JOINT STAFF CONFERENCE

——

L -

JRLD HEALTH ORGANIZATION (— TECHNICAL COOPERATION ADMINISTRATION

L U. S. PUBLIC HEALTH SERVICE

(’ﬂ_"{_.’_ a -

February 12 through 19, 1953

Geneva, Switzerland

Issued by
U. 5. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
Public Health Service



















INTRODUCTION

Atthe invitation of the Director-General of the World Health Organization
a Joint Staff Health Conference including representatives of WHO, public
health personnel of the Technical Cooperation Administration missions to
various countries abroad and Washington representatives of the TCA and the
Public Health Service was held in Geneva, Switzerland, February 12 through

conferences among the TCA and PHS personnel present.

The reports that follow are those of the Joint Staff Conference including
a statement of the summary and conclusions of the Conference.

All who participated seemed tp be of the opinion that the conference
was highly successful and worthwhile. We hope this will be demonstrated
conclusively by more effective operation of the field programs and closer
and more effective coordination between the WHO and U. 5. technical assist-
ance programs in the years to come. ‘

H. van Zile Hyde
Medical Director, PHS
Director, Health and Sanitation Staff, TCA

Washington, D. C.
February 24, 1953
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Detailed Summary of address given by Stanley Andrews, Administrator, TCA,
on February 12, 1953

Your agenda suggests that I am to talk here this morning on some
of the objectives of TCA. I shall touch briefly on some of our overall ob-
jectives but I would, speaking as a layman and an Administrator, rather
indicate two or three things which I hope will come out of this technicalcon-
ference of the heads of our various missions in the general area of the Middle
Eastand Far East and the regional heads of the World Health Organization.

Brushing aside the legal and philosophical definitions of the Technical
Assistance programme- of the United States, we have a very simple formula
as I see it - that is to help countries who desire us to help them "increase
production of the things whichhumanbeings need and desire for a little better
standard of living". The things which go then into making men, women and
nations better producers of goods are the elements of what we are driving
at. It is the fundamental belief of those of our country who gave action to
the idea and those who are carrying it out that with improved standards of
living in most of the so-called under-developed countries of the world, there
will be improved political and social stability. That means a better chance
for peace in the free world., Health, education, improving technical skills,
making better use of the human, material and natural resources of a country
are allcomponentparts ofandallare essentialtoincreased production. That
is one of the many reasons why co-operative action in the field of health is
8 large component of the American technical assistance programme.

Now as a group of Americans, leaders of health teams in the various
countries in which we are working and as colleagues in an even broader effort
of the World Health Organization, as workers.in the ranks and in the various
fields of activity connected with health - what may we reasonably hope toget
out of a conference like this?

Here is what I hope will come out of it among many other things. First,
I hope we get a genuine interplay of experience here on the problems, the
successes and failures of each of you in your respective areas of activity.
I hope you will be more than frank and tell us where we are falling down in
Washington, where we fail to assist you and where, sometimes ['m sure, we
make your job more difficult.
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Secondly, 1 would like to see come out of this conference a sounder
basis for cooperationbetween TCA groups, world healthgroups and any other
agencies or groups to the end that the total objective - that of improving the
health of the nations in which we are working is accomplished.

Thirdly, I'd like to see this group, working with our colleagues and
associates of WHO, come up with a few basic and sound general fields of
activity in the various areas of our work to the end that we can, with our
host countries, tackle some basic job so that in matters of months or years,
we can say, '"This we have done. This was here when we came. Together,
we and our hosts have met the problem. "

By thatldonotmean the dashing in and typing up the whole health prob-
leminanarea in a neat package and then going home with the job done. The
health job is never done as [ see it. If we stamp out malaria, for instance,
something else comes along. As areas urbanize or as movements of people
between areas increase, new diseases and problems arise. We, I think,
have the right to hope that in the attack now on some basic commonproblem,
the means, the organization, the sophistication and the growth of a country
will develop to the point where the people in the countries will be able to
handle their problems in the years ahead without our help. I would, there-
fore, urge, especially those in TCA, to pull some of our schemes out of the
clouds and get down to a concerted attack on the fundamental problems of
family and community well-being.

Fourth and last, I hope we can design a plan of action and a system of
attack on health problems which our host countries can afford to carry for-
ward after a few years without a subsidy from the United States or some
other national or international agency.

I have just gone over some reports on bilateral technical assistance in
health in some of the countries of our Latin American neighbours. I under-
stand that later in this programme there will be an evaluation of that work
by a member of this conference. To rne, the considerable data on this work
is rather revealing as to how these public health programmes grow and how
countries grow and develop their own prograrmmes over the years. May I
then briefly review some of the work with whichl am most familiar inour
Latin American countries? The Institute of Inter-American Affairs operates
as the Regional Arm of TCA in Latin America.

During the past ten years, great achievements have taken place in the
eighteen Latin American countries inwhichhealth and sanitation programmes
have been in operation. Action programmes are now operating in Bolivia,
Brazil, Chile, Colombia, Costa Rica, the Dominican Republic, Ecuador,
El Salvador, Guatemala, Haiti, Honduras, Mexico, Nicaragua, Panama,
Paraguay, Peru, Uruguay, and Venezuela.
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Each health and sanitation programime is planned to meet, insofar as
is possible, the specific needs of the area in which it is to operate. It may
dig a well so that the people of a single village can have pure drinking water.
Or it may tackle the job of ridding a large jungle area of malaria, typhmd
and other water-borne diseases.

Generally the programmes in the other Americas have endeavoured to
alleviate the following prevailing conditions:

It has been estimated that perhaps 80 per cent of all the people suffer
from intestinal diseases caused by parasites. In many areas one in every
10 persons has malaria; in some communities the rate is near 100 per cent.
Tuberculosis death rates reach more than 200 per 100, 000 persons, but in
some regions this disease appears in epidemic proportions. There are thou-
sands of deaths each year from smallpox, diphtheria and whooping cough that
could easily be prevented by vaccination. Life expectancy is estimated at
less than 45 years; in many areas deathclaims one of every five babies born
alive,

In 1952, active projects in the 18 Latin American countries numbered
609. These included construction of 72 water supply systems and 8 sewage
systems; construction of 26 hospitals and operation of 27; construction of 21
health centres and operation of 69; construction of one nursing school; op-
eration of 26 mobile health units, 69 local training courses, 24 health edu-
cation projects and 12 malaria control projects. —

A significant phase of the health and sanitation programme has been the
emphasis on training Latin Americans to assume complete responsibility for
eachproject as soon as possible. Recent figures for 1952 showed 119 United
States technicians working with 2, 535 Latin American doctors, nurses, sani-
tary engineers, and other professional personnel; 1, 183 clerical personnel;
and 3, 416 unskilled workmen.

An outstanding example of what has been accomplished in the health
and sanitation programmes is to be found in Brazil. In the Amazon River
Valley, 56 health centres and their subposts minister to two million people
scattered over an immense area. Efforts have beenconcentrated on reduc-
ing malaria and intestinal diseases that affected almost 100 per cent of the
entire population. As a result of the co-operative programme, these dis-
eases have been virtually eliminated, not only from the great Amazon Val-
ley but also from the Rio Doce Valley. When the work first began in 1942,
there were 40 United States technicians co-operating with 500 Brazilians.
Today not a single U. S. technician is in the Amazon Valley. The work is
being carried forward by |, 000 Brazilians, most of whom were trained as a
part of the co-operative programme,.
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Another interesting example is the industrial hygiene programme being
carried on in the mines of Peru - the first such programme in the world at
such high altitudes. The mines in the Andes mountains of Peru are from
14, 000 to 16, 000 feet above sea level, and only the Indians who are native to
these altitudes can work in them. This labour force is a diminishing one,
however, since occupational diseases, including silicosis, draw off menand
there are none to replace them.

These high-altitude Peruvian mines contain copper, zinc, lead, vena-
dium, antimony, bismuth, and other strategic products that are important
in world markets. In 1947, the Peruvian government passed a law making
an industrial hygiene programme mandatory, to start in the high mining
areas, and laid a tax on industry to support it. The Peruvian government
then asked the co-operative health staff to accept résponsibility for this
Programme.

The Institute borrowed the best available United States industrial engi-
neer and an industrial chemist and sent them to Peru. A Peruvian physician
had already been sent to this country to study industrial hygiene and safety.
These three and local nationals whom they trained, went to work on what is
considered one of the unique endeavours in the history of industrial hygiene
as it applies to mining.

Since silicosis results from inbhaling dust, a comprehensive study was
made of dust conditions in the Peruvian mines. Legislation was passedre-
quiring the use of masks and other preventive measures. Periodic counts of
dustaremade as well as regular checks on the health of the miners, and re-
markable progress is being made in controlling the progress of the disease.

Estimates vary and are difficult to obtain, but observers believe that
more than 25 million people, or one of every six Latin Americans, have
benefited from the co-operative health and sanitation programme during the
pasttenyears. Under itdiseases have beenchecked by extending controls over
the environment, thus providing the stimulus to improved human resources.
These inturn are opening new vistas to the development of the greatnatural
resources of Latin America. Thus Point 4 helps to build strength in the
Americas.

The kind of healthactivities that were started in Latin America in 1942,
when there was a hemisphere emergency, are just as essential in peace as
in war. They are helping to raise a permanent defense against disease in
the entire hemisphere. The people who benefit range {rom the natives of a
tiny village in the high Andes to the tourist and businessman who visit the
large cities or the small hamlets of Central and South America and find
there safe food and water supplies, which in many cases have resultedfrom
the co-operative efforts of Good Neighbours working together in the Point 4
programmme. Thus we are building a better hemisphere.
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I frankly am not too familiar with how our health programmes in Latin
America tie into the work of the Pan American Sanitary Bureau, which is
the regional army of the World Health Organization in America. [ would
hope that if there is not already the fullest co-operation we might begin now
working together to the end that a national programme of health is estab-
lished and carried forward by each country in Latin America and that our
forces be combined to that end.

I am receiving from time to time some rather heartening reports from
our Near East and Far Eastern areas of the kind of co-operation I think is
essential if we do the health job in these countries. For instance I have
beforemea recent health project for Iran where six WHOQO expertsare work-
ing hand in hand with TCA experts in the Iranian Ministry of Health. This
amazingly successful close co-operation resulted in a country-wide anti-
malaria campaign for Iran last year under the supervision of*a World Health
Organizationdirector assistedbytwo American sanitaryexperts. The record
of reduction in the incidence of malaria in the Caspian sea region and other
parts of Iran where this programme operated is simply unbelievable.

I am told that tri-partite programmes in trachoma, venereal disease
and nursing are under way. While perhaps the organization of the Iranian
Ministry of Health is not all that could be desired I would like to emphasize
that this programme is being carried out within the framework of what the
country has now. There was no waiting for ideal and optimum conditions in
Iran before they started to work. They started with what they had and with
what Iran had.

Just before leaving my office for this meeting I received a cable from
our country director in Ethiopia outlining a programme along the same lines.
I was glad to see that in the take-over of the MSA programmes in Indonesia
there had beenin that country some fine teamwork between the Americanand
World Health and even the Colombo plan technicians.

The one thing I hope will be standard procedure in allof these countries,
certainly on the American side, is that the health technicians working with
the Ministry of Health in the host country should ca'l the shots on what is to
be done in health - that it should not be what some politician or even extra-
officious administrator wants. Of course it goes without saying that such
planning must be within the framework and with due regard to the funds and
facilities' available for such a programme. As a layman, of course, I can
only talk on public health and its results on what I see in terms of vital sta-
tistics and charts on the incidence of various types of diseases and better
yet, results in terms of production. I can truthfully say, in terms of agri-
cultural production, that health programmes pay off in big numbers. In
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some of our areas we must lick the health hazards before we can talk about
agricultural development. [ know also that the producer of industrial goods
cannot hope successfully to meet present day competition or have the effi-
ciency in production which will permit his products to sell within the range
of his market without an efficient, healthy, well-trained and well-nourished
labour force. ' ' ‘ ' ‘

I will not dwell on these facts because they are perhaps ‘Yold hat' to
most of you though they are continually startling and amaszing to a layman |
like myself.

In conclusion, then, summarizing the overall TCA programme and re-
lating those principles to health, may we suggest:

l. We must take people where they are and as they are and start with
what they want and to the best of our ability with what they need. ..
whether it be 2 mere sump hole for the refuse of the village or a health
centre,

Z. We must be ever conscious of the culture, the heritage, the re-
ligion and the lores of the people with whom we deal...we must give
those individuals the same rights we demand for ourselves., That is
the right to be proud of our heritage and our way of life. We can only
change those ideas and culture patterns by showing and proving to the
person...not yourself, that ocur way might be better, o

3. Our programmes must be geared to reaching the greatest possible
number and to meet the greatest pressing needs of a particular country.

4. There should be no such thing as an "American Programme' or a
"WHO Programme' in a country; we should be a part of a national pro-
gramme of a country hammered cut if necessary by our groups in co-
operation with the country. But it will mean only trouble in the future
if it is not an accepted country programme. We cannot impose a pro-
gramme and make it stick uponeven the poorest and most backward of
areas.

5. Whatever leadership and influence and even money we can provide,
must be used toward the sort of a programme which the country can
afford and, if need be, carried on by the country after we have been
able to prove its worth. In other words these programmes, if they are
going to be anything more than irritants and sources of future trouble,
must be based on the economics of the country.
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6. Laston this subject of TCA-WHO co-operation, in the past we have
stressed the necessity of no overlapping and duplication, in other
words, staying out of each other's way. As I see it, if we are to do
the job which these, our friends in the under-developed countries need
and require, we are going to have to go farther. There must be posi-
tive combined efforts with the best resources of each plus the host
country, if we are even to start on the job that is ahead.
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In the thousands of years of recorded history it is quite likely that
future historians may look upon this half century as the most significant to
mankind. It immediately comes to mind that man has made tremendous
technical progress inrecent years. New weapons have been developed capa-
ble of wiping the human race off the face of the earth. We have made new
discoveries of the total resources of the world, such as the recognition of
the vast potential of the oceans for minerals and fertilizers. In medicine dis-
coveries of antibiotics and new specific synthetic drugs have revoluticnized
the practice of medicine.

Great as these technical discoveries have been, the tremendous social
forces presently at work may transcend them in importance. Today men
are engagedina struggle for freedom, peace and prosperity, a struggle which
will have profound effects for millenia to come. Accompanying this is the
drive towards independence, the drive for individuality and autonomy of vast
populations. Nations in their drive for a better life strive foraccomplish -
ments in afew years - accomplishments which have taken other nations cen-
turies to achieve.

Thus all of us find ourselves facing problems which the world never
before faced, problems requiring the highest type of judgment to evaluate,
and the highest type of statesmanship to solve. Errors may not be only
costly but may be catastrophic. The United States has arrived at adecision
of tremendous importance, namely to share our technical knowledge abroad
and contribute towards the economic health of less fortunate nations.

It has been accepted that the improvement of human health is not only
essential for economic development in underdeveloped areas, but alsc a
major tool for preserving world peace and security. My Government feels
that health assistance given abroad is playing a tremendous role, and could
perhaps play a greater one, in building a peaceful world.
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In spite of our conviction of the importance of health, it is necessary
for us to maintain perspective. Other types of activity, particularly im-
provement in agriculture and assistance in education, are necessary com-
ponents if we are to achieve our objectives. Improvement in these fields
develops man as a resource or provides the means to make this resource
more effective, Litile improvement in agriculture and education can be ex-
pected, however, unless a minimurn level of healthfulness has been attained.

The World Health Organization Constitution, which was signed by all
Member Governments, states that the World Health Organization shall be
the co-ordinating international authority in health. While the money avail-
able and the size of the programme of bilateral agencies exceed those of the
World Health Organization, it does not mean that they overshadow the World
Health Organization. The United States Government for example, considers
the World Health Organization as a permanent agency responsible for direct-
ing all international health resources into the rmost efficient channels. The
TCA and MSA as well as the Columbo Plan and private agencies can do more
by assisting the World Health Organization in this difficult task than by com-
peting with it.

The World Health Organization is now in its fifth year. Itsorgani-
zational pattern has been set and its technical assistance programme is
developed. Both TCA and MSA are in the field with programmes of consid-
erable magnitude. Thus during the last few years we have all been engaged
inactive campaigns the world over to such an extent that we have almost lost
sight of the central fact that this is a completely new venture. Never before
has the world seen international action of such magnitude. Hundreds of
persons are working side by side with their colleagues in sovereign coun-
tries other than their own. All other forms of international relations and
collaboration have been evolved only after many years, often centuries, of
trial, appraisaland readjustment. The exigencies of our times have notgiven
us centuries but only a few years to achieve results. Nevertheless, there
is no substitute for the cycle of trial, appraisal, and adjustment - even though
it be shortened. It is for that purpose - a joint appraisalof cur experience -
that we are here gathered, and we will find ways to improve our work.

When personnel of several organizations, both nationaland international,
are set to work on the same general problem in a country with which they
have only scant, if any, previous experience, the highest attainable efficiency
obviously cannot be reached at once, nor can problems of adjustment be
avoided, However, there can be no real conflict because the aims are the
same for all participating organizations and their existence depends on poli-
cies set by the governments in international agreements.
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As we review the work initiated and the experience accumulated, we
shallfirstconsider the opinions of those who have been in the field as leaders
of the various operations. They know best the difficulties encountered as
well as the procedures found profitable., Their experience will weigh most
when we come to determine the suggestions for future improvements. But
the headquarters people, both from Geneva and from Washington, have also
struggled with problems and will have something to contribute.

- Before giving the floor to our colleagues who have come from distant
lands I should like to remind you of certain principles which must be keptin
mind because they stem from policies determined on levels higher thanthose
onwhichwe are accustomed to walk. These principles will be no obstacle
to anyone - only helpful in promoting agreement and in clarifying the rela-
tionships of our programmes. ’

I would list them without any claim as to their relative importance or
as being all-inclusive.

l. There is no WHO or TCA health programme in a given country.
Rather, it is the health programme of that country. Outside national or
international organizations are in that country only to assist the national
health service. Co-ordination of such programmes and their adjustment to
the life of the nation is therefore in the first instance the responsibility of
the national government.

2. This being so, it is desirable that planning be done with help both
from multilateraland bilateral sources. In fact, a co-ordinating committee
should be established by the national government.

3. In appropriation of funds for technical assistance, through our own
agencies or through the United Nations, the Congress of the United States has
stipulated that suchassistance should contribute to the economic development
of the beneficiary countries. Programmes which may not have such effect
within a foreseeable future are therefore not acceptable under our appro-
priations.

4. Since the goal is economic development, it follows that close co-
ordination must exist between the health, agricultural, industrial, educa-
tional, and other programmes. There must also be joint appraisals from
time to time to ascertain that the required resulis are being attained. It is
not enough to show that a hospital has been built or that the infant death rate
has been reduced some points,

5. Lasting results must be obtained. It is essential therefore that
there be long-range planning. The national health administration, for ex-
ample, must be developed to a point where it can itself assure the perma-
nency of a well rounded programme. It is also essential that the costof the
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programmes does not exceed what the country may be expected to provide
once outside aid has come to an end.

We are sure that these meetings which have been long overdue will
be of very material assistance to the cause of world health. Our job in
-Washingtonis to get American personnel - either for TCA or for WHO - into
the field and to give them all the assistance we are able to provide - assist-
ance which will increase the efficiency of those who are on the firing line.

The Public Health Service has played a large role in the development of
international health programmes. We point with considerable pride to the
influence that Dr. Williams and Dr. Hyde had in the early organization and
subsequent development of the World Health Organization. Similarly, in the
case of our bilateral programmes, the Public Health Service has been the
agencythat has encouraged, developed, and even crusaded for health activi-
ties. Today we are seeing our responsibilities continuing and increasing.
Some 160 Public Health Service officers are now detailed abroad in connec~
tion with bilateral health work. In the Division of International Health, we
have had the good fortune to be able to draw upon the resources of not only
the whole Public Health Service, but through the Service even to utilize re-
sources of our state and local health agencies.

