EDUCATION AND HEALTH CARE 

by 

Dr Prapont Piyaratn l 

ANNEX 3.2 

Although the term "collaboration" has been repeated often among 
countries of the world these days, it is still appropriate that the subject 
of collaboration between education and health care be discussed at this 
bi-regional Seminar. In my opinion the interrelationship between these two, 
in both the South-East and Western Pacific Regions, is today in a critical· 
transitional phase, moving from "a lot of talking but no doing" to "a lot of 
talking with a little doing". Considering the current level of health of 
the world population, I am sure that an effective collaboration is indeed an 
urgent need for the whole world and in particular for the developing and 
underdeveloped countries. As we are all aware, "Health for all by the year 
2000", the social goal to be achieved by all 
Hember countries of the World Health Organization, must be reached only 
21 years from now. 

As we are aiming at an effective interrelationship between two large 
subsystems of the health system, it is logical to ask ourselves in the first 
place where such interrelationship starts to grow. Judging from my own past 
experience, I can only state that it starts from the people within each 
subsystem. 

To elaborate further the above hypothesis On collaborative development, 
the evolution of my personal views and aspirations regarding health care 
could be used as a case study. 

During the time I was studying in medical school in Bangkok from 
1950 to 1954, my health care world was limited to that of a university 
hospital setting. I was surrounded by wonderfully sophisticated and costly 
scientific instruments, equipment, and materials imported from western 
countries to be used in diagnosing and treating all kinds of diseases under 
the expert professional supervision of much respected snd sought-sfter 
academicians or scientist-clinicians highly advanced in their own 
specialties. The patients were regarded as disease entities to be examined, 
researched on and studied. My aspiration for a future medical career was to 
be a medical specialist working in modern hospital clinics where patients 
would be referred to me from other doctors outside the hospital for 
consultation and treatment. 

IDeputy Minister of Public Health and Professor, Department of 
Pathology, Faculty of Medicine, Chulalongkorn University, Thailand. 
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Later, during my postgraduate medical training in pathology in several 
American hospitals from 1956 to 1959, my health care world as previously 
perceived was happily confirmed and my aspiration strengthened. I was very 
much impressed by the advancement of bio-medical science and technology 
making possible the care of more and more diseases, as well as the 
abundance of medical specialists under training there. My desire then was 
to return home and practise in the specialty, to upgrade medical care in 
the hospital at home, and to train medical students and young graduates so 
that more specialists would be available to cure more diseases. 

After returning home and serving at the old university hospital as a 
medical specialist and teacher, my health care world seemed to be the same 
but full of studies and investigations of diseases to be compared with 
those in western countries and to be taught to medical students and 
residents. My desire at that time was to try to teach as much aa possible 
the old and new knowledge I had learned to students and others, so that 
they would be more knowledgeable and competent physicians. 

It was some yearl later that I began to question why most of students 
who had passed the examination in my subject forgot what I had taught them 
shortly thereafter. Luckily, I discovered a dusty book in the 
libraryentitled "Teaching and Learning in Medical Schools" edited by a 
Dr George Miller. I read it several times and my world of education, and 
health care as well, started to fall apart and change. This has finally 
led me to where I am now. 

Some time after that, about eight years ago, I became very much 
interested in applying newly learned educational science to the teaching of 
medicine in my own school. Fortunately, some of my colleagues were also 
interested and we became a team supported by the Dean with the aim of 
changing the medical curriculum. Even though the curriculum was not 
chsnged, our efforts led to the establishment of the Unit of Medical 
Education which acted also as the WHO Regional Teacher Training Centre for 
health professionals. Eventually, I was requested by the Ministry of 
Public Health to collaborate in its many training programmea which I was 
more than happy to do. 

Probably, it was through the continued collaboration I had with the 
Ministry of Public Health that the Minister, one of my school friends, 
appointed me as his adviser in 1976. Wben the new cabinet was organized in 
1977 I became Deputy Minister of Public Health in which capacity I now 
serve. 