Let me say particularly to the TCA staff here, you may be sure that
the Public Health Service is indeed proud of your accomplishments. We
hope that during this meeting you will point out to us our deficiencies and
suggest ways in which we may overcome them. We expect these meetings
togive us a clearer conceptof the programmes and the difficulties with which
vouhave to cope and how they may be met. These meetings should alsobring
a closer co-ordination and fuller co-operation between the World Health
Organizationand the bilateral field programmes. We will determine how the
deficiencies in one programme may best be supplemented by the other. We
expect to part from here with a feeling of mutual confidence and complete
solidarity, ready for achievement of the goals that we set out together to
-reach.

Dr. Scheele has asked me to give you his regrets that he is not able to
participate in these important meetings. He wishes you success in yourde-
liberations and expresses his hope that many of the problems which have
beset you in the past may be solved to the future benefit of world health.
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WORLD HEALTH ORGANIZATION - TECHNICAL COOPERATION ADMINISTRATION

JOINT STAFF CONFERENCE
February 12 through 19, 1953
Geneva, Switzerland

Certain Aspects of the U.S5. Public Health Service Evaluation of the
Institute of Inter-American Affairs Health Programme
by
Dr. George K. Strode
(Consultant, U.S. Public Health Service)
An address given on February 13, 1953

The actual launching of the co-operative health program of the IIAA
occurred with the activation of the first bilateral agreement with Ecuador in
February 1942. The inauguration of this programme was a projection of one
of the decisions of the third meeting of Ministers of Foreign Affairs of the
21 American Republics held in Rio in January of that same year.

Inaresolutionunanimously approved, the Foreign Ministers had recom-
mended the use of a binational health device as an instrument for furthering
the security and prosperity of the nations of the Western Hemisphere.

The Rio Conference had been convened against the backdrop of World
War II. It stands out chiefly as an achievemnent for a solid hemispheric front
inface of the Axis threat. But it was more than that - it was part of a move-
ment of international co-operation among the nations of the Western World
inthe health field that stretched back to the first half of the 19th centuryand
that witnessed in 1902 the establishment of the PASB,

Planning of the bilateral co-operative programmes had been from the
premise thatthe administrative mechanism of existing rnultilateral, national
or private philanthropic organizations could not be adjusted to take care of
the new foreign-political-technical work seen as necessary for the solution
of critical economic, food and health problems that were identified as ob-
stacles in the way of the attainment of either the immediate or long-range
goals. Although the activities of the Inter-American system, both govern-
mental and private, had prepared the way for the new programmes, it be-
came apparent that a new governmental device would be necessary.

The mechanism devised had two major parts:

l. A corporation in Washington to be known as the IIAA,
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2. A unit in one of the Ministries of the host government, generally
called the Servicio, to plan and carry out projects which would constitute
the programme in the host country.

The advantages of a subsidiary corporation like IIAA were:

l. Funds received by the Corporation are good until expended and do
not need to revert to the Treasury if not spent or unobligated at the end of
the fiscal year.

2. The corporation device makes itpossible to conduct operations in
foreign areas in accordance with local laws, customs and procedures
instead of those of the USA,

3. The autonomy of the members and board of directors of the corpo-
ration assists in efficiency of operation. ‘

The objectand purpose of the IIAA was stated in its certificate of incorpo-
ration to be '"to aid and improve the health and general welfare of the people
of the Western Hemisphere in collaboration with their governments'.

From the beginning the Institute's programmes were activated by agree-
ments entered into with governments of the neighbour nations. These were
established throughanexchange of diplomatic notes. This was generally
followed bya so-called '"Basic Agreement'' made between the representative
of the Institute and the Minister of Health. -

Under this agreement both parties provided contributions and agreed
to the establishment of a unit in the host government, the Servicio, as
already mentioned.

Furthermore the agreement provided that the Institute would send to
the host countrya small Field Party of professional and technical personnel
including usually a physician, engineer and nurse. Incidentally, the entire
cost of the Field Party was carried by the Institute.

It was provided that the Chief of the Field Party would also be Director
of the Servicio in the host government, subordinate to the Minister or other
designated officer in the co-operating Ministry,

Under the agreement, all work undertaken was to be broken down into
projects and before these were started ‘''project agreements' were signed
by hoth the Chief of Party as representative of the Institute and by the
designated officer of the local co-operating Ministry. This was to encourage
joint planning as wellas jointfinancing and execution of all work undertaken.
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Usually the first project agreement was the Administrative Project
whichprovided funds for the establishment and maintenance of the Servicio's
office and staff. All other project agreements had to do with specific under-
takings. It should therefore have been possible to appraise the cost of ad-
ministration as compared with total programme funds expended but because
of the pronounced tendency to charge many activities against administration
which should have been set up under separate projects, this could not be
done. To illustrate - in one country the engineering section of Servicio was
requested to design and prepare plans for a hospital to be built by another
agency; this was done and charged to Administration instead of setting up a
separate project.

Finally there were'"Completion Agreements' which, incidentally, were
initiated some years after the several programs started. This agreement
is a written document signed by the Minister and Chief of Party in which
both parties agree that work outlined in the project has been completed to
the point of logical transfer. It is also a complete record of programme
accomplishment whereas the project agreement sets forth quite properly
goals and plans. Completion Agreements can be of great value in self evalu-
ation of performance and in planning future undertakings. In actualpractice
the Completion Agreements left much to be desired. Made long after com-
pletion of the project and often by individuals who had replaced those re-
sponsible for the work, it was inevitable that many would be faulty.

In addition to the Administrative and programme projects there were
""Special Projects', which in every case were financed entirely by thelnsti-
tute, not the Servicios. The considerable Fellowship programme, the Field
Parties, the special conferences and translations of texts are examples of
activities carried as Special Projects,

It will be of interest at this point to total the several contributions that
were made to the co-operative programmes and to special activities during
the 10 years under review. These of course now appear as expenditures,

125 Special Projects 3, 382,965. 00
1540 Co-operative " 99, 632, 950. 56

Thus the total was 1665 projects $103, 015,915, 56 expenditures

The financial contribution ratio in support of the co-operative projects varied
from year to year and from country to country. In the earlier years
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contribution from the USA preponderated, but in the later years that of .
the host countries did so. For example in 1951 Venezuela contributed 92%,
Haiti 59%, Chile 75% and Brazil 95% of the co-operative funds.

There were technical contributions from both sides as well. Techni-
cians from the USA have always been small in numbers compared withthose
from the co-operating tountry. Some idea of the relationship is given by
the following:

In 1951, in all the co-operating couniries there were 110 Institute em-
ployees and approximately 7100 nationals in the field - 1:65.

In addition to the previously mentioned, there were Third Party Con-
tributions. For the most part these funds were put up by local governments
and local citizen groups as a further inducement to secure Servicio assist-
ance in some local projectsuch as a water supply, hospital or Health Centre.
The Third Party Contributions totalled approximately $10 million. In addi-
tion to money, contributions were also made in kind to an estimated total of

-$6 1/2 million.

Thus summing up all contributions, the total value may be given as
$120, 000, 000.

For a number of reasons it seems desirable to discuss in more detail
the Servicio. It is defined as 'the administrative framework within which
two countries party to a bilateralagreement pool a portion of their economic
and technical resources in order, in the case of health, to raise the health
level of the host nation and promote, develop and perpetuate a sound health
programme'’, '

The full title of this administrative device is usually - Servicio Co-
operative International de Salud Publica. In Brazil it is Servicio Especial
de Saude Publica. The name Servicio is probably Brazilian in origin and
was chosen by Dr. Dunham on one of his trips to Rio. He was following a
precedent he had found there.

It should be stressed thatsince the Chief of Party is also the Director of
Servicio, as is the rule, he is responsible to two masters. There is an in-
herent administrative weakness in this but it cannot be said to be too serious
as it has worked well over the years,
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The favourable features include the following:

l. Itprovides anorganizationalframeworkfor technical assistance.
Being an actual administrative unit of the host government, it forms an
established base of operations with firm lines of communication and con-
tact with other officials of the host government.

2. Thebasicagreements give to Servicio the privilege of operating
in a preferential setting. The Chief of Party does not need priorclear-
ance with Washington to approve projects and to put them into operation.
Serviciocanprocure directly and cheaply. I can adopt personnel prac-
tices, account and record keeping and other administrative procedures
which it prefers and thus demonstrate the advantages of good practice.

3. The fact that Servicio operations are continuous and not short
term, thattheyare concerned with performance of service and not "study
and report', has great value. It has brought to Servicio popularity with
people and their governments alike. '

4. It provides a base for training nationals:

(a) through in-service training;

(b) through a fellowship programme. Though the Institute
provides the fellowships it is Servicio that selects the candi~
dates., The latter can therefore be scrutinized over an ex-
tended period and errors in selection minimized.

5. It provides a stable base. Experience shows that political
changes have little effect.upon operations. All political parties appear
to endorse Servicio. .

6. The most successful development of a health programme cannot
be accomplished by the application of skills in the field of health and can-
not be accomplished by the application of skills in the field of health and
sanitationalone. Basic principles of general administration if developed
ina countryalong with the highly technical skills in such fields as health,
educationor agriculture, willgive greater assurance of optimal achieve-
ment. The Servicios offer excellent conditions to test and demonstrate
the best in general administration.

The unfavourable features are few:
l. Divided responsibility of the Chief of Party could result in play-

ing one party against the other. Though we found no evidence of this it
is listed as a potential danger.

2. The danger of Institutionalization and Self-Perpetuation.
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The mere fact that Servicio works in a preferential setting makes pos-
sible the development and maintenance of high level efficiency. It is under-
standable that there develops a sense of pride in a good piece of work and a
desire to protect it from losing ground. Reluctance to transfer it to the
normal authorities at the appropriate time, because of fear of regression,
has been observed.

A contributing factor in the situation is the length of time a Chief of
Party remains in one country. As the period lengthens, the more the Chief
of Party and the Servicio come to be regarded as permanent institutions.

In the chapter on General Administration a number of other subjects
are discussed including:

(a) Recruitment of Field Party Staff;

(b) Relationships of the Field Party and Servicio to the IIAA head-
guarters in Washington;

(c) The need for full time consultants to serve both the Washington
office and the field;

{d) Records and Reports.

These and much more I shall pass over except to say that Records and
Reports form an area which needs further study and can be improved.

PROGRAMME PLANNING

Good planning in any field is one of the most important functions of
management and the benefits from operations vary with quality of planning.

Before programme planning can be undertaken there must be a deci-
sion in regard to objectives. If these are clearly and specifically defined,
the programme can be precise and complete.

The chapter discusses the objections that pertained during the firsthalf
of services operations and those of the second half. In the latter period they
were more general incharacter. As aconsequence, evaluation of the second
period was more difficult.

The purpose of the Institute as defined by Act of Congress of August 5,
1947, was '"to further the generalwelfare of, and to strengthen friendship and
understanding among, the peoples of the American Republics throughcollabo-
ration with other governments and governmental agencies of the American
Republics in planning, initiating, assisting, financing, administering and
executing technical'programmes and projects, especially in the fields of
public health, sanitation, agriculture and education.
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. The Institute, in line with this objective, declared that the broad
aim of its postwar programmme would be to raise the level of living of the
people of the several American Republics.

The evaluators agreed among themselves that it would be extremely
difficult to determine the degree to which the co-operative health pro-
grammes were successful in raising the level of living of the people
in question. They recognized that many other influences were at work
besides health programmes to improve the standard of living and it
would take almost super-human powers to disentangle them. For this
reason they established the following criteria for their guidance in
evaluation.

l. The extent to which indigenous health organizations were being
developed and established.

2. The rateat whichprogrammes and methods were being incorpo-
rated into the permanent public health structure.

3. The extent to which health habits and practices of the people
were being influenced.

The Servicios, however, did have the official objectives before them
in planning their programmes,

The programmes varied from those of a limited scope like that
visited in Venezuela (cite) to those of a broad range of interests cover-
ing many public health subjects as was true in Brazil.

Planning, it must be realized, was a joint undertaking of the Chief
of Party and the Minister of Health. This made it easier or harder de-
pending on those two personalities and their motivations,

Once a programme had been agreed upon, one or more projects
were undertaken to carry it to a conclusion.

Our chief criticism of programme planning was that it was undertaken
with insufficient knowledge of the facts pertaining to the country and its
people. This was not universally true but frequent enough to justify the
recommendation th at before attempting todevelopa programme, anarray
of facts should be assembled, which would cover quite thoroughly the
following areas of knowledge.

l. Characteristics of the population

. (a) Tts racial composition should be determined since it is well
known that susceptibility or resistance to certain diseases are in some
way related to race.
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Tociteanexample, reference maybe made to the State of Tennessee
where it has been well established that the incidence of tuberculosis was
two or three times as high in the coloured as in the white population.
Another well recognized example is the resistance of the negro to hook-
worm disease.

(b) Its literacymustbe known since this will have value in deciding
upon the most effective means of communication that may be employed.
The techniques of health education will have to be adjusted accordingly.

(c) Its distribution geographically is likely to have direct bearing
onthe type of its disease burden and the ease with which itcanbe reached
ina programme of health betterment. If the population is predominantly
ruralthe problem of establishing contact between it and the health serv-
ice willtax the administrators inventiveness; this will be all the truer if
the rural population lives in scattered farms rather than in villages.

(d) Theage of the population should be established since programme
planning will vary in accordance therewith. If the population is a young
one with a large proportion in the lower age brackets and a relatively
short life expectancy, planning will be concerned with the healthhazards
of infancy, youth and early adult life rather than the diseases that char-
acterize old age such as cancer and the degenerative disorders.

(e} The occupations of a population should also be known and their
relative frequencies established since it is well recognized that certain
of them carry intrinsic health hazards. For example the lumberjack in
the endemic areas of jungle yellow fever is in special danger of con-
tracting the disease,

Among certain types of miners silicosis may be a hazard. The
factory worker from the rural areas appears to be especially susceptible
to tuberculosis. As a result of failure to have built up any resistance
because of the infrequency of the disease in the areas of his birth he suc-
cumbs more readily to it. This factor combined with poor housing, im-
proper diet and overcrowding places such a worker in a serious hazard.
Occupation then must be given due weight in planning health services.

2. Vital statistics of the population

(a) Anaccurate census is essential in every field of socialendeav-
our. It not only provides the information reguired to establish the char-
acteristics of the population, some of which have already beenmentioned,
it also permits one to calculate rates and establish base lines which are
50 necessary in measuring the effectiveness of health programs.
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(b) The number of births, deaths, marriages and divorces should
be known with appropriate breakdowns as o political sub-division in which
the event occurred, the sex and the age. An effort must be made to de-
termine the nature of the mechanism established for the collection of vital
statistics and the precision with which it functions, otherwise it will be
impossible to form a judgement as to the reliability of the statistics or
to determine how best they may be improved..

(¢} Knowledge of the causes of death and if obtainable the causes of
illness, willidentify the principal disease burdens of a population and be
of the utmost value in programme planning. Frequently the incidence of
adisease inanarea, or in an entire country, is unknown and just as fre-
quently no mechanism for ascertaining the facts exists, In such circum-
stances a field study to elucidate the subject by sampling the population
may have tobe undertaken. The prevalence of hookworm infestation was
not appreciated in many Latin American countries thirty years ago any
more than it had been in the southern United States, until spot surveys
were undertaken when it was discovered that infestation of the population
ranged up to 100% and actual disease varied from 10% to 50% or more.

(d) The average family income is important information to the pro-
gramme planner and should be an ever present warning to avoidactivi-
ties that call for contributions from householders beyond their financial
competence.

3. The number, location and capacity of institutions devoted to medical
and health problems serving a population

The majority of these institutions are concerned with the preven-
tion, diagnosis and treatment of disease. They include the local and state
healthdepartments with their health centres, specialized clinics and other
preventive services; the laboratories for the control of water, milk and
other food products and the diagnosis of morbid conditions: and the hos-
pitals of all types, specialized as well as general. In addition there is
another, smaller group of institutions whose importance cannot be over-
estimated. They are the research institutes which, in large measure,
determine the rapidity with whichadvances are achieved in medical care,
both preventive and curative. It should be added that often times the
institutions primarily concerned with the application of medicalknowledge,
such as hospitals, diagnostic laboratories and health departments, also
engage in research. Their investigations are as likely to be focussed on
administrative practices and organizations as on medical knowledge per
se.
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It is needful to secure a complete list of these several institutions,
to know if their geographical locations assure to the population ready
access to their facilities and to what extent they are capable of meeting
the needs of the country. ’

4. The number, distributionand character of medical and healthperson-
nel serving a population and the nature and capacity of institutions
which prepare such personnel.

Until facts are at hand as to the numbers of doctors, engineers,
dentists, dentalhygienists, hospitaladministrators, nurses, nurse-aids,
visitadoras, socialworkers, sanitarians, dieticians and other specialized
workers, there willbe difficulty in determining where expansion of train-
ing institutions is most needed. It must also be known the extent to which
such personnel is concenirated in urban areas especially in situations
where the principle disease burden of the population is carried by those
living in rural communities. Some estimate as to the quality as wellas
the quantity of workers inthe health and medical fields is highly desirable
though obviously more difficult to determine.

5. The nature of governmental structure with special reference to direct
and collateral responsibilities in the health field.

Though the Ministry of Healthusually carries the major obligation for
health services, this maybe shared by the Ministry of Social Welfare and
the Ministry of Social Security, where these exist, since they frequently
administer a part of, if not all, the hospitals and custodial institutions
of a country. The Ministry of Education frequently has the obligation to
maintain school health services and to this extent shares in the adminis-
tration of the nation's health services but its major responsibility has to
do, usually, with the preparation of medical and health personnel required
by those services. The Ministry of Public Works is likewise tied-in
closely to the health field in view of its role in the construction, and
often design of hospitals, health centres, water supplies, sewage treat-
ment plants and so forth.

The organization and the functions of each part of government that
carries a responsibility in the health field should be recorded.

6. The nature and importance of voluntary agencies in the health field.

These vary greatly from country to country. The Red Cross usually
conducts a health programme wherever organized on a national basis.
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In a number of countries a large part of the tuberculosis campaign and
the venereal diseases control work are conducted by voluntary organiza-
tions. Wherever this situation is to be found a careful analysis should be
made of their programmes, qualitatively and quantitatively, so that due
weight may be given to them in the total national health programme.

7. The social institutions, the customs and cultural traits of a people
should be known when planning a health programme. These are matters
thatare less easily identified and understood than the infectious diseases
for example, but they are egually important if not more so. The health
planner needs to be familiar with the current beliefs of folk-medicine and
the attitudes of people towards modern scientific medicine. He musthave
anunderstanding of the habits of the people, the motivations of individuals
and their goals in life. Caste and class structure must be known. Land
tenure laws, social legislation and housing are additional subjects inthis
field important to planning. :

8. The economic and financial potentialities, as well as present position
of a country, must be understood as a basis for realistic planning and a
means of protection against undertakings beyond the national resources.
The levelof productivity, the nature of the labour market, the trend towards
industrialization, the national income and the tax system are additional
matters requiring investigation and understanding.

9. Education, agriculture and industry, along withhealth form anaggre-
gate of inter-relationships and inter ~dependency thatdetermine inno small
measure the advances in all four directions. If the level of living of a
people is to be raised no one of them may be ignored. The planner in the
health field must, in consequence, understand the problems of education,
agriculture and industry and whenever possible, should seek ways and
means whereby the health programme will aid and reinforce that of the
others. '

10. The geographic and climatologic characteristics of a country have a -
direct relationship to many of its health problems. This stems not only
from the physical factors such as altitude, latitude, soil, insolation, tem-
perature range and rainfall butmany biological factors as well. The fauna
and floraare most important and determine in no small measure the health
hazards of an area. Knowledge of the nature of the sanitaryenvironment
of a population is essential. These characteristics cannot be neglected
if programme planning is to be of .a high order.
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The availability of such basic data is a first step in good programme
planning. Thencomes the task of determining what the outstanding prob-
lems are which are susceptible of solution within the economic and finan-
cial capacity of the nation and establishing priorities re their relative
urgency.

The individual projects generally were well prepared though they
fell short in failing:

1. To include terminal dates, without which there tends to be less
incentive to push the projects to a conclusion;

2. Toprovideforanorderlytransfer to the appropriate Government
agency.

The reasons for this might be:

(a) Fearing less efficient administration;

(b) Retaining for training purposes when other facilities exist;
(¢) Certain inherent difficulties that were not foreseen. Brazil
Amazon Valley.

Two further considerations in Programme Planning are worth men-
tioning.

l. Since in some Latin American countries private agencies play
important roles in Public Health, it is clear that joint planning with them
would be of considerable value. Furthermore since success of allhealih
programmes depends to a considerable extent upon an alert and informed
public, it is desirable that it should be brought into relationship with the
official planners. A NationalHealth Council, advisory incharacter, would
be a mechanism to secure co-ordination and broad public support. Such
a Council could wield a powerfulmoral force and bridge gaps whengovern-
ment changes. Such a recommendation is made.

2. Since there are International and Private Foundations operating
in Latin America a Clearing House Conference is proposed at both the
nationaland international levels. Benefits should accrue from joint plan~
ning and where feasible, joint action. )
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CULTURAL ASPECTS -
Development of successful public health programmes depends not
only on technical excellence of medical knowledge and practice but also
on the socio-economic potential of a country and readiness of a people to
accept new ideas and develop new habits. The economic handicaps of
Latin Americaare a function of relatively low productivity. Improvement
of its economic situation will come only by a rising standard of living.

Other problems with which public health programmes must cope
may be termed cultural problems. These stem from the greatdifferences
which exist between the ways of life and thought patterns of the people
towards whom such programrnes are directed and those who create such
programmes, and in part from lack of understanding of the factors which
make for the most effective human relations in any given situation.

In the evaluation survey this meant that the evaluators must under-
stand the ways of life, the value standards and particularly the beliefs and
customs of the Latin American people with respect to health and illness,
and mustknowalso the motivations of both public health personnel and the
people towards whom the programmes are directed, as well as their atti-
tudes towards each other.

Cultural problems must be studied and analyzed with appropriate
scientific methods. Inthis surveycultural anthropologists were emplovyed
but in any long-range programme sociologists and social psychologists
should also be called upon.

The chapter emphasizes the dual role in which the social scientists
were found to be of use:

(a) In participation in original planning.
(b) At the operational level.

In planning itmust be known what are the practical limits toany pro-
gramme. What the people are willing and able to accept. What they will
reject., What the social and econornic conditions are which must exist
before certain innovations can be introduced into a culture.

At the operational level, the role of the social scientist is that of the
educator. After determining the most practical programme, how canthe
people be convinced that it is really best for them, that it is in their
interest to adapt the new and abandon the old?

In terms of a public health programme, it seems to mean that health
and sanitation are not isolated parts of the life of a people. They arere-
lated to education, to social security, to economic productivity, todistri-
bution of income and many other things. Changes in the level of health
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may result from improvements in one or several of the aspects of cul-
ture just mentioned.

The anthropologist believes it is possible to bring about only limited
changes inany aspect of culture without accompanying changes in the other
aspects of culture. He believes it impossible to take a very backward
areaand introduce into it a modern first-class public health programme.

Fundamentally the problem is one of persuading people to drop old
habits and ideas and to substitute for them newones which heretofore have
formed no part of their conceptual world. The public health specialistis
not operating in a. vacuum. His subjects do not feel he is necessarily
bringing light on a problem about which they know nothing. The subjects
already have definite and hard-to-shake beliefs which they are as con-
vinced are correct as he is certain they are mistaken. They are not at
allsure the doctor's ideas are better than those of the curandeiro; inmany
cases they are convinced that they are inferior. ’

The Health Centre was the focal point of certain studies that the
anthropologistcarried on. Interviews took place with the doctors, nurses,
and sanitarians of the Health Centre. Door-to-door opinion surveys
were made of the populations served. Healtheducationprogrammes were
studied, A rather full account of folk medicine was secured as well as
information on the types of illness for which patients will consultdoctors
and those which they prefer to take to the curandeiro.

Several categories of data emerged from the studies:

1. Those related to ""Interpersonal Relation"

Genuinely sympathetic relationships between Health Centre personnel
and patients are essential for smoothly functioning programmes. Rigid
concepts of class and caste, innate fear and suspicion of the masses
towards other groups, hinder greatly good interpersonal relationships.

2. Those relative to Emphasis on Curative and Preventive Medicine

Whatever the merits of a public health programme based onPreven-
tive Medicine, the fact remains that the average Latin American is inter-
ested in doctors and nurses because they can cure his ills. In mostcases
he avails himself of services not primarily to keep well, but to get well.

The reluctance to seek or accept medical advice whenapparently well
is deep rooted. Health, it is thought, consists in feeling well; it is not
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possible tobe ill if one feels welland has no evident symptoms of disease.’
Since sickness is due to sins of omission or commission, or to fate or
luck, there is little a well person can or ought to do to keep himself well,
at least asfaras a doctor's attentions are concerned. It was noted, how-
ever, that good care when illness is present is an effective way to raise
the prestige of Western medicine. Gradually it is borne in on the people
that medicine is good for certain conditions and in time this will create
a favourable atmosphere for a preventive programme.

3. Regarding the Nature of Folk Medicine

It is desirable that Health Centre personnel should be better ac-
quainted with Folk Medicine. A rather lengthy description is given of this
subject, which I shall not try to trace. However, the point is made that
if patients come to believe that doctors and nurses are familiar with the
native's own ideas of health and sickness, approve of some of the curan-
deiro's treatments (e.g. isolation, bathing, specialized diet, herbal teas)
and demonstrate that for many things they, the doctors, have even better
. methods, it is very likely that greater tolerance for modern medicine
would be evinced.

The chapter ends on this note.

"One of the bestuses of the social scientist in the Institute's bilateral
health programmes is the directassignment to field parties of individuals
well versed in the most recent developments in their fields, both to do
generalized cultural research and simultaneously to gather specialized
information tofacilitate specific projects. Such a plan would make itpos-
sible for administrators and programme planners to have a continually
growing body of precise factual information which, judiciously utilized,
would eliminate much of the guess work which otherwise could not be
avoided. " ‘

TRAINING EDUCATION

The evaluation of Traihing and Education in the American Republics
proceeded from two broad principles.

1. Well prepared personnel is indispensable in the fuundation upon
which strong and effective organizations are built. Those whoestablished
the Servicios were fully aware of this and from the beginning, training
was accorded a high place among programme priorities.
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2. Training is not something separate and distinct from the whole
fabric of health services. It is a part of their warp and roof. The one
cannot be modified or altered withoutat the same time changing the other.

Personnel when prepared musthave a place for employment. Other-
wise training loses its primary purpose which is to assure good services.
This means that training of personnel on the one hand and facilities for
its utilization on the other, are in reality a single problem. Under ideal
conditions the two are in balance; but in the world of actuality balance is
rarely encountered.

Throughout Latin Americathere was observed a lack of trained per-
sonnel. This lack was especially obvious in hospitals where fully trained
nurses were inadequate in numbers and many hospitals were operating
without a single graduate nurse.

A similar situation was encountered inrespectto sanitary engineers,
Even physicians were insufficient in numbers if entire populations were
to benefit from health services. Except in the urban centres, there was

for one reason or another, little effort to provide services for everybody.

In Bolivia the entire medical corps was serving one-third of the popula-
tion; the other two-thirds were with services. In Brazil 75% of physicians
serve 24% of the population living in towns of more than 10,000. The
reasons for this situation are largely economic just as in other parts of
the world.

With large unsatisfied requirements for trained personnel in the urban
centres, and even larger ones in the rural areas, it appears that facili-
ties for the preparation of all types are inadequate., It is claimed that
there is not enough money to permit the employment of a larger number
of well trained personnel and the imbalance between resources and needs
cannot therefore be corrected by establishing more educational institu-
tions. This raises a problem that calls for diligent study. It may be that
by instituting better methods the existing funds could be made to cover
the needs more widely. The hospital situation may be used to illustrate
what we have in mind. The average hospital stay and therefore theaver-
age cost per patient can be lowered by improvements in the administra-~
tive, medical, nursing and therapeutic techniques. A well trainedhospital
administrator in a large teaching hospital in Santiago, Chile, lowered the
average hospital stay from 26 to 16 days within a few years. The saving
thus effected could be used toermploy additional trained personnel without
entailing an enlarged budget. The major question therefore may not be
whether a hospital can afford wider use of well qualified personnel but
whether it can afford operations without such.
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The staffing of health institutions, which include the hospitals, in-
volves quantitative as well as qualitative considerations. Probably there
never willbe sufficient trained nurses to perform all the traditionalfunc-
tions of nursing and it has become necessary toanalyze nursing functions
and decide which must be performed by the highly trained nurse and which
may be safely performed by a person of less training. Nursing functions
may be broken down into parts, each functionally distinguishable. Each
part is capable of creditable performance by persons of widely different
backgrounds and training and the resultant quality of the service may be
improved, provided the parts are integrated into a functional system that
operates asateam. The professionallytrained, insucha system, must be
the administrator responsible for training, supervisionand co-ordination.
The evaluators observed a number of situations in which sub-professionals
were used as a means of solving the quantitative aspects of staffing.
(Amazon Valley - Uruguay are examples). In none had the problem been
adequately met and too often quality of the work left much to be desired.
It was recommended therefore that the Servicios give greater aitention
and support to experimentationaimedat the elucidation and solution of the
problem.

I shall now discuss training as it relates particularly to the co-
operative programmes. The subject may be divided into two parts:

I. Training of Professionals
2. Training of Sub-professionals

Typically, these are physicians, dentists, nurses, sanitary engi-
neers but also include others with academic preparation such as hospital
administrators, statisticians, public health laboratory workers, health
educators, etc.

'Professionaltraining may be of twotypes - in-service and academic.
The former was used extensively in the early years of the Servicios.
Typically the sanitary engineer of the Field Party would associate him-
self with an unspecialized national engineer and in time, by on-the-job
training, the latter would become proficient. This was a slow process
but served an urgent need. In-service training however is importantalso
in maintaining quality service among the specialized. It should be acon-
stant preoccupation of administrators who are concerned with continuocus

improvements in performance.

The academic type of training has to do with specialization in public
health such as is offered by the schools of public health. In the early
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years of Servicio operations it was usually necessary to send nationals
abroad for such specialization and hundreds of Latin Americans were
sent. This eased the situation but did not solve it. Not until severalof
the host couniries had established and matured special schools or courses
was the outlook substantially brightened. Today the LatinAmerican may
choose among several institutions which teach in his native language and
in a culiural environment that is his own.

The men and women who have benefited or will do so as a result of
academic and in-service training are for the most part the product of the
professional schools of their own countries. The medical and healthserv-
ices of each country are conditioned in a very real sense by the nature
and quality ofthe medical, dental, engineering, and nursing education
offered in each.

Logically, any effort toadvance a broad health programme, onethat
neglects neither preventive nor curative medicine and that is concerned
with environmental as well as personal health, must take into accountall
such educational institutions. Because of the major role of the physician
in medical and health services it is appropriate to make special mention
of Medical Education.

It appeared to the evaluators that in much of LatinAmerica, medical
education was not at a level consonant with the best health and medical
interests of the countries. Improvements are underway, but in many
places much remains to be done including such things as:

I. Limitation of students so as to maintain a proper balance between
a proper balance between thermn and the facilities of the school. This is

far from easy in the face of a serious shortage.

2. Selecfion of faculty on the basis of teaching skill and scientific
productiveness.

3. A school plant withadequate space and equipment; control of hos-
pital wards for clinical training and good working relationships with the
health services to assure an adeguate experience in them.

4. A good modern library.

5. An adequate budget.

These changes will be difficult to realize and in many places will

have to be undertaken gradually. It is important however that a master
plan be developed to ensure that each change fits into it.
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Medical educationis not a subject that can be carried on in a vacuum
without concern for any but its own interests. [ shall discuss some of the
problems that seem particularly important.

Schools exist to train physicians but shall they devote their efforts
to meeting the quantitative needs of the countries or shall quality of their
product have priority?

Since only part of the populationenjoys medical services, some advo-
cate more physicians even at a sacrifice of quality. The evaluators agree
that this extreme p osition is not tenable if the best interests of the people
are to be safeguarded. Nor is the opposite position, in and of itself,
more tenable. The solution must lie between the two.

An important reason for these divergent views stems from the fact
that institutions charged with responsibility for education rarely carry
responsibility for providing medical services tothe people. The Ministry
of Health, which carries the latter responsibility, supervises or actually
operates the hospitals and medical care institutions as well as the health
services of the country. It is concerned with the procurement of doctors
in sufficient numbers and would choose, if that were possible, men who
had been prepared to operate its services efficiently, economically and
with understanding. But this Ministry usually has no voice in medical
education, nor do those who are responsible for it seem to give much
thought to the question of preparing its product to carry the load of cura-
tive and preventive medicine with enlightened socialunderstanding. This
situation needs for its solution comprehension and good will, rather than
money.

Medical education is costly in both time and money. Some have sug-
gested that amelioration might result if there were instituted a shorter
period in an academic institution, with an extended intensive vocational
period in the clinical fields. This suggestion, I believe, has already had
a trial in India where two types of practitioners were trained. Recently
it has beenabandoned. Another experiment of somewhat analagous nature
has been carried on for years in Fiji (South Pacific Islands).

The evaluators felt that medical education should receive a larger
share of attention by the Servicios than in the past. The mere fact that
no sure course of action can be suggested, other than continuous study
and experiment, should but add gist in accepting the challenge. Correla-~
tive to the subject, medical education is another that [ shall mention at
this time.
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I should like to suggest that a careful study or job analysis of the
physicians' work - an analysis not dissimilar to thatsuggested earlierin
regard to nurses - might prove most useful. It is reasonable to believe
that there are quite a number of functions performed by physicians which
could be performed by others. Indeed in many parts of the world this has
been going on for years. Examples are: Immunization campaigns, mass
treatment campaigns for hookworm disease and so on. The important
consideratlionis thatthe physician should never neglect nor lose responsi-
bility for training, supervision and administration of those who perform
a part of his functions,

This leads my discussion quite naturally to the subject - The Sub-
professional.

Two important questions are raised regarding the sub professional:

. How shall training be provided?
2. How shall recruitment be conducted?

As in the case of the professional, itraining mavy be in-service or
institutional in character. In either case it must be such as to ensure
competence to perform the limited tasks called for. As already noted,
the professional must carry responsibility for such training and it should
be continuous.

Inregardto recruitment the evaluators found little in the way of ex-
perience. Many people gquestion the value of the sub-professional on the
grounds that their educational background and understanding are such as
to unduly limit their effectiveness and that, in the long run, it is more
economical to abandon them in favour of the well trained professional,
Experience has already taught that reliance cannot be placed in the pro-
fessional alone. The sub-professional must be used. Poor recruitment
techniques may account for a good deal of the failure that has so often
accompanied their use. All too frequently it is felt that anyone can be
trained to be a sub-professional. No account is taken of the fact that the
sub-professional is called upon to perform a limited number of functions
and that these call for a limited range of qualities. Too often it is for-
gottenthat the qualities may be found as frequently in one class of society
as another. It iscertainly true that the gualities of kindliness, dexterity,
self-confidence, devotedness, reliability as well as intelligence and wis-
dom are not restricted to the educated classes but are to be found in all
strata of society. Given these qualities it should not be difficult to add
through training the technical knowledge that is required. The problem
is how to identify and, if possible, measure, such qualities so that re-
cruits maybe selectedaccordingly. We mustlook to psychologists, social
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and culturalanthropologists and perhaps other social scientists for help.
The task will be slow but not hopeless.

In looking back over the discussion in this chapter, it seems that
quantity is associated with the sub-professional and yuality with the pro-
fessional. First and foremost reliance must be placed on the shoulders
of the highly trained, well qualified professional for leadership in plan-
ing, in training, in supervision and in general administration of the lower
category. But there is one other point tobe emphasized over and over - it
is necessary to develop team consciousness among both the professionals
and sub-professionals. Unless the team functions smoothly and co-
ordinately, maximum benefit will not be achieved,

In conclusion let me emphasize that many lacunae continue to exist
in our knowledge re training and education - the Servicios are in a posi-
tionto sponsor, subsidize or conduct the study and experimentationneces-
sary to secure the knowledge that is lacking. It was therefore recom-
mended that they devote a larger proportion of their resources to the

subject.
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The meeting was opened by Dr. CHISHOLM. Dr. HYDE introduced the
participants from TCA, the United States Public Health Service and MSA; and
Dr. CHISHOLM presented the WHO participants.

The agenda was adopted.

Dr. CHISHOLM stated that he thought that this conference would be of
the greatest importance for the health of the world and that he hoped that it
would help to make the services of both TCA and WHO more effective to the
people with whom both were working. He sketched the situation inwhich WHO
did its work, emphasizing the autonomy of the specialized agencies of the
United Nations and the fact that WHO, with 83 Member States (of which T3 are
active) was one of the specialized agencies having a very large membership.
WHO had been in existence for four and a half years, following a two-year
interval in which an Interim Commission operated. The Organization in-
herited a variety of traditions, integrating the health work of the League of
Nations, the Office Internationale d'Hygiene Publique, UNRRA, the Pan-
American Sanitary Bureau and the Arab League. There had been a shift in
attitude, however, since the Organization began. From first establishing
priorities in a number of fields - malaria, venereal diseases, tuberculosis,
maternal and child health, environmental sanitation, nutrition and mental
health - and working chiefly in those fields, the Organization now had a more
general policy of assisting all governments at their request to take the '"'next
appropriate steps' in developing their own health services, the aim was not
to superimpose foreign ways but to try to produce an effect by taking advan-
tage of the customs and traditions of the country. WHO had one advantage
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over some of the other specializedagencies in that it was more homogeneous;
its Assembly and, even more, its Executive Board were composed of per-
sons working in the field of health. Because the members of the Executive
Board acted as individuals and not as delegates of governments, they were
able to give the Assembly direct technical advice relatively free frompoliti-
cal considerations which were the responsibility of the United Nations.

Dr. BRADY (United States Public Health Service) stressed the great
significance of the first fifty years of the present century, the magnitude of
the problems existing and the grave consequences of error in their solution.
In anage inwhichimportant discoveries, suchas antibiotics, had been made,
social forces were now being unleashed leading to efforts to bring about in
some countries within a few years the progress which others had taken cen-
turies to achieve. A highsense of values and judgment mustaccompany any
such attempt. The United States Government was keenly aware of the value
of directassistance ininternational health for both social and political prog-
ress in the world, and recognized WHO as the co-ordinating authority on
health and the permanent agency for channelling the assistance which such
agencies as MSA and TCA were giving in the health field. This was a new
venture; never before had such large numbers of technicians been actively
at work in so many countries in collaboration with their nationals. This had
come about within a very short time; the process of trial and error which
always occurred was still operating, and a joint appraisal of the work being
done was now needed. The United States Public Health Service hoped to
make proposals for improving the work later; in the meantime, he would
remind them of the following principles which, it was thought, should be
applied to joint work to be done by TCA and WHO:

(1) The health programmes carried out in a country with assistance
from TCA and WHO should be the health programmes of that country
and the responsibility of the national government concerned; there
should be no "WHO" or "TCA' programme.

(2) A co-ordinating agency within the country was therefore essential
to integrate the activities carried out by the government and external
agencies.

(3) The assistance given should contribute to the economic develop-
ment of the country.

(4) There should be close co-operation between those working inhealth,

agriculture, education and industry, and joint appraisals of the various
programmes from time to time,
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(5) Long-range planning was essential so that eventually the govern-
ments would be in a position to take over the programmes in which
assistance was given; this would mean that national healthdepartments
would have to be strengthened to the point where they could take over
the services provided, and that the cost of the projects should not ex-
ceed what the government could assume after foreign aid was removed.

Mr. ANDREWS (Administrator, TCA) pointed out that he had come not
to impart knowledge on health but to obtain it. There were a number of
things which he would like to see come out of this conference. The objec-
tives of TCA, in establishing a ''bold new approach', had been almostover-
advertised. In reality the programme was neither bold nor altogether new,
although it was a new idea for a government of one state to accept some
responsibilities for less fortunate countries, and to furnish technicalknowl-
edge, money and leadership for this purpose. The TCA programme was a
production programme - one of helping human beings to produce the things
they needed and might use. Only through increased production could stand-
ards of living be raised, and it was recognized that public health was anes-
sential element of production. He gave as an example the rise inproduction
in Germany parallel to progressive increase in calorie intake.

He pointed out that TCA was now working in 35 countries with a popu-
lation of over a billion, whose average annual income was the equivalent of
$41 per capita. These people had 0.17 of a docter per 1, 000; their average
span of life was 30 years, as compared to 63 in the developed countries;
other similar comparisons could be made. There was an endless job to be
done and on the part of TCA the demand for co-operation in doing it would be
almost aggressive.