As the result of such a series of self-adjustments and learning, my 
view of the health care world today is entirely different from that 
perceived in my early years, as I have earlier described. Because of this 
changed view point I now have a very strong urge to try a8 hard as possible 
to bring people, and the systems in which thE; work, to collaborate as 
closely as possible in order to achieve the ultimate goals of their society 
and of the world community in general. 
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From my present vantage point, I view the health scene in my own 
country immersed in many problems and deficiencies which may represent 
those ~f the developing world. With respect to its health care subsystem, 
there IS poor health coverage, under-utilization of health service 
facilities in rural areas as well as shortages and maldistribution of 
health personnel, etc. These to a large extent contribute to a high 
fertility rate, widespread malnutrition and high morbidity and mortality 
rates ot preventable, infectious and communicable diseases among the rural 
poor and urban slum dwellers. In education, by which I mean only that of 
health manpower, it is obvious that the implanting of western or 
developed-country patterns of medical education and training has led to an 
inadequate production of health personnel inappropriate for the needs of 
health care delivery. 

In addition to the two sectors or subsystems of health care delivery 
and health manpower education, I would regard research as another subsystem 
of the health system. Lack of adequate and appropriate health services 
research and behavioural studies puts heavy constraints on the 
implementation of education and health care. The major factor in the 
dysfunctions of the health system is no doubt the lack of proper 
interrelationship or, we may perhaps call it, ineffective collaboration 
among its subsystems. Such defective interrelationship between education 
and health care in particular has been emphasized again and again in the 
recent past. To remedy the situation, the World Health Organization has 
been very active in promoting a closer coordination or collaboration 
between education and health care since 1970. Initially, WHO had noted 
that national planning commissions often ensured a closer coordination 
between the two sectors; in some cases, a special board for the purpose 
might be set up. Later, the health services and manpower development 
(HSMD) system concept was advocated to ensure effective collaboration 
through a workable linkage mechanism between health services and manpower 
development or health care and education. Recently, other innovations in 
health care development such as country health programming, primary health 
care, health services research and others have served as potentially ,trong 
stimuli for inter-sectoral collaboration. The Economic and Social 
Commission for Asia and the Pacific (ESCAP) popUlation programme and 
integrated rural development project should have similar effects on those 
actions promoted by WHO and the United Nations Children Fund (UNICEF). 

In the case of Thailand, efforts to ensure closer collaboration 
between education and health care have been constantly exerted. 
Surprisingly, it is customary for the Ministry of Public Health to produce 
and train almost all of the health personnel, except physicians and some 
nurses, to serve the primary and secondary care levels. This pattern of 
interrelationship may be regarded as an integration of education and health 
care which, if properly managed, might ensure as effective a collaboration 
a8 anyone would like to have. As to health manpower required for the 
delivery of tertiary care, it is the responsibility almost in its entirety 
of the universities, once integrated with the Ministry, now under the 
supervision and control of the Bureau of Universities, another government 
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m1n1stry. Therefore, it can be said that education and health care in 
Thailand have been collaborating closely with each other, in an integrated 
form in the case of education. As for health care, integration is lacking 
under the highest policy makers of the governmental system - the 
Council of Ministers. In addition, the National Economic and Social 
Development Board (NESDB), attached to the Prime Minister's Office, is a 
powerful coordinating body for development plans coming from all sectors 
including education and health care. At any rate, with such an existing 
structure the effectiveness and efficiency of collaboration among units of 
operation within and among ministries still offers a lot of room for 
improvement, particulsrly in the exchange of information necessary for 
planning and implementing programmes in both education and health care 
delivery. 

Considering actions participated ih by universities and 
the Ministry of Public Health, I was astonished to discover that there are 
about a hundred ongoing small and separate projects or tasks covering the 
areas of research, health manpower production, and health care delivery. 
These are initiated, in most cases, by individuals, divisions or 
departments of either universities or the Ministry or both, aiming at 
better perfo~nce of their functions or tasks but without proper 
coordination and not respecting the national health development framework 
and goals. This pattern of interaction may be considered as a non-system 
interrelationship or free association leading to ineffective collaboration. 

Of a more interesting and different nature from the above, the 
following activites should be listed: 

A. Those initiated by universities: 

1. Teacher training of health professionals with incorporation of 
HSHD system concept. 

2. Practical training programmes in community medicine. 

3. Selection of medical students at province level. 

4. Joint two-year clinical study programme in medicine in provincial 
hospitals and health centres. 

5. Health services research projects. 

6. Health manpower planning studies. 

B. Those initiated by the Ministry of Public Health: 

1. Formulation of a national health development plan through country 
health programming. 

2. Planning and implementation of specific health development 
projects such as family planning, nutrition and primary health care 
(including training of required health personnel). 
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3. Management training of provincial health officers. 