The need for avoiding the pitfallof imposing the standards of the United
States of America on the peoples of the countries in which TCA was working
was paramount. The West, in dominating some areas of the East, had de-
stroyed without providing adequate substitutions; it had introduced some but
not all of the aspects of Western culture, and in some countries the bad
rather than the good elements had been absorbed.

Details would later be given by other speakers about the programmes
which the United States had helped to carry on in 18 Latin American coun-
tries for the past ten years; over 600 active health programmes were now in
operation. An excellent example of a programme successfully takenover by
a government was the one carried out in the Amazon area of Brazil, where
there were now 56 health centres serving some two million people. A few
years ago there had been 40 North Americans and 500 Brazilians directing
this programme; there were now no North Americans but I, 000 Brazilians.
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The following basic concepts were perhaps of importance:

(1) The people to whom assistance was to be given had to be taken as
they were found. It had been found advisable to start by giving them
what they wanted and what they themselves thought they needed.

(2) It was imperative to pay attention to the culture and the mores of
the people concerned and not to impose foreign standards on them.

(3) An attempt should be made to reach the greatest number of people
possible and to attack the most pressing problems first; it was essen-
tial to find out the greatest basic needs and deal with those instead of
trying to solve all problems at once; this Conference would undoubtedly
be valuable in ascertaining such needs.

(4) As stated before, the programmes of assistance should be pro-
grammes of the country, not those of TCA or WHO.

{5) Any programme started must be graded to the economic capacity
of the country to carry it on and conditioned by the government's will-
ingness to pay for it.

(6) Lastly, the time had come when it was not enough for TCA and WHO
just to stay out of each other's way; they had to work together as a
team.

Dr. SINAI (Director of the Office of Reports and Analyses, WHO) con-
sidered that this conference was a very rare and unusual one: It would be
the occasion not only for constructive criticism of health work but for adis-
cussion of the relationship of health to economic and social development. In
the conference itself, economics, sociology and the biological sciences were
all represented, as were many different geographical localities of the world.
He was impressed not only by the work which had been accomplished by
those present but also by the philosophies of those who had done it,

There were many examples of progress in the developed couniries
from which one might derive principles on which to base assistance given
to other countries, In recent years a new field linking medicine with the
social sciences had developed; it was not very appropriately called "medi-
cal economics, " Studies of the incidence of sickness and its cost had called
for economic support, and this development had led to studies involving actu-
aries and new types of administrators, who when they came to examine the
problems of economic values in health, encountered grave difficulties: The
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actuary's predictions and the administrator's workwere upset by the entry of
human relations into the picture. For example, there arose such questions
as the reason for increase in medical consultation when economic barriers
were lifted, and the social psychologist had to be brought in. Overcrowding
of hospitals had been found to be caused in some cases by total absence of
home care; this had involved other social problems.

Dr. Sinai stated that, in making the distinction between motivation and
financial gain, at least some industrialists had realized that values could
not always be measured in financial terms and that leadership must be cre-
ated in order to sclve social problems.

He pointed out that in countries inwhich economic development hadoc-
curred in the past, there had always been medical problems, but there had
also existed a fair level of education and a fair to good level of economic
support. On the other hand, in underdeveloped countries in which economic
development was taking place, the medical problems existed without the
educational levels and facilities or the necessary economic support to deal
with them.

There were two principles to be derived from studies of economic de-
velopment. One was that social development, economic progress and the
improvement of health form an inseparable triad; no one of the three could
move forward rapidly without the others. Health improvements could not be
planted in a sterile economic and social soil, and, conversely, economic
and social developments were greatly retarded by low levels of health.

The second principle was thatthe phenomenon of uneven growth in
health development was to be found all over the world., Even in a large, de-
veloped country a very small area with excellent health conditions often ex-
isted alongside one in which standards of health were very low.

If these two precepts were accepted it would put an end to such argu-
ments as those about the relative importance of health and education or
health and agriculiure. Schemes for makingmnder-developed areas produc-
tive would no longer be launched without their health aspects being taken
into consideration.

Dr.SHOUSHA (Regional Director for the Eastern Mediterranean, WHO)
mentioned the visit of Dr, Hyde of TCA to the WHO Regional Office in
Alexandria, at which it was agreed that co-operation between the two agen-
cies was needed at all levels, particularly in regions and countries. The
lack of a regional TCA official was deplored, and it was hoped that this gap
might sconbe filled. National co-ordinating committees had been established
in two countries, Egypt and Iran, and an appeal for the creation of others
had already been made to the other countries of the Eastern Mediterranean
reglon.
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On the technical side, there had been differences in the approach to
countries by the two organizations, and more uniformity in this sense would
be highly desirable. Joint project procedures were being prepared, and
there was no reason why TCA/WHO co-operation should not goahead, once
uniformity had been achieved.

Dr. Shousha made reference to a nursing project in Jordan in which
WHO and TCA were both participating, and noted a number of examples se-
lected from the WHO programme for 1953 in which TCA might co-operate to
the benefit of countries whose requests might otherwise remain unfulfilled
as a result of financial stringency. Such projects were: The one for rural
sanitation in the health demonstration area in Egypt, the bilharzia projects
in Egypt and Jordan, malaria work inIran, the malaria demonstrationcentre
in the Hezirah area in Syria, and the award of fellowships.

Dr. SOPER (Regional Director for the Americas, WHO) reiterated the
importance of the present conference. He recalled his experiences in 1920
in Brazil, when the health work of the Rockefeller Foundation was succes-
sively ascribed by the local population to religious, commercial and impe-
rialistic motives. He also gave illustrations to show that the question of
development or under-development depended on the point of view, and that
it was not enough to tell nationals of one country how things were done in
another.

He mentioned some of the problems of co-ordination of health work which
had been encountered in the Americas, between the Rockefeller Foundation
and the Pan American Sanitary Bureau, and went on to describe the prog-
ress towards co-operation between TCA and WHO which had been furthered
by holding joint meetings monthly in Washington and by giving identical
instructions to field chiefs and zone representatives of the two organiza -
tions. Co-operation among a number of organizations interested inmedical
education in the Americas had been furthered by a series of meetings begun
by Dr. Hyde in 1951. He used the case of Aedes aegypti eradication in his
region to illustrate the difficulty of obtaining at first the necessary interest
of governments which could not see the need for such a programme.

Dr. Soper stated that although TCA/WHO co-operation was good in the
Americas, the work of the twoorganizations was not co-ordinated adequately
at the planning stage of projects or in their fellowship programmes.

Dr. MANI (Regional Director for South East Asia, WHQ) Stated that in
1952 agreement had been reached between himself and Dr. Hyde on:

(1) The prior need in the South East Asia Region for malaria control
and for the supply of pure drinking water in rural areas;
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(2) The need for joint consultation before TCA and WHO decided on the
fulfillment of regquests from governments.

Of these first steps, only the question of water supplies was still
unsettled.

TCA was now operating in five out of the six countries in his region,
and was doing a substantial amount of health work in four of them. Mutual
agreement on co-operation and a certain amount of planning had already
been obtained; the problem now was how to work together.

Like Dr. Shousha he felt the need of an opposite number in TCA, ap-
pointed on a regional basis, with whom daily conferences could be held, in
addition to direct contact at the country level., National co-ordinating com-~
mittees had been established in almost all the countries in his region, and
WHO had appointed or was appointing area representatives to work directly
with them. TCA should also work directly with these committees.

WHO had assisted particularly with the control of communicable dis-
eases and with education and training in the region. The large programmes
of communicable disease control were now beyond the financial resources of
WHO and could with much benefit receive assistance from TCA. How toco-
ordinate the work in education and training remained a problem which could
perhaps be tackled at this conference.

Neither WHO nor TCA had yet done very much about environmental
sanitation, health education or nutrition in the region. Eifforts were being
made to introduce sanitation into the fifty community development projects
in which the United States was assisting. Drainage and sewerage were im-
portant problems, but the supply of safe drinking water mentioned above was
perhaps even more urgent, and it was more feasible to work on this problem
than on the others at the present time. In health education differentmethods
had to be used; the high-grade propaganda popular with Western people was
utterly lost on the people of Asian villages. Widespread malnutrition was
an enormous problem, being a normal accompaniment of life in many areas;
there was a need to increase calorie intake and to produce more milk inthe
region, and it was hoped that the present conference would thyow some light
on these urgent problems. ‘

Dr. Mani stated that the stimulation of schemes for building hospitals
in his region might not be wise, since some governments had inadequate
resources even for running the existing hospitals.

Lastly he mentioned the universal shortage of urgently needed medical
supplies.

The meeting rose at 12:30 p. m.
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Dr. FANG (Regional Director for the Western Pacific, WHQ) said his
experience of bilateral agencies had been principally with M5A. Apart from
the Americas, the Western Pacific was the first WHO regional office tocome
into contact with American bilateral organizations. He recalled particularly
the "Griffin Memorandum' issued by ECA (predecessor of MSA) in November
1950 which gave directives making co-operation not only possible but effec-
tive. There was a Chinese saying that '"a good time never lasts'' and unfor-
tunately, following a change in persomnel, full comprehension of the spirit
so clearly outlined in that Memorandum had been less evident. Neverthe-
less, the collaboration established had been close, cordial and friendly.
This did not exclude the desirability and the possibility of further improve-
ment. All parties were harmed by misconceptions such as that MSA assist-
ance to governments was a supplementary contribution to WHO.

Although the statements of Dr. Brady and Mr. Andrews covered most
of the points he had intended to raise, he felt that it wauld not be superfluous
to emphasize some of them. Firstly, co-ordination commiitees now estab-
lished in many countries should not be centres for exchange of information
only, but should be developed into centres for joint planning. Secondly, it
should be generally accepted that all efforts should be directed to one ob-
ject - effective assistance to governments in the attainment of higher stand-
ards of health for their peoples. Thirdly, he hoped that the statements of
Dr. Brady and Mr. Andrews would be included in the briefing supplies to
all staff going into the field.
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Finally, Dr. Fang felt that it was important that TCA should provide
for consultation on a regional basis.

Dr. Begg (Regional Director for Europe, WHO) thought that, although
what he had to say was not particularly related to the present conference,
it would be of interest to outline the WHO approach to healthproblems in
Europe, an approach which must be different to that for other regions, and
to describe what had happened to Europe in the post-war period. Some of the
mistakes made by countries and international organizations were mistakes
which tended to be repeated from country to country and region to region,

The end of the war had seen some European countries severely devas-
tated and all of them economically damaged. Institutions had been wrecked
and personnel lost, and after a long period of technicalblackout they had besn
faced by major problems in controlling some communicable diseases, such
as venereal disease and tuberculosis. During the post-war period 1945-48
many agencies had poured relatively large amounts of supplies into European
countries and although some were put to good use, others had been com-
pletelylostin terms of recovery of the country, because of the lack of ade-
quate supervision. There had been, nevertheless, an outstandingly success-
ful training problem in the course of which hundreds of medical personnel
emerging from the blackout period had learned of the technical advances
which had occurred in that time.

On the other hand it had been found that, in general, the long-term
assignment of technical advisers was unsuited to needs of European coun-
tries. As a result of that lesson, WHO had turned to the use of anentirely
different type of advisory personnel, employing for relatively short periods
high calibre personnel normally occupying teaching positions in their own
countries. Dr. Begg wondered whether even the use of that type of tech-
nical advice was likely to continue in Europe. WHO had learned. that such
personnel could build up a relationship with the personnel of the country by
repeated visits and could arrange for the reception of such personnel in
institutions in their own countries, and so on, Apart from these benefits,
however, WHO was beginning to doubt whether the use of consultants was
properly applicable to the European region.

From 1948 onwards, therefore, WHO had been dealing with some of the
problems on a regional or inter-country level. A series of activities had
been developed which could be grouped under three headings: (1) Studies of
health problems and health services; (2) exchanges of experience where ex-
perience had been sufficiently stabilized; and (3) broad development of edu-
cation and training.
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The need for the first type of activity, studies of health problems and
health services, which should be preliminary to other activities, was fre-
quently overlooked. Such studies brought to light many mistakes which had
been made in setting up services and much experience of value to European
countries and perhaps also to others.

In the second type of activity, WHO had brought together responsible
technical personnel to exchange their experience on a wide variety of health
topics. Europe was less interested at the present in communicable disease
but was facing suchproblems as industrial medicine, environmental sanita-
tion and mental health, WHO had found that a conference or seminar called
for no other purpose than the exchange of information achieved results which
had been unattainable through the development of projects of direct assist-
ance to countries. As an example, Dr. Begg recalled that during the post-
war period WHO and UNICEF had been ready to use penicillin on a large
scale to combat venereal diseases. There had been no shortage of peni-
cillin or of personnel but a factor peculiar to Europe had been encountered-
that success in the treatment of syphilis depended not so much onusing new
weapons, but on discarding old ones. Consultant after consultant failed in
European countries to persuade leading dermatologists and venereologists
that penicillin was the weapon which would conquer the disease. The dii-
ficulty was solved after three years by bringing together the older and the
younger men in a conference - at a cost of $8,000, From that time on,
syphilis eradication campaigns had succeeded in many countries.

With regard to the third type of activity Dr. Begg said that training
methods accepted all over Europe before the war no longer suited the needs of
the health services, and there was a desire to readapt training and to set up
new institutions. It was felt that this could be dealt with on the international
plane., The European office had a fellowship programme which tended more
and more to emphasize group training, which was not easy to organize on a
national level. In undertaking this activity the Regional Qffice had met an-
other problem and stumbled on its solution. In the most highly developed
countries of Europe there could be found a whole series of isolations of medi-
cal personnel and health personnel generally - people restricted to their
own little areas and ignorant of related fields in their own countries. That
undesirable state of affairs was not being solved on a national basis, but the
regional programmes of WHO tended to remove isolationism and restore
perspective.

Dr. CHISHOLM (Director-General, WHO) regretted the absence of
Dr. Daubenton, Regional Director of WHO Office for Africa. Hitherto there
had generally been no Technical Assistance activities in Africa except in
Liberia. However, aquite considerable programme of Technical Assistance
inAfricahad beenplanned by WHO beginning in 1953, but this programme was
threatened by the limitation of funds for United Nations Technical Assistance;
as all these projects were ''new' none could now be implemented.
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He called on Mr. Perlstein, the Chief of Field Operations of the Paris
Office of UNICEF. That office serviced a very wide area comprising the
African and a large part of the Eastern Mediterranean Regions as well as
Europe.

Mr. PERLSTEIN (UNICEF) outlined briefly the major principles gov-
erning UNICEF aid:

l. Itwas tobe givenwithout discriminationas torace, creed or politics.

2. It was to be given to couniry programmes run by the government
or by voluntary or other agencies endorsed by the government, the govern-
ment or agency was to provide funds or local services to match whatever
aid UNICEF was giving.

3. Finally, althoughemergency helpwas stillbeing rendered, it should
be given preferably to permanent programmes having an influence on the
wellbeing of large numbers of children.

The Executive Board of UNICEF was composed of representatives of 26
countries who voted its funds. The Board had a permanent committee which
examined closely all requests for help, Their Asia office was in Bangkokand
‘there were sub-area offices inBrazzaville for Africa South of the Sahara,
Lima for South America, and Guatemala City for the Caribbean region. He
felt that the specialized agencies were technically competent to give advice,
to teach and to set up demonstrations and model programmes; they provided
supplies only as an adjunct. Under TechnicalAssistance supplies were pro-
vided in connection with those projects which could be demonstrated as in-
fluencing the economic development of a country. UNICEF could give both
forms of aid.

Mr. Perlstein concluded by mentioning some types of programmes de-~
veloped with the assistance of UNICEF supplies and with the complete and
cordial co-operation of WHO. In malaria control UNICEF had helped in all
continents with the exception of North America and Australia. In yaws, bejel
and syphilis it had assisted in South America, the Caribbean region, Europe,
Asiaand Africa (Liberia); suchaid would probably be extended to more coun-
tries in the future. UNICEF had given assistance to trachoma-control pro-
grammes in North Africa and in Europe; its BCG campaigns were well-known,
and it had also helped to establish DDT plants in Egypt, India, Pakistan and
Cevylon, penicillin production in India and in Chile and sera and vaccine pro-
duction particularly in Asia but also in Europe and South America.

Finally, he said that co-operationwith TCA, in the particulararea with
which he was directly concerned, was only beginning. It was more ad-
vanced in Asia. In the Eastern Mediterranean Region (Jordan) it had been
very close and in Africa there had been some co-operation in Liberia. He
hoped that future co-operation would be positive and not confined simply to
preventing duplication.
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Dr. CHISHOLM said that relations between WHO and UNICEF all over
the world were now excellent. Consultation took place before commitments
were made; that was the proper time for it. The two agencies had become
to a great extent mutually dependent on each other's resources.

The meeting rose at 4 p. m.
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In opening the meeting Dr. Hyde, replying to the wish expressed by the
‘Regional Directors of WHO that there should be anopportunity for consulta-
tion on a regional basis, said that TCA was moving in that direction as fast
as it could. Already Dr. Robbins was consulting with Dr. Mani on work in
South East Asia; TCA was actively recruiting for a similar post in the Near
East; he hoped to be able to announce during the Conference the appointment
of a sanitary engineer to the same area.

When recruited, this type of personnel would be stationed in Washington
because TCA had no regional offices; moreover, frequent contact of per-
sonnel with Washington was considered desirable.

Dr. STRODE (Institute of Inter-American Affairs) in introducing his
summary of the United States Public Health Service evaluation of work of the
IIAA, outlined the developments leading to the setting up of the Institute and
its work in Latin America on which the evaluation had been based.

A survey team of eight persons first spent four months in the field ob-~
serving work in Chile, Ecuador and El Salvador; spot surveys by smaller
groups were made in the other 15 countries. The team first examined every
active project in the three countries and reviewed a number of partially ac-
tive projects. After the data were compiled the Chiefs of Field Operations
went to Washington to analyze them.
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The study was divided intoc three sections: (1) The background of the
projects on which the original plan had been based; (2) the approach which
had been made by the field staff in its efforts to improve the background,
and (3) the actual accomplishments in solving the problems.

The report was sub-divided into ten chapters, on a few of which he
would give some comments: I, Background; 2. Cultural Aspects; 3. Gen-
eral Administration; 4. Programme Planning; 5. Sanitation;6. Specific
Diseases and Nutrition; 7. Training and Education: 8. Nursing; 9. Health
Education; 10. Hospitals and Health Centres.

There was a final chapter giving a summary of the evaluation. The
summary would shortly be available.

The co-operative programme of the Institute had been launched inexe-
cution of the first bilateralagreement with Ecuador inFebruary 1942 arising
from a decision of the third meeting of the Ministers for Foreign Affairs of
the 21 American Republics in Rio de Janeiro in January 1942. The adminis-
trative mechanism consisted of: (1) The Corporation in Washington; (2) a
unit in a ministry of the Host Government, generally called the "Servicio',
to plan and carry out the projects.

The advantages of a subsidiary corporation such as the [IAA were that:
(1) Funds received were available until expended and did not automatically
return to the treasury if unspent at the end of the fiscal year; (2) operations
could be carried out in foreign areas in accordance with local laws, cus-
toms and procedures; and (3) the autonomy of the members and Board of
Directors of the Corporation promoted efficient operation.

By an exchange of diplomatic notes, bilateral agreements were made
between the Institute and the governments, followed by further agreements
between the representative of the Institute and the Ministers of Health, under
which both parties provided contributions establishing the "Servicios'. The
agreements stipulated that the Institute would send to the host countrya
field party of which the entire cost was borne by the Institute and which
usually included a physician, engineer and nurse. They provided that the
Chief of Field Party should also be Director of the Servicio in the host
government, subordinate to the Minister or other designated officer.

The work undertaken was catalogued by projects, given status by proj-
ect agreements. Usually the first project agreement was the Administrative
Project providing funds for the establishment and maintenance of the office
and staff of the '""Servicio'. Other project agreements dealt with specific
undertakings.

- 57 -



The fellowship programme, the field parties, special conferences and
translations of texts were ''special projects' financed entirely by the Insti-
tute.

The cost of the 1, 665 projects carried out during the ten years under
review was approximately 120 million dollars.

Dr. Strode said that, although there seemed to be an inherentadminis-
trative weakness in the fact that the Director of the "Servicio' as Chief of
Party, was responsible to two masters, in actual practice the device had
worked well. Its favourable features were:

l. As an administrative unit of the host government it provided firm
lines of communication and contact with other officials of the government;

2. The Chief of Party had considerable autonomy with regard to ap-
proving projects, purchasing goods and services, and adopting personnel
practices;

3. Its operations were such that it achieved popularity with people and
government alike;

4. It provided a basis for training nationals working with the "Servicio"
and by fellowships provided by the Institute,

5. The "Servicio' possessed stability even in countries with political
instability.

6. The "Servicio" provided a mechanism to improve generaladminis-
tration as well as technical skills. The unfavourable features were the di-
vided responsibility of the Chief of Party already mentioned, and the danger
of self-perpetuation.

The preferential setting in which the '"Servicio' worked made a high
level of efficiency possible, and it was understandable that pride in a good
piece of work and the desire to prevent its losing ground were the cause of
some reluctance to transfer the project to the normal authorities at the ap-
propriate time.

Too often programme planning was undertaken with insufficient knowl-
edge of the facts. Before developing a programme the following information

should be assembled:

1. The characteristics of the population - its racial composition, geo-
graphical distribution; occupations;

2. Vital statistics;
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3. the number, location and capacity of medical institutions;

4. the number, distribution and character of medical and health per-
sonnel;

5. the nature of governmental structure, with special reference to
its direct and collateral responsibilities in the health field;

6. the nature and importance of voluntary agencies in the health field;
7. the social institutions, the customs and cultural traits of the people;
8. economic status and potential;

9. problems concerning education, agriculture and industry; and

10. the geographical and climatological characteristics of the country.

The individual projects were generally well prepared, though agree-
ments often failed to include terminal dates thereby decreasing incentive,
and to provide for anorderlyiransfer to the appropriate governmentagency.

The survey team alsorecommended the establishment of national health
councils for securing broader public support and bridging gaps due to changes
in governments. Clearing-house conferences on both national and inter-
national lévels would also be of value.

The chapter on cultural aspects had been writtenby an anthropologist,
who emphasized the fact that developing a successful public health pro-
gramme depended not only on technical excellence but on the readiness of
the people to accept new ideas and new habits. In any long-range programme
sociologists and social psychologists should be called upon to participate
both in the early planning and in operations. Several categories of data
emerged from the studies, relating to inter-personal relations, toemphasis
on curative and preventive medicine and to the nature of folk medicine.

Training was accorded a high place among programme priorities be-
cause of the lack of trained personnel throughout Latin America. Probably
there never would be sufficient trained nurses to perform all the traditional
functions of nurses; it was necessary to analyze nursing functions in order
to discover which could be satisfactorily performed by sub-professionals.

It appeared to the evaluators that much remained to be done toimprove
medical education and that this should receive a larger share of attention
from the ''Servicios' than in the past. One important problem was the rela-
tive importance of quality versus quantity in medical education. The team
felt that there had to be some sacrifice of quality for quantity.
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Although the effectiveness and economy of using sub-professionals had
been questioned, experience had taught that their use was a necessity. Poor
recruiting techniques might account for some of the post difficulties. The
problem was how to identify and, if possible, measure certain character
attributes in recruiting personnel.

In conclusion, the team felt that there was still much to be learned re-
garding training and education. "Servicios' were, they thought, in a posi-
tion to sponsor the experiments necessary toobtain the required information
and it was suggested that they should devote a larger proportion of their
resources to the subject.

SELECTED COUNTRY PROGRAMMES

Dr. HYDE introduced three TCA field workers, Dr. Gandy, Dr. Palmaquist
and Dr. Warner, to give brief summaries of the work accomplished in the
countries in which they were working:

Dr. GANDY (Director of TCA, Chile) stated that a common under-
standing, mutual respectand the ability to readjust the basic concepts of pub-
lic health to local conditions were fundamental in achieving the gl toward
which both WHO and TCA were working.

The co-operative programme of health and sanitation inChile began in
May 1943, when an agreement was signed and the mosteffective manner of
operating joint programmes was formulated. The agreementrepresenteda de-
parture from the routine methods of procedure. It placed the co-operative pro-
gramme on the operating level, provided for anInter-Americanco-operative
"Departamento' of health to be placed within the Chilean Public Health Service
on an equal technical basis with the other departments of that Service;an
official of the Institute of Inter-American Affairs was named honorary chief
of the Departamento; other American technicians were given officialgovern-
mental titles, and United States technical personnel were thus placed on a
legal working basis with their Chilean counterparts. The chief was respon-
sible for policy and programme development. This arrangement greatly
strengthened the public health service and avoided the existence of competi-
tive health programmes.

In 1942 Chile had been considered more in advance in its public health
services than other Latin American countries because of early legislation
in social security and preventive and curative medicine, but the Public
Health Service had become litile more than an administrative organization
with considerable legal power but without health programmes, and required
strengthening.
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The most serious health problems in Chile at that time were infant
mortality and tuberculosis. In 1943 the infant mortality rate was 172. 9 per
1, 000 live births, and the tuberculosis mortality rate 234.6 per 100, 000,
The picture had been greatly complicated by the division of responsibility
for medical care and preventive services among the variocus social security
and health agencies, resulting in duplication of services and emphasis on
care rather than prevention.

To help solve this problem the co-operative health programme wasdi-
vided into (1) impact programmes to help with the immediate problems, and
(2) long-range programmes to ensure the development of a strong health
department. Both were important.

Four different urban areas were chosen for health demonstration pro-
grammes. In these areas health centres were constructed with house to
house groups working in maternal and child health, tuberculosis, venereal
diseases and environmental sanitation. The family was treated for the first
time as a unit. The health activities were co-ordinated under the direction
of the Public Health Service. The best personnel available from the United
States Public Health Service was used in the development of the sanitation
pProgramime.

The inadequate compensation of health workers had been a deterrent
to the success of public health programmes in Latin America, and the co-
operative service had provided a mechanism to remedy this situation in
.Chile. Technical standards were raised, and the training of personnel had
been given particular attention, by the provision of local training and, with
the help of a number of outside agencies and the University of Chile, by the
strengthening of the University's School of Public Health. Assistance was
also given to the School of Medicine and the Nursing School. With the long-
range programme put into effect, the health projects became a part of the
Chilean Public Health Service..

Dr. Gandy listed as the outstanding accomplishments during the past
ten years:

(1) a law passed in August 1952 creating a National Service of Health
combining the medical services, both curative and preventive, of
four of the former services;

(2) the training of 717 technicians by the School of Public Health atthe
end of 1952;
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(3) the fall in infant mortality rate from 172.9 in 1943 to 128. 6 in 1951,
and in tuberculosis mortality rate from 234.6 to 127. 7 during the
same period;

(4) the establishmentof 18 healthcentres by the healthauthorities them-
selves in addition to those established by the co-operative health
programme, as an important part of community health facilities;

(5) the increase in the annual budget from around 30 million pesos in
1943 to over 550 million in 1953, and

" (6) the financial support now being given to the co-operative health
projects by the Government of Chile.

It would be difficult to say how much would have been accomplished
without the aid of the Institute and other organizations. Dr. Gandy pointed
out that errors in judgment as tothe time when financial aid should be with-
drawn from a given project might cause serious difficulties; also the need
for gearing technical aid to the state of development of the people and coun-
try concerned could not be over-emphasized. There would be no question
of “turning over''the projects which he was describing to the Government of
Chile, since they had always been a part of the governmental agencies con-
cerned and directed by them with the technical assistance of the Institute.

He then went on to speak of some of the disappointments of the pro-
gramme; it had been shown that for success in combating tuberculosis, for
example, moreaattention must be given to sanitation and nutrition in rural
areas.

Dr. Gandy mentioned some of the plans for the rural demonstrationpro-
grammes which were being carried out, in which much attention was to be
given to environmental sanitation, the improvement of housing and agricul-
ture, and the development of community organization, in addition to work in
communicable disease control, maternal and child health, and health
education.

Finally, he described the successful co-operative work which the Insti-
tute had carried out in Chile with such agencies as WHO, the Pan American
Sanitary Bureau, UNICEF, and the Rockefeller and Kellogg Foundations.

Dr. PALMQUIST (Chief of the Health Division, TCA, Iran) after de-
scribing the geographical and political features of that country, said that
though malaria had been the most serious health problem in Iran, it had now
yielded pride of place to those diseases resulting from poor environmental
sanitation - the enteric disorders, helminthiases, and trachoma. Although
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the statistics available were notoriously unreliable, the infant mortality rate
could be said to be about 500 per thousand. There were empty hospital and
dispensary buildings which were being built faster than personnel could be
trained to run them. The country's own seven-year plan had been inopera-
tion for at least three years. It was financed by the oil revenues, and a
Health Section devoted to preventive medicine had been set up apart from
the Ministry of Health, which had had only a hospital programme. In the
fall of 1950 the Health Section was moved to the Ministry of Health to form
its new Division of Preventive Medicine.

Dr. PALMQUIST said that the objectives of TCA's co-operative pro-
gramme of public health were: (i) to facilitate the development of public
health, especially the prevention of disease; (ii) to stimulate and increase the
interchange between Iran and the USA of knowledge and techniques in public
health; (iii) to promote and strengthen understanding and goodwill between
the peoples of Iran and the United States of America and to foster the growth
of democratic ways of life.

At the present time TCA had 29 American public health personnel in
Iran. About nine of them were in Teheran, the others were in the provinces.

During the fiscalyear 1952 (July 1951-July 1952) it had spent about seven
million dollars on the health programme and would spend about six million
dollars in the fiscal year 1953.

TCA's funds gave it an advantage in enabling it to make an impact and
immediate start in Iran at that particular time. On the arrival of TCA per-
sonnel in the country in April 1951 they had found the malaria programme on
the point of collapse, and in 1952 the economic situation of the country was
such that there could have been no progress without TCA aid. It was a
source of gratification that the malaria programme had thus been enabled to
carry on. During the past yvear two and a half times as much had beendone,
12, 659 villages being sprayed with DDT and the work affecting four million
villagers. The work of the Malaria Institute, aided by the WHO advisory
unit, had achieved excellent results, and it was believed that in another two
or three years control in that country would be achieved.

TCA was placing emphasis on its demonstrationand training programs,
in which overlapping with WHO was being resolved.

The most significant development recently in Iran was the setting-up
of the co-operative '"Bureauof Local Health Services' as part of the Ministry
of Health. In principle this was much the same thing as the ''Servicios" of
Latin America. Inlran there had been encountered much the same difficulty
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as had beenencountered in Latin America. Lowsalaries of the civilservice,
for instance, gave rise to difficulties, and the Bureau was an administirative
device which, among other advantages, gave an assurance that whatever
progress was made in the improvement of public health would have some
chance of being maintained.

Dr. WARNER (Chief of Health Division, TCA, India) said that the agree-
ment for TCA participation in programmes in India had been signed a vyear
ago on 5 January. It should be recognized that India in some ways was a
new country; it had gained its independence only five years before but had
inherited all of the economic and social problems of centuries past, In its
first year of independence it had faced a tragic situation, with floodand fam-
ine and six million refugees. This had cut deeply into the resources of the
country. '

It had started on a five-year plan which was carefully thought out and
in which medical care played an important part. Because of financial and
economic problems and the autonomy given to the 26 States co-ordination
had been difficult.

India was two thirds of the size of the United States, with 356 million
people, about 85% of whom lived in villages and 80% were illiterate or al-
most so. Most of the jurisdiction for health had beengiven to the States; the
centre had very limited powers of co-ordination and leadership, although
both had a joint responsibility for the control of epidemics, etc. Adminis-
trative channels were not always clear, and the relationship of the central
government with the States was ill defined. Some progress was now being
made, however, in smoothing out these difficulties.

The health problems within the country were great: There were ap-
proximately 200 million cases of malaria, with a million deaths annually
attributed directly to malaria and another million to whichmalaria contrib-
uted. The life span was from 28 - 30 years, and half the deaths were among
children of under twelve years of age. The enteric diseases, malnutrition,
smallpox and tuberculosis were among other important health problems.

When TCA began its work in India it found that there had been much
work done before by outside agencies, first by missionaries and later by the
Rockefeller Foundation, WHO and UNICEF, but there was little co-ordination
between the Agencies working within the country. Dr. Warner had been as-
signedas both consultant to the Ministry of Health and Chief of Health Services
in the TCA Mission.

The firsteffort had been to support the five-year plan and then totryto
correlate the services - those of health, agriculture, education, rural de-
development, etc. TCA's workin India had been concerned mainly withfive
different problems:
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(1) It had tried to strengthen the health administrations by bringing
aboutcloser co-ordination of the work of the Ministry of Health with
that of the agencies working in India. A Co-ordination Committee
had been established for this purpose.

(2) It had concentrated on the problem of malaria control. Up to a
year ago only about 30 million people were given some sort of pro-
tection against malaria, and 200 million people needed it. TCA
therefore had planned a three-year programme jointly with WHO,
UNICEF, the Rockefeller Foundation and the Government of India.
It had been planned to operate 75 units for malaria controlin 1953;
according to a report just received from the Indian Council of State
HealthMinistries more money had beenraised and the total would be
set up and co-ordinated centrally, and the supplies and equipment
would be channelled through the central government to the States.

(3) TCA was also helping with the community project programme,
which included work on agriculture, education, campaigns against
communicable diseases, and health. The centre had taken some of
the initiative for this project, but the responsibility was gradually
being given more to the States.

(4) Assistance had also been given in the training programme, and
27 Fellows had been selected for study in public health overseas.
TCAhad also participated with WHO and UNICEF in helping totrain
public health nurses and other staff, particularly those who would
help with the community development programme.

(5) Finally, TCA was beginning to help with environmental sanitation.
500, 000 villages had poor or no water supplies. Manuals on sani-
tation, designs for latrines, etc., were being prepared, but this
project needed to be developed, and this work would be continued.

Dr. HYDE announced that at the end of the afternoon meeting, assign-

ments would be made to working groups, which would meet during the first
three days of the following week.

The meeting rose at 12:45 p. m.
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Dr. DOROLLE (Deputy Director-General, World Health Organization)
said that he would deal with the general structure of WHO and the functions
of the Office of the Director-General. The World Health Organization was
one of the intergovernmental specialized agencies of the United Nations.
The supreme body which met annually was the World Health Assembly, com-
posed of delegations representing Member States; Associate Members also
attended but did not vote. The Assembly established the broad policies of
the Organization, its programme and its budget and had the power to adopt
international regulations in the field of health.

The executive organ of the Health Assembly was the Executive Board,
composed of 18 persons (not representative of their governments) desig-
nated by the 18 Member States which were selected by the Assembly.

Headed by the Director-General, the Secretariat carried out the work
of the Organization. To keep the Organization up-to-date in the technical
details of its programmes and to recommend action on the basis of the latest
research, Expert Advisory Panels of carefully chosen specialists covered
practically every technical aspect of the Organization's work. From those
panels the Director-General selected the members of the Expert Committees,
whose reports constituted an essential documentation of the greatest use for
national health administrations. The World Health Organization differed
from the other specializedagencies in the fact that it had beenestablished on
aregional basis by its Constitution and had setup regional offices in Africa,
the Americas, South-East Asia, Europe, the Eastern Mediterranean and the
Western Pacific. Each regional organization consisted of a Regional Com-
mittee composed of the representatives of the Member States and Associate
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Members in the region and a Regional Office headed by a regicnal director.
Regional Committees planned local programmes and reviewed the work of
the Regional Office. In the Americas there was a special case - the Pan
American Sanitary Organization serving as the Regional Committee.

It was not necessary to elaborate on the functions of the Director -
General, but his general authority extended to both Headquarters and Reg-
ional Offices. He appointed the staff and prepared and submitted to the Health
Assembly the budget of the Organization together with the comments of the
Executive Board.

The Director-General and his Deputy had no executive office, and no
one came between the Director-General and the heads of the Departments.
A few units remained under the direct supervision of the Director-General
and his Deputy - the Office of External Relations, the Office of Technical
Assistance, the Office of Reports and Analysis and the Division of Public
Information.

- The function of the Office of External Relations was liaison and co-
ordination with the United Nations and the specialized agencies. The Office
of Technical Assistance coped with the responsibilities of WHO participa-
tion in the United Nations Expanded Programme of Technical Assistance for
Economic Development. The Office of Reports and Analysis was concerned
with programme planning and evaluation and prepared the Annual Report of
the Director-General to the Health Assembly and ECOSOC. The title of
Division of Public Information was self-explanatory.

Dr. GEAR (Assistant Director-General, Depariment of Central Tech-
nical Services, WHO) stated that the Department of Central Technical Services
was organized in three divisions, some of whose activities he described.

The Division of Editorial and Reference Services was mainly occupied
with WHO publications, of which he would mention two probably of major
interest to TCA. The first was the Technical Report Series, the collection
of Expert Committee reports containing much information of value to health
administrations and organizations conducting health work, and which was not
to be found in textbooks or other socurces. The second publication was the
International Digest of Health Legislation, a somewhat forbidding title, but
a publication which contained much material of interest to his hearers in
connection with their negotiations with governments. Recently in the Digest
emphasis had been laid on comparative studies of health legislation. It fur-
nished different models for formulating health legislation suitable to the
varying conditions throughout the world. Other publications were the Official
Records, the Bulletin, the Chronicle, and the Monograph Series. Common
to all was the principle that they should not compete with national publica-
tions but be complementary to the latter and provide otherwise unavailable
information required by governments and health administrations.
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In the Division of Epidemiology and Health Statistics were grouped the
so-called traditional services which went back a hundred years or moreand
had their beginning in the quarantine services. The internationalquarantine
service was today operated under WHO Regulations No. 2. The application
of the iruly medical features of this control must be known to all present,
but perhaps it was not realized what an important influence the Regulations
had on international traffic and trade. The fact that today goods and per-
sons moved over the face of the globe subjected to the minimum of irksome
restrictions and without unnecessary delay was due to the acceptance of
those Regulations by governments. Without them there would be arbitrary
and chaotic interference with traffic and trade. This division had the fur-
ther function of collecting epidemiological material which it circulated by
radio bulletins from Headquarters and by the publication of weekly and monthly
bulletins. A repository of medical intelligence and world epidemiological
data was being developed in WHO to which governments and institutions could
increasingly turn for global information which they would otherwise have
great difficulty in collecting for themselves.

The purpose of WHO Regulations No. 1, International Statistical Classi-
fication of Diseases, Injuries and Causes of Death, adopted by the World
Health Assembly, was to secure throughout the world complete and com-
parable statistics on morbidity and mortality.

The Division of Therapeutic Substances, among other things, continued
the work of the League of Nations. AnInternational Pharmacopoeia had been
prepared by a committee of pharmaceutical experts called together by WHO;
it was of great value to those countries which were beginning to manufac-
ture their own drugs, antibiotics and insecticides.

The work in biological standardization had beendeveloped over the last
30 years, and it was anticipated that the numnber of standards would rise to
about 80. There again the work was carried out by a group of international
experts.

In addition to the three divisions, there was attached to the department
a special senior consultant on health statistics entrusted with the task of
stimulating the collection of better and more complete health statistics so
badly needed in many countries of the world.

Dr. Gear concluded(by saying that the work of Central Technical Serv-
ices was not spectacular or dramatic, but without it much industrial and
economic development would be more difficult and cumbersome. This was
especially true with regard to the application of the International Sanitary
Regulations.
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Dr. SUTTER (Assistant Director-General, Department of Advisory
Services, WHO) said that the Department of Advisory Services was set up
to give technical advice to governments at their request. Its structure had
undergone a number of changes as the years had passed, with shifting em- -
‘phasis from one part of the programme to others. The latest example of
this was the setting-up of a Division of Environmental Sanitation. At pres-
ent this department consisted of four divisions.

The Division of Communicable Disease Services had a historical back-
ground and rendered direct services to governments. It also played a di-
rect role in the co-ordination of research on such diseases as influenza,
‘brucellosis and malaria. It dealt with the treponematoses as well as vene-
real diseases, and was in close association with the Tuberculosis Research
Office in Copenhagen in connection with the preparation and use of BCGvac-
.cine. A pgrowing tendency was to be observed to develop field campaigns -
attacking more than one disease at a time.