4. Health services research projects such as the Lampang and 
Jana projects. 

5. Organization development efforts. 

6. Educational and training process development efforts. 

It should be pointed out here that most of the above innovations are 
derived from the 4th National Health Development Plan which, 8S earlier 
mentioned, was the result of .trona promotion and .upport from k~O through 
country health programming. 

Such actions produce stronger and more lasting collaborative effects 
than small separate actions, and seem to be more systematic and better 
coordinated. This probably is because decisions to initiate actions are 
made at a high level in the government system within the national 
developmental framework. 

While it can be said that the interrelationship between education and 
health care has become closer recently in Thailand, there is still a lack 
of a linkage mechanism to ensure efficient collaboration between the 
Ministry and the university system. Such a mechanism was design~d in the 
health development plan in the form of a national health council. However, 
it did not materialize for various reasons. To do something about this, 
the Ministers of the Ministry of Public Health and the Bureau of 
Universities (BOU) recently initiated a collaborative policy formulation 
between the Ministry and the universities. A high-level working group has 
been set up to deliberate on policy aimed at expanding health manpower 
production at all levels, better coordination of health care delivery, more 
comprehensive health planning, and promotion of research, particularly 
health services research, all within the framework and goals of the 
National Economic and Social Development Plan. 

The background concept for analysis and synthesis of policy and 
guidelines has evolved from the HSMD system concept (Figure 1). The 
strategy for efficient collaboration is that of regionalization or 
localization of all aspects of health development with a joint central body 
to coordinate and control regional or local projects dealing with health 
manpower production, health. care delivery and research which use resources 
of the Ministry. It is expected that the linkage mechanism will prove 
practical and will lead to better collaboration between universities and 
the Ministry. 

Reflecting on past actions, I would like to illustrate 8 working model 
of effective collaboration as shown in the flowchart (Figure 2). However, 
as is often the case in a systems approach, more than one model is possible 
depending on the dimension or concept used in system analysis. I hope that 
this kind of thinking with additional effort will lead to a more 
comprehensive model. 
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Finally, I wish to emphasize that it is necessary in working out the 
process of each step of the model to use the approaches of behavioural 
science. It is the people of the subsystems who perform the tasks, and it 
is only from them that proper collaboration may be expected to develop. 

In conclusion, may I quote Professor P.N. Wahi, general chairman of 
the Technical Discussions at the Twenty-Third World Health Assembly in 1970 
on the topic of Education for the Health Professions. After the report of 
the discussions was presented to a plenary session of the 
World Health Assembly, he asked: 

"\/hat is it that has been projected by me this morning which 
has not been known to most of uS responsible for the 
oraanization of medical education and health care proarammes? 
And if the know-how has been available, what accounts for the 
failure to implement it?" 

In ~ opinion, what is needed more than anything else is willingness: 

willingness to effect changes in education programmes, involving the 
type of personnel to be trained and the content of training; 

willingness to provide for continuous education, includina pedagogic 
science for teaching staff, to refresh and advance basic professional 
knowledge, and to adapt it to evolving health and social needs, thereby 
inculcating the idea of medicine being a lifelong study; 

willingness to provide for a reasonable distribution of functions 
between various members of the health professions and their 
auxiliaries, but at the same time, to ensure a team approach; 

willingness to ensure close cooperation between those responsible 
for health services to the community and those responsible for the 
education of the necessary health personnel - medical, paramedical and 
auxiliary; 

willingness to provide for a continuous study of the 
interrelationship between education and services through systemic 
evaluation and operation research. 

I hope that we all agree to his observation even tOday± 
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FIGURE 1 FRAMEWORK OF INTERRELATIONSHIP AMONG FACTORS 
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FIGURE 2 FLOWCHART OF EFFECTIVE COLLABORATION 
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RESPONSIBILITIES OF EDUCATION TO HEALTH CARE 

by 

Dr Florentino Herrera, Jr.l 

In order to explore meaningfully the interaction between education and 
health care it is important to discuss, if not agree on, a definition of the 
responsibilities of educational systems to the field of health. As a frame 
of reference for discussion, this paper proposes to divide these 
responsibilities into three broad areas: 

(1) Direct participation in health care; 

(2) Education of health professionals; 

(3) General education. 