The Division of Education and Training Services dealt with fellow -
ships, the exchange of scientific information and assistance to educational
institutions. One of the features of its work was organizing seminars, sym-
posia and training groups as well as the special device (sometimes in co-
operation with the Unitarian Service Committee) of sending visiting teams
of scientists for short periods to a country in order that they might demon-
strate techniques as yet not practiced there. One such team had just setout
for India.

The Division of Organization of Public Health Services covered a wide
field and was divided into seven sections. Time did notpermitenumeration
of all its activities, but he would select a few examples, such as the mal-~
nutrition of children and the geographically widespread disease known by
some 80 different names but perhaps best as 'kwashiokor'. The discovery
that this disease was due to protein deficiency had led to a search foralter-~
native local sources of animal or vegetable protein, because the distribution
of imported dried milk was not a long-term solution of the problem. .

In mental health the division tried toimprove the teaching of psychiatry
and to emphasize the mental health aspects of public health. Healthedu-
cation of the public was another important activity whose value had been
stressed by other speakers. In the.field of social and occupational health
WHO limited its work to fields suchas rehabilitation, hospital planning and,
with the International Labour Organization, the relation of occupationalhealth
to a general public health programme,

The Division of Environmental Sanitation supplied advisory services
in such subjects as rural sanitation, insect control, housing, milk and food
sanitation. The recent publication of the Fourth Report of the Expert Com-
mittee onInsecticides should be of great service to national and international
health workers.
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The small technical staff at WHO Headquarters could not and was not
expected to give an expert opinion on any and every aspect of public health.
The mechanism chosen for dealing with this problem was the use of short-
term consultants and of advisory panels composed of experts selected from
all parts of the world. ’

Mr. SIEGEL (Assistant Director-General, Administration and Finance,
WHO) described the difficulties encountered by WHO in living up to its ad-
ministrative and financial responsibilities, and the role of administration
and finance in furthering the planning, execution and evaluation of WHO's
programme. At the end of 1952 there was a total staff of 1, 249, working in
50 different countries. In an international organization there was no per-
manent treasury and no rules and procedures had been laid down, such as
the Civil Service codes, etc., common in national governments. This was
advantageous in that WHO could profit from the administrative experiences
of all nations. The difficulty was that all the different staff members, as
well as the members of the Executive Board, and delegates at the World
Health Assembly had their preconceived ideas about administration and fi-
nance, and the problerm was one of finding a systern which would be effective
and yet acceptable to all.

Administirative changes and financial practices had to be approved by
both the Executive Board and the Assembly by a majority vote, and thus a
sort of trial by error system had evolved. It was felt that it was too early
to define exactly what administration and finance were or should be in WHO
All procedures had to be reviewed frequently and remain flexible because
of the ever changing requirements of the Organization.

WHO had maintained close relations with the other internationalorgani-
zations in the United Nations system and had entered into agreements with
them so as toco-ordinate administrative and financial practices. The prac~-
tices of the United Nations had been followed in general, and an international
civil service was slowly being built up so that the staffs of all international
organizations were being treated similarly.

The Department of Administration and Finance was composed of two
divisions, the Division of Administrative Management and Personnel, which
comprised sections on Administrative Management, Personnel, and Con-
ference and Office Services, and the Division of Budget and Finance, with
sections on Budget and on Finance and Accounts. There were, in addition,
three offices directly responsible to the Assistant Director-General - the
Legal Office, the Office of Internal Audit and the Office of Supplies. With the
decentralization of WHO's operations to the Regional Offices, many admin-
istrative and financial responsibilities had also been decentralized. In es-
tablishing the annual programme and budget estimates the Director-General
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laid down the general policy and provisionally allocated funds to the regions
and to headquarters; the regional budgets were prepared by the Regional
Directors, reviewed by the Regional Committees and then finally compiled
and adjusted by the Director-General before being submitted to the Executive
Board, which presented the entire budget with its comments to the Health
Assembly. The programme and budget were adopted by a majority vote in
the Health Assembly, which also appropriated the funds. The regular bud-
get was financed by assessments on Member States in accordance with the
scale voted by the Assembly. It was interesting, perhaps, to note that the
contribution of the United States, originally 38. 9%, had been reduced in the
last two years to 33 1/3%.

The United Nations Technical Assistance Programme was a joint pro-
gramme of the United Nations and specialized agencies, with a special fund,
which was made up of voluntary contributions from governments, and of
which specialized agencies were given their share: WHO's share had been
approximately 22%. In 1951 WHO's Regular Budget had amounted to about
$6, 300, 000 and its funds under Technical Assistance were $1, 300, 000, giv-
ing a total of $7,600,000. For 1952 the Regular Budget had been $7,300,000,
the Technical Assistance Budget $5, 000, 000, with a total of $12, 300, 000. .
This had been a fairlylarge increase, and the volume of work had increased
by 70% in 1952. There were areas of joint action with UNICEF, the United
States Bilateral Agencies, the Colombo Plan and some multi-lateral sources.
On the Programme and Budget Estimates prepared each year attempts were
being made to give information on the programmes and to show the amounts
which came from each source. Information on the funds furnished through
United States Bilateral aid was not available but it was hoped to incorporate
them infuture budgetestimates soas toshow all the work to be done with the
help of WHO regardless of the source of funds. It was perhaps interesting to
note that for programmes assisted by WHO the governments concerned were
now providing four times as much as that contributed by the Organization.

Mr. SIEGEL pointed out that one would be able to use WHO's budget
as a tool for the planning of programmes; it was conceived primarily as
a device to express these programmes in monetary terms. Also WHO's
financial system, its accounting records on projects, etc., were now pro-
viding information which could be used with value in programme planning
and evaluation.

Asfor the present financial crisis he explained that WHO found itself in
the position of being unable to start the new prograrmnmes planned for 1953 and
threatened even with having to discontinue some of those already in exist-
ence. It was hoped that WHO might transfer certain parts of its programme
to other agencies which would beable to finance it. He hoped that one of the
developments of this conference would make it possible for WHO and TCA
field workers to devise better means of using some of their resources in
joint endeavours.
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Dr. HYDE stated that WHO had not been able to prevent the financial
crisis which had arisen because of the sudden shortage of Technical Assist-
ance funds. He hoped that the possibility of TCA's giving assistance at this
critical period could be explored. If was, however, an involved matter with
legal considerations that went beyond good will.

Statements of the Convenors of Working Groups

Dr. HYDE then called on the convenors of the four working groups to
state briefly the subjects which they intended to cover in the groups.

Dr. PALMQUIST (Training Group) said that in his group it was planned
tocover three subjects in particular; professional training, sub-professional
training and public-health education.

Dr. WARNER (Planning and Relationships Group) observed that her
group would pay special attention to the strengthening of the health pro-
gramme of the host country, the whole subject of programme planning, the
responsibilities of the host government, the role and use of the advisers,
the mechanisms involved, and the relations of both multilateral and bilat-
eral agencies with WHO and with the central government, particularly in
the planning of programmes.

Dr. CAMPBELL (Programme Group) felt that the content of programmes
could not be compartmentalized, but he mentioned several aspects which
might be discussed: The definition of what was meant by programme, the
various activities involved, the relationship of the content of the programme
of one agency ‘with that of another, the durability of results, conditions,
factors and guide lines, the "impact project", projects of public health and
medical care, and programme control in relation to strengthening public
health services.

Mr. BORJESSON (Operating Methods Group) announced that his working
group would consider such problems as organization, consultative services
and other technigques, agreements, and the questions of when personnel should
be recruited, what kind of personnel was desirable and the kind of facilities
which should be given them within a country.

Dr. HYDE remarked that the documents which would emerge from the
group discussions would be judged not by their length but by their wisdom.
A better definition of what TCA and WHO were doing and how they were do-
ing it was needed. The economic factor had to be kept in mind, *ut he was
sure that the recommendations that came out of this conference wouldcarry
great weight with TCA.
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Dr. HANLON (TCA) gave some suggestions as to the methods of pro-
cedure within the groups. He feli that:

(1) in the working groups the field workers should have the most to
say and the people from headquarters the least;

(2) the chairmanship of the working groups should be rotated among
the people from the field;

(3) the agenda should not be rigidly adhered to;

(4) the working groups should break up into sub-groups so as to en-
sure that each question should be thoroughly covered and no one
person should speak too much;

(5) the working groups should discuss questions, not argue about them;
they should plan for the future, not bemoan the past; and should
give constructive not destructive criticism;

(6) they should be entirely informal;

(7) theyshould be particularly preoccupied by the need for co-operation
in solving all problems and indeciding on the next steps to be taken.

He felt that a major purpose of the conference was for TCA and WHO
officials to get better acquainted, and he hoped to leave the conference feel-
ing dissatisfied because of what had still not been accomplished and the ne-
cessity for holding another conference in the future.

In taking leave of the meeting Mr. ANDREWS (Administrator, TCA) said
it had been a vital experience for him to hear of the wonderful human side
of the work on which all were engaged, in comparison with his own strictly
"dollars and cents' approach. Although TCA could not solve the financial
problems of WHO - he did not at that time know whether they could help at
all - he hoped that all the staffs in the countries themselves could get to-
gether to see that the programmes did go on. He did not think the United
States should spend a single dollar or send a single individual anywhere
where somebody else was willing and able to spend that dollar or send that
individual.

The meeting rose at 5 p. m.
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WORLD HEALTH ORGANIZATION - TECHNICAL COOPERATION ADMINISTRATION
JOINT STAFF CONFERENCE ‘
February 12 through 19, 1953
Geneva, Switzerland

Summary Report on Fifth Plenary Meeting
Thursday, February 19, 1953 at 2:30 p. m.

(Dr. Hyde (Director, Health and Sanitation Staff
Co-Chairmen: ( Technical Cooperation Administration
(Dr. Chisholm (Director-General
World Health Organization

The Conference at its final meeting considered the "Draft Summary
and Conclusions", drawn up by the two general rapporteurs on the basis of
the reports of the four Working Groups.

This summary was divided into five sections: (1) Planning Health Pro-
grammes, (2) Co-ordinationand Relations, (3) Programme Content, (4) Train-
ing and Education, and (5) Operating Methods.

It was introduced by Dr. Brady and Dr. Gilder (rapporteurs),who stated
that because of the short time at their disposal for compiling the report,
they had not been able to organize it properly, to guard against duplica-
tion in the various sections, or to check for omissions; in the interests
of brevity, the meaning of the Working Groups had in some cases possibly
been altered.

The Conference then reviewed the report, section by section, making
a number of drafting changes and occasionally changes of substance. In
sections (4) and (5) in particular’:, it was decided in some cases to go back
to the original wording of the Working Groups. The final drafting was left
to the rapporteurs. In the discussion on the report, the following principles
were brought out:

(1) The separate functions of planning the national health programme
in a country (for which, it was felt, the formation of a national health plan-
ning board should be stimulated by TCA and WHO, with the participation of
international agencies assisting with the health programmes in the country,
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if possible), and the co-ordination of the programrhes assisted by the dif-
ferent agencies (for which national co-ordinating committees were often
formed); these two functions might very well be carried on by the same
body in some countries but should be recognized as being separate;

(2) the distinction between the evaluation of a national health pro-
gramme, for which the government concerned would be responsible and with
which outside agencies might assist, and the evaluation of the effectiveness
of the assistance given by a particular agency, for which that agency was,
of course, responsible;

(3) the desirability, however, of having joint TCA/WHO evaluation of
programmes with which both agencies were assisting;

(4) the need for further study of the basic health service, the concept
of the health demonsiration area and the distinction between them;

(5) the desirability of adhering to standards for supplies, etc.,andthe
specifications for such substances as insecticides, as set out by WHO ex-
pert committees in their reports; and, finally,

(6) the advantages to be derived from holding future joint conferences
similar to the one being held.

It was decided that this summary as revised by the rapporteurs on the
basis of the discussions and the modifications proposed would constitute the
main report of the Conference. The reports of the Working Parties, minutes
of the plenary meetings, list of participants, and copies of the addresses
given by Mr. Andrews, Dr. Brady and Dr. Strode would be annexed as sup-
porting documents.

Dr. HYDE and other speakers emphasized that this report was not a
manual or a comprehensive study of co-operative health programmes; it
had necessarily been limited to the aspects which there had been time to
discuss.

The importance of issuing the report immediately and ensuring full
distribution was stressed. Dr. CHISHOLM pointed out that, as this meeting
was on the staff level only, the report could not be published officially as a
WHO document; copies would be ready within a few days, however, and
" could be widely distributed throughout the staffs of WHO and TCA. On the
other hand, there was nothing confidential about the report, and if it were
recognized that it was not an official document, there would be no difficulty
about issuing it to anyone outside the agencies who reguested it.
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In closing the Conference, Dr, HYDE thanked the Director-General of
WHO and his staff for making the arrangements for and participating in the
meetings in the Palais des Nations. He thought that a major step had been
taken in developing friendships and closer relationships which would un-
doubtedly lead to more effective joint action. Dr. CHISHOLM appreciated
the initiative which had been taken by Dr. Hyde in suggesting the Conference
and also in having, long before, notified all TCA officials that WHO was the
organization responsible for co-ordinating international health work, thus
paving the way for close co-operation in field projects. He also was much
encouraged by the results of the Conference. ‘

The meeting rose at 6 p. m.
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ORLD HEALTH ORGANIZATION - TECHNICAL COOPERATION ADMINISTRATION
JOINT STAFF CONFERENCE *
February 12 through 19, 1953
Geneva, Switzerland

Summary and Conclusions

The objective of the World Health Organization is stated in the Con-
stitution as the "attainment by all peoples of the highest possible level of
health". This objective could equally well be applied to the healthactivities
of TCA.

All health work, whatever its nature, contributes to a greater or a lesser
degree to social and economic development. The effect may be promptly
apparent and readily measurable in terms of economic development, or it
may not be apparentexceptafter the passage of a considerable length of time
and even then difficult to relate directly to social and economic progress.
Nevertheless a favourable effect always is produced by any well plannedand
successfully implemented project in the field of public health.

As a general principle in international health work the fundamentalob-
jective is to assist countries to develop, strengthen and improve the effec-
tiveness of their own health services.

In considering what should be the ""most appropriate next steps' to be
taken by host governments, international organizations should take into ac-
count the cultural characteristics of the country and the felt needs of its
people.

1. PLANNING HEALTH PROGRAMS

1. General Observations

A. Principles

1. Long range planning is not an operation which can be performed
quickly.

*This document 18 not an official WHO or TCA document, but is a sum-
mary record of informal technical discussions between staff members
of the two organizations,
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2. No plan can be assumed to be applicable in any other country than
that for which it was prepared.

3. In internationalhealth assistance, emphasis should be placed on the
carry-over value of each project, so that a permanent effect will have been
produced that will survive the withdrawal of international assistance.

4. Projects should be so planned that they can be taken over com-
pletely by the national health agency at the earliest possible time consistent
with practical considerations.

5. Health planning is that process of projection by which the goals to
be attained are clearly defined and the actions intended to achieve these
goals are clearly described.

6. The goals to be achieved may vary for specified groups of a na-
tional population. :

7. The goals to be achieved should be setout as those attainable with-
in a specified number of years (i.e. the targets should be reasonable.)

8. Planning for health is a continuing process and any plans made for
a specified period should then be succeeded by plans for comparable subse-
quent periods and based upon experience gained during previous years.

9. The various actions set out in order to achieve the goals defined in
such a plan for health should be described according tothe times and places
in which and at which specific programmes will be carried out, and should
as clearly as possible describe the resources which will be used in their
implementation. (By resources is meant all the available resources inman-
power, materials and cash which can be mobilized by the government and
through voluntary and international assistance upon which the government
‘can call.)

10. No plan for health must ever be regarded as inviclable. The vari-
able pace at which development of services for health can be achieved, the
rate of and extent of growth of scientific knowledge, and in many cases po-
litical and other unforeseeable variables make necessary regular review
and probably revision of the plan.

11. Social development, economic progress and improvements inhealth
are inseparable component parts of the national well being.

12. Any national health plan has to give full weight to existing and pro-
posed economic and social developments; it should recommend objectives
and should describe the actions in the field of health that are complementary
to such developments. ‘
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13. A national health plan including short term projects, which are
component parts of it, should exhibit social, economic, administrative and
medical soundness. '

14. In planning for long term objectives, there is a place for short
term unipurpose programmes. However, these should be designed toassist
the long term objective. '

15. In the planning, control and evaluation of programmes the fullest
possible use should be made of the statistics available and of modern sta-
tistical methods.

B. Implementation

1. The responsibility for the planning of health programmes, includ-
ing the short term component parts of these, lies with the agencies of the
government of the country which are directly responsible for the activities
to improve health.

2. The role of extra-governmental health agencies is to assist the
government upon request in the development of its own plans. These agen-
cies may be the following: Governmental or non-governmental, multilateral
or bilateral, international or natiomal.

3. The government is responsible for the control and the continuous
evaluation of the work done, assisted by the outside agencies as it may re-
quest. This does not preclude self-evaluation by agencies.

4. Provision for such controcl and continuous evaluation should be a
part of the planned programme and not an afterthought.

5. Unless there is satisfactory reporting on, and periodic assessment
of, the work done, with continuous collection of experience, planning of
future programmes is unlikely to be effective.

6. Multipartite agreements between a government, WHO and TCA pre-
sent certain difficulties and may lead to delays in negotiation. But the pur-
pose of such agreements would be equally well served by attachment toeach
of the bipartite agreements (government - WHO, government - TCA) of quite
detailed plans of operations indicating the role of the other agency or agen-
cies. This method would be useful where three or more parties are involved
in a programme: e.g., United Nations, FAO, Colombo Plan.
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II.

7. In manycountries suitable statistics are not readily available. The
absence or inadequacy of these statistics should not prevent necessary ac-
tion being undertaken in these countiries where prima facie considerations
indicate that such action is necessary. In this connection the World Health
Assembly resolution WHAZ. 40 may be noted.

8. In planning programmes it is desirable that provision be made
for (a) adoption of uniform standard techniques for assessment of results,
wherever standards are available (e.g., recommendations of the WHO Ex-
pert Committee on Malaria); (b) use of equipment and supplies complying
with international standards or with established specifications (for example,
the specifications set out in the reports of the Expert Committee on Insecti-
cides, WHO).

Some Observations on the Role of International Health Staff in Planning and
Relationships

1. The international health staff assigned to work in a country has
widely differing terms of reference, programming, budgetary cycles and
backgrounds. All such officers should be inculcated thoroughly with the
necessity of obtaining the fullest possible discussion of a programme before
any commitments are made. Consultation between all parties concerned,
before any commitment, is a golden rule of planning. Haste is usually the
enemy of success.

2. The meeting ground for planning a health programme is in the coun-
try concerned. A national co-ordinating committee, or national planning
board for health work where such exists, might form the focal point for such
planning. The relationship between such a commitiee or board and any ex-
isting interdepartmental committee for economic and social development
should always be kept in mind.

3. International staff should avoid becoming hypnotized with co-
ordination as an end in itself, as well as becoming preoccupied with the
mechanism rather than the objectives toward which they are working. One
of the foremost objectives is so to assist the government that it can carry
on without the imported personnel.

4. Where the programme of international assistance merits it, each
organization should have a full time public health man in the country. Day
to day contacts are valuable in ensuring the continuity and the development
of the programme.
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5. At the present time WHO has not many such officers assigned to
countries. TCA has appointed some and, where environmental sanitationap-
peared to be a major problem, has provided sanitary engineers to fill these
positions. Governments sometimes request WHO to assist thermn in recruit-
ing an adviser to work as a part of the governmental health administration.

6. The work of the adviser on public health to a country is handicapped
if he hasto carry much administrative work of a personnel or fiscalnature.

7. Should a government insist on presenting regquests which are not
sound public health work with long range objectives, the internationalhealth
staff should attempt to steer the requests towards such objectives.

8. In order that internationally recruited staff may be fully orientedin
the complex pattern of obligations and relationships, it is a good investment
to provide ample time and resources so that they may familiarize them-
selves with the background, national and international, within which they
are going to work. Such an investment would be insurance against the con-
tinued repetition of mistakes too often made in the past.

9. Where non-governmental, voluntary or private agencies, national
or international, are active in a particular field of health work, the oppor-
tunity of consulting them, or working with them, should not be neglected.

2. CO-ORDINATION AND RELATIONS

Co-ordination and collaboration between WHQO and TCA is desirable
and necessary to assure the best utilization of the resources available from
each agency and within the country in which operations are being conducted.
Collaboration is urged on all matters at all stages from the pre-planning
stage through the operational stage.

The following methods of collaboration should be used:

(a) The prompt and full exchange of ideas, plans, requests received,
and reports on programmes and projects, between the two agencies;

(b) Theclose and regular contact between WHO area or country repre-
sentatives and the TCA Public Health Chief within a country;

(c) Where WHO does not have an area or country representative but

does have a Public Health Adviser to a Government this latter will
maintain such contact;
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(d) It is suggested, where practical and convenient, that any WHO field
staff going into a given country should establish contact with the TCA
Health Team, and similarly TCA personnel should establish contact
with the WHO personnel within and outside the country;

(e) I there are no WHO personnel in a country, TCA should maintain
liaison with WHO offices elsewhere;

(f) Periodic meetings of staff or co-operating organizations such as
the current one in Geneva, are urged for the future;

(g) Periodic meetings in a country of all WHO and TCA field staff in
that country are recommended, at least on an annual basis. It isurged
that the timing of these meetings be considered, so that they may be of
value in the WHO schedule of programme and budget making;

(h) The possibility of mutual exchange of WHO and TCA personnel in
appropriate circumstances might be explored;

(i) Consideration might be given to the possibility of WHO and TCA
each stationing a liaison officer at the other organization's central
headquarters;

(j) The reciprocal briefing of personnel en route to and from assign-
ments is recommended.

Atthe national level, the resolution of the Fourth World Health Assembly
(WHA4.27; of Annex A) should be kept in mind. The Conference believes
that TCA and WHO should encourage governments in short-range and long-
range planning toestablish a national health planning board with representa-
tives of international agencies sitting without a vote.

It may in some circumstances be desirable to develop projects with,
and give aid and advice to, voluntary societies within the framework of poli-
cies of international organizations, provided that the government concerned
concurs,

Governments should be stimulated torequire that the effects of private
capital developments on various aspects of public health be studied before
the development is undertaken and to reguire that the developers provide
such health facilities as are necessary. All possible assistance in the form
of technical advice should be rendered by WHO and TCA technicians to pri-
vate capital developments when the activities of such developments have
public health implications.
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3. PROGRAMME CONTENT

Basic Considerations

A. FEachprogramme should be planned to provide for the training of national
personnel qualified to operate eventually all phases thereof,

B. In promoting trained national health leadership, consideration should be
given to training of public health administrators.

C. A sound and appropriate national public health administrative organi-
zation adequately staffed is essential to the implementation of an effective
health programme. Ii such organization does not exist, an early step in
international aid to a country should be to assist in the development of such
essential organization.

‘D. In the development of health programmes the social and economic value

of both sexes of the population should be considered.

E. In developing public health services there is need to maintain close co-
ordination with other public administrations such as agriculture, housing,
public education, and public works.

F. In the co-ordination of basic individual health activities consideration
should be given to co-operation with general community development

schemes.

Specific Considerations

A. Capital Outlay - In the light of the importance of capital outlay as a
means of assistance in international health work, in relation to public works
such as water works, sewage systems and health centres, and in order to
increase the effectiveness of such outlay, co-operation between multilateral
and bilateral agencies in planning the use of suchcapital outlay isdesirable.

B. Equipment - Free exchange of information between multilateral and bi-
lateral agencies on conditions of use of, and specifications of, equipment
for various countries will result in more effective international assistance
(cf. Section 5 para. III).

C. Surveys - Greater exchange of information between multilateral and
bilateral agencies on the establishment of priorities in determining pro-
gramme content is desirable, with a view to reducing the number of initial
appraisal surveys and generally increasing the effectiveness of programmes.
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D. Impact Programmes - Impact programmes may be used in developing
long-term co-ordinated health programmes and should be directed toward
this end wherever possible. Impact programmes should therefore have the
following characteristics; (1) Be readily acceptable; (2) have immediate
and obvious value; (3) carry the possibility of early conclusion; (4) be de-
signed to develop. long-term programmes.

E. Seminars and Symposia - Seminars and symposia are useful in facili-
tating:

(1) exchange of ideas and information between professional persons
with common interests;

(2) exchange of new ideas and methods between health agencies and
professional leaders;

(3) the development of support for international health work.

Co-ordination between multilateral and bilateral agencies on the spon-
soring, planning and conductof national and regional seminars and symposia
is desirable. The use of visiting teams of medical scientists sponsored by
international health organizations also facilitates the exchanges of ideas,
information and techniques mentioned above.

F. Basic Health Services - In the development of a broad national health
programme some basic unit of local health service is desirable, no matter
how primitive. In the development of suchunits the principle of participation
and assumption of responsibility by the people concerned is fundamental.

G. Mobile Units - Mobile units may have a significant place in a health
programme, their usefulness perhaps falling into three categories:

(1) in emergencies such as epidemics or disasters,
(2) for survey and appraisal purposes in limited situations, a nd
(3) for the reinforcement of local services.

In any case they serve principally as an adjunct to a regularly estab-
lished service.

H. Specific Health Projects - Regardless of the nature of specific health
activity imitially used in the development of national health services, its
maximum value will derive from its use in furthering the development of an
integrated and co-ordinated total health programme.

- 84 -




I1II.

Iv.

I. Demonstration Areas - Demonstrationareas are usefulif consideredas
a step in a planned programme of teaching public health administration and
techniques.

J. Co-ordination of Programme Content - This is discussed in Section 1.
II, paras. 1|, 2 and 7.

Attention is also drawn to the ten methods of collaborationenumerated
in Section 2.

In addition it is recommended that WHO assume responsibility for
developing with the agencies concerned a reference mechanism to assure
knowledge of and availability of reports and other information useful in the
development of country programmes.

Guiding Principles in Establishing Programme Content Priorities

The following guiding principles, not arranged in order of importance,
were identified: Felt need, acceptability and availability of resources; speci-
ficity of control methods; effect of the programme on production potential;
timing, lasting benefits; economy of results; and potential for stimulating
broader health developments,

Criteria for Appraisal of Programmes

Programme appraisal is a continuous process. Depending upon cir-
cumstances it may extend from the determination of the baseline stage to
the attainment of goals.

Programme appraisal should be (1) objective, (2) qualitative and so far
as possible quantitative, (3) related to objectives, (4) appropriately timed,
and (5) designed to include subsidiary benefits.

4. TRAINING AND EDUCATION

Planning for Education and Training

Education and training programmes must be regarded as important
means of accomplishing long-range objectives of health programmes, namely
the development of health services. They require to be adjusted to the needs
and plan of a country.

If a national health planning body exists, one of its tasks should be de-
termination of needs for education and training and of methods of meeting
these needs. Such a body should include representatives of: The national
health administration, ministry of education, training institutes and health
personnel groups.
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Factors affecting training programmes are: (1) Number and quality
of personnel available. (2) Number and quality of personnel needed in
the future. (3) Social, economic, cultural and administrative background,
(4) General level of education and technical ability available. (4) Priority
of needs.

The most desirable first step is training of general rather than spec-
ialized health workers.

Selection of trainees as regards personality and ability is of great
importance.

Professional Training

1. The importation of qualified people from abroad cannot be consid-
ered as permanent or completely satisfactory. At the same time, varying
in different countries, the appropriate next steps must be taken toestablish,
maintain and develop indigenous professional training and education.

2. Professional training is a long-term process and needs develop-
ment of a long-range plan.

3. The following factors affect professionaltraining: (1) Economic, so-
cial and cultural development of the country, with special reference to eco-
nomic status (expense of professionaltraining is relatively great). (2) Needs
of the country for professional workers. (3) Needs of a country for pres-
tige and psychological well-being might lead to such establishment before
the country is ready.

4. Content of training. This is adequately discussed in various publi-
cations of WHO, USPHS and IIAA.

5. The need for teachers is an important aspect of training. A time

limit must always be put on use of imported personnel and other foreignaid.

6. Improvement of existing services involved: (a) Improvement of
preliminary education and training in basic sciences. (b) Improvement in
practical work. (c¢) Improvement in relations between training school and
health agencies.

Training of Auxiliary (sub-professional) Personnel

I. A primary need of a country with limited health services is auxil-
iary (sub-professional) personnel. This does not mean, however, that pro-
fessional training should be excluded. The latter is needed:(a) for teaching;
(b) as a basis for future development; (c) for supervision of sub-professional
personnel.
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VII.

The primary need in auxiliary training is for general health workers.

2. Long-termand short-term objectives should be defined. The short-
term objective is the more important here, but auxiliary and professional
training must always be integrated.

3. Factors affecting auxiliary training include: (a) Needs. (b) Eco-
nomic status of the country. (c}) Government administrative structure.
(d) Social and cultural patterns.

4, Establishment of clear categories both as to level and function is
necessary, with possibility for advance of individuals from class to class.

5. Teachers must be trained concurrently with auxiliary personnel;
the country must develop its own resources as scon as possible in this re-

spect. The need for adeqguate supervisors must not be forgotten.

6. Provision must be made for giving adequate status in the community
to auxiliaries, and for recognition of the importance of their role.

In-Service Training

New and transferred healthworkers should receive a carefully planned
introduction to the organization, the job to be done and the necessary skills
required. Continuing programmes of staff education, in which the team con-
cept is employed, are essential to economy, effective service and continued
employment.

Fellowships

These are not a panacea but an aid in training. Education and training
facilities within the region should be utilized to the maximum and existing
institutions should be encouraged to accept students from nearby countries.
Fellowships must be integrated into the long-range plan for public health
services and professional education.

Seminars and Symposia

These, as wellas visiting teams of medical scientists (cf. Section 3.1L.E),
are useful for aiding exchange of ideas between professional health workers
and their agencies and for developing support for international health work,

Health Education of the Public

1. Health education implies education of the public and of the pro-
fessional and auxiliary health workers in relation to their contact with the
public.
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2. Health education of the public, in its real essence, is a two-way
educational process in which the interests and felt needs of the public should
serve as the basis for programme development.

3. Experimentsand observation of neweducational techniques are very
necessary. Thereis a need also for determining more economical means of
local production and use of visual materials related to needs at the village
level.

4. Health authorities should establish training programmes in health
education of the publicfor a wide variety of professionaland auxiliaryhealth
workers. This training should provide an understanding of the social and
cultural factors, of education, and of psychology.

5. OPERATING METHODS
Agreements

In the framing of agreements by WHO or TCA, consideration should be
given to inclusions and omissions inrespect of certainrequirements imposed
upon governments which cause problems to the other technical organization.

The problem of differences in WHO and TCA agreements should be
referred to appropriate authorities in the two organizations, so that these
authorities might explore the possibility of eliminating such differences as
those in salaries of counterpart personnel, privileges and immunities for
technical personnel, and conditions of service which TCA and WHO require
governments to provide.

Sample tripartite agreements might be drawn up by lawyers and TCA
and WHO staff members.

Personnel
Recruiting and procurement of supplies and equipment should be so
timed that as nearly as possible project personnel and the supplies and

equipment needed for the project arrive at the same time.

Supplies, Equipment and Transportation

The two organizations should collaborate to the fullest extent on ex-
change of information on supplies and equipment, sources for procurement
and costs. Such information may be obtained from TCA, Washington, and
from WHO offices in Geneva, Washington, New Delhi and Alexandria {see
also Section 1. 1. B. para. 8).
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Technical Aspects of Projects

(a) There should be fullinterchange of technical methods and techniques
with a view to standardizing practices and technical approaches wherever
possible.

Reports of the WHO Expert Committees and the other technical publi-
cations of WHO should be made standard technical literature for TCA and
WHO personnel and teams working in the field of health, should be included
in the briefing of such personnel, and should provide the basis for theirfield
operations so far as possible.

TCA personnel in the field might suggest places where this WHO litera-
ture might usefully be sent.

Communication on technical matters between TCA and WHO personnel
should be encouraged.

(b). The following principles should be observed in the carrying out of
a technical operation within a country:

(i) Appropriate division of work between international and national
members of a team, so as to obtain maximum participation from

nationals.

(ii) Encouragement by international field staff of co-operation be-
tween Ministries.

(iii) Exploitation to the full of training possibilities in the field.

(iv) The possibility of linking up with other projects to establishan
inter-country programme.

Reports and Evaluation of Projects

It is time to consider the evaluation of the results of work so far ac-
complished by WHO and by TCA. (Cf. "Self-evaluation', Section 1. I. B.
para. 3). The USPHS evaluation study of IIAA activities and recent studies
by WHO on general principles and methods may provide an adeguate basis
for evaluating at least one country or major area project. If one organiza-
tion(WHO or TCA) were to consider making an evaluation of its results, such
an evaluation should be planned in close consultative collaboration with the
other organization. The country or countries concerned should participate
in any such study.

Inter -Country Operations

It is highly desirable that technical work involving communicable dis-
ease control, training programmes and other appropriate activities be de-
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developed on an inter-country basis. Where either organization holds spec-
ialized technical training sessions or seminars, the other organization should
be informed and every effort be made to include appropriate participants
from the non-sponsoring group.

Public Information Aspects of Programme Promotion

(a) Informingthe public before starting a project is extremely import-
ant in order to ensure their co-operation.

(b) Progress in collaboration between TCA and WHO should be empha-
sized in public relations and public information activities carried out
by the two organizations.

(c) There should be the fullest possible exchange of information mate -
rial between TCA and WHO.

(d) Local groups and local organizations should preferably be used
for disseminating information to the public and for enlisting supportof
the public in projects.

(e) Different public information techniques should in general be ap-

plied to urban and rural areas; for the latter, simple graphxcs posters
and wallcharts are particularly useful.

- 90 -



ANNEX A

. Resolutions of the World Health Assembly mentioned in the preceding text:

WHAZ. 40

The Second World Health Assembly

RESOLVES

(1) that in the field and laboratory investigations and action carried out by
WHQO or with its assistance, the fullest possible use of available statistics
and modern statistical methods should be made in the planning and execution
of such investigations and action and in the evaluation of their results;

(2) that it is desirable that, wherever suitable health statistics exist orcan
be made available within a reasonable time, they should be examined in
order to made a preliminary assessment of the need for the investigation
or action contemplated;

(3) that although it is recognized that, in many countries, such suitable sta-
tistics may not be readily available, the absence or insufficiency of these
statistics should not prevent investigations and necessaryaction being under-~
taken in those countries where prima facie considerations necessitate such
investigations or action;

(4) that it is essential in any event that continuous statistical control and
analysis of the investigations and action should in every case be provided
for and carried out to the fullest extent practicable; and

(5) that the Director-General be requested to submit to an early meeting of
the Executive Board a report on the present administrative arrangement in
the sphere of statistics (health, epidemiological, medical and vital) and to
indicate any changes he thinks necessary or has carried out.

WHA4. 27
The Fourth World Health Assembly

REQUESTS that in the future special attention should be given by the Execu-
tive Board and the Director-General to the importance of assisting Member
States, particularly under-developed States, to draw up short- and long-
term health programmes for their respective territories, in order to pro-
mote the orderly development of public-health measures and to utilize to the
best advantage, along with the national resources, the help that may become
available from time to time from WHO and other sources.
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ANNEX B

WORLD HEALTH ORGANIZATION - TECHNICAL COOPERATION ADMINISTRATION
JOINT STAFF CONFERENCE

WORKING GROUP No. 2:

REPORT ON PLANNING AND RELATIONSHIPS !

This report does not concern itself exclusively with planning and rela-
tionships as they concern TCA and WHO, but it does concern itself with an
attempt to enunciate principles involved in planning, control andassessment
of programmes. It also deals with the relationships which can and should
exist between the various agencies, international, governmental and non-
governmental, national and private, which operate in the field of health and
areavailable to assist governments in developing programmes for the health
of their people.

I. Some general observations on the planning of health programmes

A, Principles

l. Long-range planning is not an operation which can be performed
quickly.

2. No such plan can be assumed to be applicable in any other country
than that for which it was prepared.

3. Health planning is that process of projection by which the goals to
be attained are clearly defined and the actions intended t{o achieve these
goals are clearly described.

4. The goals to be achieved may vary for specialized groups of a
national population.

5. The goals tobe achieved should be set out as those attainable within
a specified number of years (i.e. the targets should be reasonable).

6. - Planning for health is a continuing process and any plans made for

a specified period should then be succeeded by plans for comparable subse-
quent periods and based upon experience gained during previous years.
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7. The various actions set out in order to achieve the goals defined in
such a plan for health should be described according to the times andplaces
in which and at which specific programmes will be carried out, and should
as clearly as possible describe the resources which will be used in theirim-
plementation. (By resources is meant all the available resources in man-
power, materials and cash which can be mobilized by the government and
through voluntary and international assistance upon which the government
can call,)

8. No plan for health must ever be regarded as inviolable. The vari-
able pace at which development of services for health can be achieved, the
rate of and extent of growth of scientific knowledge, and in many cases po-
litical and other unforeseeable variables make necessary regular review
and probably revision of the plan.

9. Social development, economic progress and improvements inhealth
are inseparable component parts of the national wellbeing. '

10. Any national health plan has to give full weight to existing and pro-
posed economic and social developments; it should recommend objectives
and should describe the actions in the field of health that are complementary
to such developments.

11. In planning for long-term objectives, there is a place for short-
term unipurpose programmes. However, these should be designed toassist
the long-term objective.

12. A national health plan including short-term projects, which are
component parts of it, should be socially, economically, administratively
and medically sound.

13. In the planning, control and evaluation of programmes the fullest
possible use should be made of the statistics available and of modern sta-
tistical methods.

14. In planning programmes it is desirable that provisions be made for
(a) the adoption of uniform standards techniques for assessment of results,
wherever they are available (for example, recommendations of the WHO ex-
pert committee on malaria); (b) the use of equipment and supplies complying
with international standards or with established specifications (for example,
the specifications set out in the reports of the Expert Committee on Insec-
ticides, WHO).

B. Implementation

1. The responsibility for the planning of health programmes, includ-
ing the short-term component parts of these, lies with the agencies of the
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government of the country which are directly responsible for the activities
to improve health.

2. The role of extra-governmental health agencies is to assist the
government at its request in the development of its own plans. These agen-
cies may be one or more of the following: International, governmental, bi-
lateral, international or natignal non-governmental, or private.

3. The government is responsible for the control and the continuous
evaluation of the work done, assisted by the outside agencies as it may
request. - ’

4. Provision for such control and continuous evaluation should be a
part of the planned programme and not an afterthought. '

5. Unless there is satisfactory reporting on, and periodic assessment
of, the work done, with continuous collection of experience, planning of fu-
ture programmes is unlikely to be effective.

6. No remarks here exclude the duty of the international agencies to
evaluate the quality of their operations.

7. In many countries suitable statistics will not readily be available.
The absence or inadequacy of these statistics should not prevent necessary
action being undertaken in these countries where prima facie considerations
indicate such action is necessary. In this connection, resolution WHAZ2. 40
should be noted. ’

Some observations on the role of international health staff in planning and
relationships

1. The international health staff assigned to work in a country has
widely differing terms of reference, programming, budgetary cycles and
backgrounds.  All such officers should be inculcated thoroughly with the
necessity of obtaining the fullest possible discussion of a programme before
any commitments are made, Consultation between all parties concerned,
before any commitment, is a golden rule of planning. Haste is usually the
enemy of success,

2. The meeting ground for planning a health programme is in the
country concerned. The national body for planning health work where such
exists should form the focal point for such planning. WHO and TCA should
encourage the establishment and efficient working of such a body.. The re-
lationship between such a national body for planning health work and any
interdepartmental committee for economic and social development should
always be kept in mind.
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3. International staff should avoid becoming hypnotized with coordina-
tion as an end in itself, as well as becoming preoccupied with the mechanism
rather than the objectives toward which they are working. One of the fore-
most objectives is so to assist the government that it can carry on without
the imported personnel.

4. Where the size of the programme of international assistance merits
it, each organization should have a full-time public health man in the coun-
try. Day to day contacts are valuable in insuring the continuity and the de-
velopment of the programme.