1. Direct participation in health care 

1.1 Educational institutions involved in the tralnIng of health 
professionals must maintain health care facilities. While such facilities 
are primarily for training, the services available are an important part of 
the health care system at all levels of care. In general, the academic 
health care institutions must also develop capabilities which would enable 
them to render highly specialized tertiary care services. 

1.2 Educational institutions have long been involved in the physical 
development of individuals by means of their sports and physical education 
programmes. Certainly, these activities may be considered as one of the 
education sector's main areas of responsibility in health. 

1.3 Finally, the educational systems have generally assumed responsibility 
for the health care of those within the school systems, especially 
elementary level children. This assumption in fact involves the schools in 
primary health care work. The "Health Guardian Program" of the Phi I ippine 
Ministry of Education and Culture, discussed by Dr Aquino (WPR/HMD/Health 
Care/79.2), is an attempt to formalize and expand this role and it is hoped 
that the programme will soon cover the entire educational system. 

lChancellor, Health Sciences Center, University of the Philippines 
System, 547 Pedro Gil Street, Ermita, Manila. 
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2. Education of health professionals 

2.1 Development and utilization of educational technology for the 
continuum of health professional education is one of the responsibilities 
of the educational system with respect to health. In this regard, one of 
the most important but sometimes neglected areas i. the field of continuing 
education. In order to maintain and enhance the professional's usefulness 
to society his or her educational process must be carried on even outside 
the educational system. 

2.2 In those countries where the educational system exercises control 
and/or supervision over institutions which train health professionals, 
education must regulate the type and numbers of health manpower produced. 
Such regulation must be carried out on the basis of the manpower needs of 
the heslth sector. Thus, as mentioned in several papers at this seminar 
(~PR/HMD/Health Care 79.1, 79.3, 79.4) there is a need for close 
consultation between the education and health sectors in this regard. 

3. General education 

This is perhaps the most important area of responsibility of education 
because this is in fact its main concern. General education greatly affects 
health by determining the level of knowledge and skills and, more 
importantly, shaping the attitudes not only of future health professionals 
but also of the community at large. 

3.1 Knowledge of life - If the aim of education is to prepare individuals 
for life and living, it must be concerned about life processes, the 
interdependence among living things and the effects of life and the 
environment on each other. This kind of knowledge must be imparted at 
different levels throughout the period of education. Thus, the products of 
the educational process at any level must possess some of this knowledge. 

3.2 Life skills - Based on this knowledge of life, skills which are 
necessary for the maintenance of life can be developed. By this is meant 
not only skills for "earning a living" but, more important, skills which 
enable one to enhance the quality of life for oneself as well as for 
others. The most important of such skills is the ability to gain even morp 
knowledge and skills about life. This would also make it possible to 
impart health care skills to all: from the most rudimentary for those who 
leave the educational system early to the most highly specialized for those 
who remain through up to health professional training programmes. 

3.3 Attitude towards life - From the knowledge of life and the ability to 
cope with it, the individual will gain an appreciation of the dignity of 
life. With such knowledge and skills, the individual will also gain 
confidence in assuming responsibility for life (and therefore health 
care). Thus, education plays a major role in the realization of the 
concept ot primary health care. This is because the concept is based on 
transferring the burden of responsibility for health from the hands of 
professionals and health care systems to the hands of individuals and their 
communities. As a philosopher has put it aptly "Health is too important to 
leave to the professionals". 
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RESPONSIBILITIES OF EDUCATION TO HEALTH CARE 

by 

Dr D.P. Gupta* 

The education and health taken together form the most powerful 
instrument for development of man and human resources. Therefore, allover 
the world, people are seeking better education and better health. Never 
before have such high priorities been given to these two atrributes. From 
the smallest social conglomeration to the most complex urban centre, new 
hopes exist for improving the health of all concerned through process of 
health education. Vast resources both human and financial are now directed 
towards bringing about better education and better health at local, state, 
regional, national and international levels. In the midst of these 
changes, the educational process is confronted with new demands as well as 
new opportunities to contribute to the health of individuals, families and 
communities of which they are a part. l 

Inspite of immense progress on all education and health fronts, a wide 
gap exists today between health knowledge and the practical application of 
that knowledge. Recently, research in various fields like environmental 
health, communicable diseases, food and nutrition, community health, health 
organizations, mental health, prevention of accidents, abuse of drugs, 
smoking and alcohol has made great contribution. However, we have not been 
able to make sufficient use of this increased knowledge to reach all 
individuals through the process of education, particularly in developing 
nations of the world. 

The Alma-Ata International Conference, 1978, while analysing the 
current world health situation declared that the health status of hundred 
of millions of people in the world today is unacceptable. The World Health 
Organization has also thrown a challenge "Health for all by the year 
2000". In order to meet these challenges the education of health personnel 
acquires tremendous importance in playing its role in generating 
appropriate manpower for the delivery of health care, more so in developing 
countries of the world. In view of this, the present deliberations of 
Bi-Regional Seminar on Education and Health Care assume great significance 
for planning in this field for future. 

*Director of Medical Education and Research, Government of Gujarat, 
Ahmedabad, 380016, India. 
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The most important cause of present problems in medical education is, 
of course, the historic heritage. The system of education in most 
countries of the Region, as indeed in most developing countries, was 
inherited from colonial powers. Obviously, the system was more suited to 
their needs at that time which has changed in those countries but we have 
not changed it as to suit our needs. 

Mutalik has noted that "Undoubtedly the Flexnerian reform did provide 
the educational structure, a compartmentalized precision so necessary for 
the growth of scientific discipline, but it also paved the way for the 
splendid isolation of medical education, its isolation from the health 
realities of the community and its utter lack of social relevance and 
responsibilities. At present, the departments in medical centres function 
as independent units in urbanized settings where each discipline gathers an 
increasing sophistication with advance investigation of medical sciences 
but losing relevance to the needs of the cODlllUnity". 

What is needed is due recognition of the fact that education should be 
need-based, taking into account the historical background, social 
traditions, local conditions, prevalent diseases and the available 
resources. The accepted need for reorientation of our education programes 
for health professionals has been highlighted by the social changes in the 
countries of the Region during the last few decades, leading to demands for 
better health care and the preparedness of the future doctors to handle the 
health problems created by ever increasing health needs of rural areas. 
However, we must be frank to admit that in spite of a large number of 
symposia, seminars, conferences and workshops in which education and health 
care with their various facets have been discussed, recommendations made, 
but the action has been lacking in their implementation. 

As Dr Wahi has remarked "Today one of the saddest ironies of education 
and health system in developing countries is that still the limited 
resources of these countries are utilized to train doctors who are not 
suitable for providing services to the rural areas where the vast majority 
of people live and where the need is despe.rate". 

The change in our educational objective has, therefore, become 
obligatory due to the needs of our community where the delivery of 
comprehensive health care has now become a responsibility of all concerned 
including the Government. 

The objectives of medical education, therefore, should change to 
prevention of disease, promotion and maintenance of health and not just 
treatment of the disease. The problems of nutrition, rehabilitation and 
family planning have further added new dimensions to these.objectives. It 
is obvious that we must understand the changing health needs of the 
community and re-orientate our education accordingly to meet the future 
needs of the people. The aims of education should, therefore, keep in view 
the current social setting as well as requirements of the future social 
structure of a developing country. 
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In most of the developing countries in South East Asia, a large 
percentage of people live in rural areas. As s welfare society, we have an 
obligation to provide the benefits of scientific medicine to our total 
community. The doctors trained in urban settings of our medical colleges 
are reluctant to practise in rural areas for lack of job satisfaction and 
minimum amenities there. In order to motivate the students to serve in 
rural community the faculty memhers should take them to rural field 
practice areas. Unfortunately, the greatest resistance for any attempt to 
renovate comes from the teaching faculty itself. The realization has to 
come to them that the teaching and training has to take place in the 
settings where the problems exist in greateat magnitude namely the 
peripheral areas. 

Our medical students are unaware of the functions of community health 
workers, medical assistants, public health nurse, ANM and other auxiliaries. 
If the doctor after graduation has to become the leader of the health team, 
he should get an opportunity to learn during his under-graduate career the 
role that he is required to play after graduation. The new physician must 
be prepared to provide his professional services in partnership with health 
workers. The students and faculty members together should live in rural 
areas as to appreciate and understand the difference in problem facing 
rural community as compared urban community. 

Before concluding, the writer would like to aay in sllmmary that in 
order to prepare a model of education and health care, we should: 

(1) assess the health needs of the community, 

(2) define the national goals and objectives for health care, taking 
into consideration the country'a resources - both financial and 
manpower. Based on these, 

(3) frame a national health (including educational) policy, 

(4) formulate a health plan where individual, community, all persons 
concerned with the delivery of health care, social wor~ers, 
administrators, economists should participate, 

(5) develop health manpower to Unplement the plan. Train health team 
preferably in integrated centres of heal th sciences through 
suitable educational technology, 

(6) provide training to teachers and continuing education to all 
health professionals, 

(7) continue to evaluate and conduct research on the implementation 
of plan after getting the feedback data, 

(8) modify the plan accordingly and again implement for better and 
better status of health of the people, 
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Finally, the writer would like to mention that for any worthwhile 
human endeavours to be accomplished, it is said that there must be the 
opportunity and the will to carry it to completion. The writer is 
conscious that the road ahead is a long and arduous one and the challenges 
are many. But the opportunity is here to act and implement. ~ay we have 
the will to carry it to its successful completion, this great experiment in 
the education and health care which will not only benefit the health 
services in these two regions but may also serve the needs of the whole 
world. 

There are two other problems in medical education: (i) medical 
education methodology should accommodate students with individual learning 
itself so that they can pursue learning at their own pace and (ii) the 
education should be geared to career goals of the students. The 
"Traditional Lock-step" curriculum, the educational sequence which allows 
no variation according to the needs of the individual is out-moded. 

On account of the concentration of doctors in urban areas they have 
failed to provide health Care to rural masses. Hence, training auxiliary 
personnel like the community health workers, multi-purpose workers and 
supervisors is the only way by which one can meet the health needs of rural 
areas because they would give the necessary support to the fully trained 
staff in simple functions which could be delegated to them. The 
cooperative approach to the provision of health care is the only way to 
ensure satisfactory health care programmes and their performance. However, 
if we analyse their training programme we find that health personnel are 
trained in separate institutions, following their own curricula hut are 
placed together in a situation or institution where they have to work as 8 

team, with no training whatsoever in team work. As a result, conflict and 
lack of coordination arise, resulting in confusion of roles and tasks. 
Furthermore, poor communication between those who provide the different 
components of health care, results in inefficient work. 

It is therefore felt that for the proper functioning of a health team 
it is desirable to train different categories of health personnel 
together. It is believed that this multi-professional type of trajnin~ is 
a method which can improve the efficiency and effectiveness of health 
services delivery. Multi-professional training aims at trainin~ a mixed 
group of health personnel at different levels (professionals, auxiliaries, 
non-professionals) who can be considered potential members of the health 
teams. The main interest is in educational programmes that, amongst other 
things, would help them to formulate a common, comprehensive outlook on 
human problems and would foster better communication between members of the 
team. It will further be desirable that a general "core curriculum" of 
particular Common theoretical or practical learning/teaching experiences is 
structured for their training. 

The best way of implementing the multi-professional training programme 
would be by establishing institutions or centres of health sciences. This 
concept envisages linking up the institute of health science with schools 
of public health, departments of community medicine in medical colleges, 
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and all the tratntng schools for health personnel of various categories. 
This will achieve the desired integration. not only among various training 
establishments but also with wide.pread .ervice organizations in a 
complementary manner. The intrinsic merit of such an idea lies in the 
mutual support of academic service. administrative and research fields, and 
the potential for coordinated team work which i. 80 much necessary for the 
success of our health programme •• Thi. concept of integrated training will 
chanle the health profile of rural area.. In this connection, Dr Gunarstne 
ha. mentioned "It i. tim6 to unite. to intelrate, to innovate and [0 commit 
every academy and institution in a concerted move to train the health 
auxiliaries to fight the battle al.in.t di •••••• nd for the promotion of 
health". The time and the pl.ce .re rip. to take this great step forward. 
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(Maldives) 
(Japan) 
(Phi lippines) 
(Sri Lanka) 
(Philippines - Observer) 

(China) 
(China) 
(Phi lippines) 
(Singapore) 
(Ph i Ii ppi nes) 
(Thai land) 
(Indonesia) 
(India) 
(Korea) 
(WHO/WPRO) 
(Australia) 

(Australia) 
(New Zealand) 
(Philippines 
(Malaysia) 
(Papua New Guinea) 
(Thailand) 
(India) 
(WHO/WPRO) 
(Thailand) 


	Blank Page