5. At the present time WHO has not many such officers assigned to
countries. TCA has appointed some and, where environmental sanitation
appearedto bea major problem, has provided sanitary engineers to fill thesge
positions. Governments sometimes request WHO to assist them in recruit-
ing an adviser to work as a part of the governmental health administration.

6. The work of the adviser on public health to a country is handicapped
if he has to carry much administrative work of a personnel or fiscal nature.

7. Should a government insist on presenting reguests which are not
sound public health work with long-range objectives, the internationalhealth
staff should by further discussion attempt to steer the requests towards
such objectives.

8. Inorder that internationally recruited staff may be fully oriented in
the complex pattern of obligations and relationships, it is a good investment
to provide ample time and resources so that they may familiarize them-
selves with the background, national and intermnational, within which they
are going to work. Such an investment would be insurance against the con-
tinyed repetition of mistakes too often made in the past.

9. Where non-governmental, voluntary or private agencies, national
or intermational, are active in a particular field of health work, the oppor-

tunity of consulting them, or working with them, should not be neglected.

Miscellaneous Points

Multipartite agreements between the government, TCA and WHO
present certain difficulties and may lead to delays in negotiation. But the
purpose of such agreements would be equally well served by attachment to
each of the bipartite agreements (government-WHO, government-TCA) of
quite detailed plans of operations indicating the role of the other agency or
agencies. This method would be useful where there are three or more
parties involved in a programme; the various parts of the United Nations,
FAQ, the Colombe Plan, etc.
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VORLD HEALTH ORGANIZATION - TECHNICAL COOPERATION ADMINISTRATION
~ JOINT STAFF CONFERENCE .

WORKING GROUP No. L

REPORT ON TRAINING

I. Long-range planning for education and training programmes

Educationand training programmes are not ends in themselves, butim-
portant means or methods of attaining the long-range objective of all health
programmes, namely, the development of health services.

Training of health personnel should fit into the needs and plans of the
country. Outside aid should be designed to accelerate the progressive de-
velopment of health programmes. Where a national health planning body
exists, a special responsibility of that body, or of one of its committees,
should be the determination of the long-range needs for health personnel
and the methods for meeting such needs. Such a committee should be com-
posed of representatives of the national health administration, the Ministry
of Education, leading training institutions, and representatives of the major
health personnel groups, preferably those engaged in training services.

Training programmes for health workers should be planned in relation
to: (1) number and quality of health workers now available: (2) number and
quality of health workers needed in the future; (3) social, economic, cul-
tural, and administrative framework of the country; (4) general level of
education and technical ability available; and (5) priority of needs.

All training plans and programmes should be evaluated in terms of the
financial and technical ability of the country to continue those programmes
unassisted by outside agencies.

In training programmes, the emphasis should be on the acyuisition of
knowledge and skills, not on the obtaining of degrees and certificates.

Auxiliary workers are no substitute for fully qualified personnel but
depend upon qualified personnel for their training, guidance, and super-
vision. The training of such fully qualified personnel provides not only the
immediate needs for teachers and supervisors, but also a firm basis for
future development. The training of such personnel should not be neglected
in responding to the urgent immediate needs for the production of auxiliary
workers.
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Inso far as possible, fundamentalhealth training programmes should be
designed to provide basic training for generalized, rather than specialized,
health workers. If specialized training is found necessary, it should be con-
sidered a temporary expedient and an intermediate step toward generalized
training.

Successful results of training programmes require the proper selec-
tion of trainees as to their personality, vocation, and technical ability, and
recognition of the role of the health worker in the community through ade-
quate pay and opportunity for advancement.

New and transferred healthworkers should receive a carefully planned
introduction to the organization, the job to be done, and the necessary skills
required. Continuing planned staff education programmes, employing the
teamn concept, are essential to economy, effective service, and continued
employment of the staff.

How to assist professional education and training

In line with a previous discussion (on sub-professional personnel) the
group agreed that the development of professional education and training is
a long-term process, and as such requires the formulation of long-range
plans. Many countries, in order to meet immediate needs with respect to
professional health workers, have been able to provide certain medical,
nursing, sanitation, and other services by the importation of qualified people
from abroad but this manner of solving the problem cannot be consideredas
permanent nor completely satisfactory. At some time, varying in different
countries, the "'appropriate next steps'' must be taken to establish, main-
tain, and develop indigenous professional education and training.

In addition to the consideration of whether a particular society is ready
for its own professional education and training, the question of expense was
brought up. Too often, countries have embarked upon the establishment
of what were intended as high grade institutions, but without an adequate
understanding of the financial (and other) obligations they would have to face
during the life of the institution. Assistance from outside sources is to be
encouraged, but it must have logical time limitations and in no way be con-
strued as a permanent transfer of authority and responsibility to theassist-
ing agency.

The material side of the problem deserves considerable study and at-
tention, but other factors are likewise important. The presence of institu-
tions of higher learning adds considerably to the prestige and "psychological
well-being''of a country and sometimes stimulates the creation of such es-
tablishments before the country is ready for them. The other-side of the
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picture also exists, as for instance the demonstration of a need which can
be met with professional education and training activities. An intimate part
of all of these considerations is, of course, 'politics'. The group recog-
nized this fact, but could not treat this subject in general terms because of
extreme variability from place to place and from time to time.

The group decided that it wouldnotdiscuss the substance of professional
education and training, as this was already well covered in many places,
among whichwere the Expert Committee Reports of WHO inanumber of sub-
jects: Nursing (2nd Report); Environmental Sanitation (2nd Report; Pro-
fessional and Technical Education of Medical and Auxiliary Personnel (2nd
Report). Publications of other agencies, such as USPH Service, Institute of
Inter-American Affairs, etc. were also suggested as valuable reference.
However, three general requirements for the improvement of professional
education and training were emphasized: (a) there must be improvement in
the teaching of basic sciences, as well as in the level of preliminary edu-
cation; (b) there must be improvement in the facilities for practical work;
(c) there must be improvement in the collaboration and co-operation be-
tween the professional school and the agencies responsible for health serv-
ices to the community. (Note: The last statement does not imply that there
should be a coalescence of these two functions - only better working rela-
tionships between them.)

While it was recognized that the establishment of professional educa-
tional institutions is a basic method for the production of qualified health
workers, the use of fellowships was also thought to be important, though it
was stressedthat the prescription ~ fellowships - did not constitute a panacea
for the many ills which characterize the problem. The use of fellowships
for study abroad was considered to be a means towards an objective. In
order to make the best use of funds and facilities, fellowships should be
awardedin accordance with a long-range plan for development of bothhealth
services and professional education. Thus, the subject for study will be
outlined in advance, a candidate could be selected in terms of the anticipated
goals, and a place where the returning fellow could perform in accordance
with his newly-acquired knowledge would be ready. It was felt that this
method of operating - that is, formulating long-range plans - would help
assisting agencies in allotting funds for fellowship purposes by anticipating
each year's needs.

How to Assist Sub-Professional Education and Training

An "under-developed' country with rudimentary health services and
with limited resources must contemplate how best it can utilize these re-
sources(both human and material) in order to develop its health services.
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This means that a plan should be formulated wherein both long- and short-
range objectives are stated, as well as the successive steps necessary to
approach them. The training of sub-professional (or auxiliary) personnel
was considered to be an immediate kind of action designed to meet (at least
partially) present needs. In the discussion, however, the problem of inte-
grating auxiliary workers' functions with those of later-developed profes-
sional workers came up several times,

Inherent in any plan must be careful attention to (and as accurate an
evaluation as possible of) the country's: health needs, present and potential;
economy; governmentaladministrative structure; and its social and cultural
patterns. In most "under-developed' countries this leads to the concept
that, concurrent with the training of professional personnel, emphasis be
placed on the training of sub-professional personnel as the best utilization
of limited resources.

Since a training porgramme requires the presence of teaching staffs,
the country must take steps to prepare health workers who can fulfill this
function. In the beginning, outside help may be available in meeting a short-
age of teachers, but the country should prepare to develop its own faculties
for institutions training auxiliary workers. These may be drawn fromamong
professional personnel, the preparationof which is discussed under Item II.

Sub-professional workers, it was agreed, cannot be entrusted to any
great extent with the vital tasks involving human health and disease without
adequate leadership. This leadership must operate within the administra-
tive structure of the country and in recognition of its culiture and traditions.
The problem of finding persons capable of giving supervision and inspiration
to auxiliary workers in the several fields of health is one which must be
solved if the programme is to succeed. Obviously, many countries cannot
provide such high-level workers themselves and must seek help from other
sources, at least temporarily. However, an integral part of the compre-
hensive plan must take into account the development of this kind of super-
visory personnel.

Sub-professionalworkers must be delineated into categories of different
levels, with the training and limitations of eachclearly defined. Provisions
should be made for in-service training after the basic qualifying training so
that an ambitious individual may advance himself to the limits of his own
capabilities. Morale and effectiveness in work are consequent upon careful
attention to these factors. Even when standards are raised so that there is
a fully-fledged professional category, the incumbents of positions within the
one or more sub-professional levels will have honoured and respected status
in that society.
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IV. How to Assist Health Education of the Public

Education, in its real essence, is a reciprocal or two-way process, .
Health workers need to arrive at a situation whereinthe public and the health
workersare each learning from the other - specifically, where the publicare
expressing their interests and felt needs which can become the basis for fur-
ther discussions and programme development. Conversely, health workers
should strive to avoid a working relationship wherein one is doing all the
telling and the individuals or groups are passive recipients.

Healtheducation implies education of individuals and groups of the pub-
lic, e.g. teachers, school age children, family and village groups, as well
as education of professional and auxiliary workers in relation to their con-
tact with the public. Opportunities for health education of the public come to
a variety of healthworkers and related personnel. In those instances where
the services of full-time professional health educators may be made avail-
able, one of their primary roles is to help extend and strengthen the health
education activities of all health workers and of other co-operating groups
and individuals.

Althougha number of effective methods for working in small groups and
for fostering village participation are being tried and established, further
experimentation and observation of new technigques are needed. There is a
need also for determining more effective and economical means for local
planning, production and use of visual materials closely related to the needs
and requirements at the village level.

Careful long-term planning will be essential to reach so many villages
with so few village workers trained in health education skills. It is sug-
gested that health authorities encourage the establishment of various train-
ing programmes in health education for a wide variety of professional and
auxiliary health workers, teachers, adult educators, village leaders, etc.
All such workers should be afforded anunderstanding and appreciation of the
contribution of social and cultural aspects, of education, and of psychologyin
explaining human behaviour. This emphasis on training would serve to ex-
tend leadership for health education work with individuals, families, school
and village groups. The establishment of leadership trainihg courses for
these workers would appear possible in some countries throughre-allocation
of some monies for this purpose from large sums being currently spent in
the production of propaganda materials.
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ANNEX D

WORLD HEALTH ORGANIZATION - TECHNICAL COOPERATION ADMINISTRATION
JOINT STAFF CONFERENCE

WORKING GROUP No. 3:

REPORT ON PROGRAMME CONTENT

1. Definition of Area for Discussion

The following definition was agreed upon: A health programme is the
sum total of all the planned activities that can be encompassed within any of
the well recognized fields of public health. It may include, among other
things, a number of specific projects, each of which is designed to meet a
limited, agreed-upon objective. This definition applies to country, regional
or headquarters programmes.

II. Programme Objectives

A. WHO Programmes -~ The objective of the World Health Organization shall
be the attainment by all peoples of the highest possible level of health¥

B. TAED Programmes - The purpose of TCA programmes and the purpose
of WHO programmes financed by TAED funds is the same - the improvement
of health for the purpose of furthering economic development of economically
under-developed areas of the world. ‘

III. General Principles

A. All health work, whatever its nature, contributesto a greater or a lesser
degree to social and economic development. The effect maybe promptlyap-
parent and readily measurable in terms of economic development, or itmay
not be apparent except after the passage of a considerable length of time and
eventhen difficult torelatedirectly tosocial and economic progress. Never-
theless, a favourable socio-economic effect always is produced by any well
planned and successfully implemented project in the field of public health.

* Constitution of the World Health Organization
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V.

B. As a general principle in international health work the fundamental ob-
jective is to assist countries to develop, strengthen and improve the effec-
tiveness of their own health services.

C. In considering what should be the '"most appropriate next steps' to be
taken by host governments, international organizations should take into ac-
count the cultural and ethnological characteristics of the country and the
felt needs of its people.

Basic Considerations

A, In international assistance in health work, emphasis should be placed on
the carry-over value of each project, so that a permanent effect will have
been produced that will survive the withdrawal of international assistance.

B. Projects should be so planned that they can be completely taken over by
the national health agency at the earliest possible time consistent with prac~
tical considerations.

C. Each programme should be planned to provide for the training of na-
tional personnel qualified to operate eventually all phases thereof.

D. In promoting trained national health leadership consideration should be
given to training administrators of public health programmes who are public-
health minded and conversant with modern public-health methods.

E. A sound minimurmn administrative organization is essential to the imple-
mentation of an effective health programme. If such organization does not
exist an early step in international aid to a country should be to assist in
the development of such essential organization.

F. In the development of health programmes the social and economic role
of both sexes of the population should be considered.

G. In developing public health services there is need to maintain close co-
ordination with other public administrations such as agriculture, housing,
public education, public works, etc.

H. In the co-ordination of basic individual health activities consideration
should be givento co-operation with general community development schemes.

I. Capital Outlay - Inthe light of the importance of capital outlay as a means
of assistance in international healthwork, and in order to increase its effec-
tiveness, co-operation between multilateral and bilateral agencies in plan-
ning the use of such capital outlay is desirable.

- 102 -



J. Equipment - Free exchange of information between multilateral and bi-
lateral agencies on conditions of use of, and specifications of, equipment
for various countries will result in more effective international assistance.

K. Surveys - Greater exchange of information between multilateral and bi-
lateralagencies on the establishment of priorities in determining programme
content is desirable. This should reduce the number of initial appraisal
surveys needed and generally increase the effectiveness of programmes.

L. Impact Programmes - Impact programmes may be used in developing
long-term co-ordinated health programmes and should, therefore, be di-
rected toward this end wherever possible. Impact programmes should have
the following characteristics: (1) Readily acceptable, (2) immediate and ob-
vious value, and (3) possibility of early successful conclusion.

M. Seminarsand Symposia - Seminars and symposia are usefulinfacilitating:

(1) exchange of ideas and information between professional persons
with common interests who usually do not have opportunity to meet,

(2) exchange of new ideas and methods between health agencies and
professional leaders, and

(3) the development of support for international health work.

Co-ordination between multilateral and bilateral agencies on the spon-
soring, planning and conduct of national and regionalseminars and symposia
is desirable.

N. Basic Health Services - In the development of a broad national health
programme some basic unit of local health service is desirable no matiler
how primitive. In the development of such units the principle of participa -
tionand assumption of responsibility by the people concerned is fundamental.

0. Mobile Units - Mobile Units may be of value in a heaith programme,
their usefulness falling into perhaps three categories:

(1) For emergency use as in case of epidemics or disasters,
(2) For survey and appraisal purposes in limited situations, and

(3) For the reinforcement of local services.
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VI.

In any case they serve principally as an adjunct to a regularly estab-
lished service,

P. SpecificHealthProjects - Regardless of whatever specific healthactivity
may be initially started in the development of national health services, its
maximum value will derive from its use in furthering the development of an
integrated and co-ordinated total health programme.

0. Demonstration Areas - Demonstration areas are useful if considered
as a step in a planned programme of teaching public health administration
practices.

R. Co-ordination of Programme Content - Group 3 endorses the principles
contained in paragraphs II.1 and 7 of the Report of Working Group No. 2
(qg.v.) as they apply to development of programme content.

S. Group 3 endorses the eight methods of attaining collaboration set forth
in paragraph I. (1) of the Report of Group 4 (q.v.).

In addition it is recommended that WHO assume responsibility for
developing with the agencies concerned a reference mechanism to assure
knowledge of and availability of reports and other information useful in the
development of country programmes.

T. It is recommended that consideration be given by WHO and TCA to the
stationing of a liaison oificer, each in the Central Headquarters of the other.

U. The reciprocal briefing of personnel en route to and from assignments
is recommended.

Guiding Principles in Establishing Programme Content Priorities

The following guiding principles, not arranged in order of importance,
were identified: Feltneed, acceptability and availability of resources; speci-
ficity of control methods; effect of the programme on production potential;
timing; lasting benefits; economy of results; and catalytic potential for con-
tributing to broader health developments.

Criteria for Appraisal of Programmes

Programme appraisal is a continuous process. Depending upon cir-
cumstances it may extend from the determination of baseline stage through
attainment of goals.

Programme appraisal should be (1) objective, (2) quantitative where

possible, (3) related to objectives, (4) appropriately timed, and (5) de-
signed to include subsidiary benefits.
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WORLD HEALTH CRGANIZATION - TECHNICAL COOPERATION ADMINISTRATION
JOINT STAFF CONFERENCE

WORKING GROUP No. 4:

REPORT ON OPERATING METHOQODS

I. Co-ordination of Programmes and Projects

This subject is to be considered under two headings: (1) Collaboration
between TCA and WHO which would involve discussions, interchange of ideas,
plans, information etc., at all levels, and (2) co-ordination at the national

level.

(1) Collaboration

Collaboration between TCA and WHO is desirable and necessary to
assure the best utilization of resources available from each agencyand
»within the country in which operations are being conducted, to avoid
duplication in effort and to avoid any element of competition between

the two agencies.

Collaboration is urged on all matters at all stages from the pre-
planning stage through and including the operational stage.

It is suggested that collaboration can be attained through the fol-
lowing methods;

(a) The prompt and full exchange of ideas, plans, requests re-
ceived, and reports on programmes and projects, between the two
agencies;

(b) The close and regular contact between WHO area or country
representatives and the TCA Public-Health Chief within a country;

(c) Where WHO does not have an area or country representative

but does have a Public-Health Adviser to a2 Government this lat-
ter will maintain such contact:
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(d) It is suggested, where practical and convenient, that any WHO
field staff going into a given country should establish contact with
the TCA Health Team, and similarly TCA personnel should estab-
lish contact with the WHQO personnel;

(e) If there are no WHO personnel in a country, the WHO Regional
Office should consider sending a representative to the country for
discussions with the TCA Public-Health Chief., It is also recom-
mended that the TCA Public-Health Chief should go periodicallyto
the Regional Office for liaison;

(f) Periodic meetings of WHO and TCA staff, such as the current
one in Geneva, are urged for the future;

(g) Periodic meetings in a country of all WHO and TCA field staff
in that country are recommended, at least on an annual basis. It
is urged that the timing of these meetings be considered, so that
they may be of value in the WHO schedule of programme and budget
making;

(h) It isurged that the TCA Public-Health Chief and the WHO coun-~
try representative or Public-Health Adviser visit the WHO Regional
Office at least once a year for discussion and consultation;

(i) Appointmentof TCA healthpersonnelatthe regionallevelcorres-
ponding to the WHO Regional Directors is advised; the Group has not
defined their duties, responsibility and authority, but recommends
that, so far as possible, TCA and WHO Regions be conierminous.

(2) Co-ordination at the National Level

The group called attention to the following two WHO Resolutions
and urged the implementation of them:

"Co-ordination and Implementation of International Health Activities”

Sixth Session of the Executive Board,

Resolution No. 10 -

Whereas Article 2 (a) of the Constitution of the World Health
Organization states that one of the functions of the Organization
shall be '"to act as the directing and co-ordinating authority on
international health work');
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Whereas the needs for intensive work in public health at the
national and international level in the interest of many or all coun-
tries surpass the finmancial and organizational resources of WHQO;

Whereas it should be recognized that various activities in
public health, including some research and training activities car-
ried out by national institutions, international bodies and private
organizations, would yield more valuable results for the health of
the world if they were put in an international co-ordinated pro-
gramme; and

Whereas there are individuals, institutes, groups and organ‘i-
zations willing to give support to worthy projects in the field of
public health,

The Executive Board

1. RESOLVES THAT, in pursuance of Article 2 (a) of the Consti-
tution, it is desirable that steps be taken to facilitate international
co-ordinated and co-operative programmes of health work, and

2. REQUESTS the Director-General to study methods and work
out programmes for the implementation of this resolution, and to
submit a report on the question.

Fourth World Health Assembly, Resolution No. 27

The Fourth World Health Assembly

REQUESTS that in the future special attention should be given
by the Executive Board and the Director-General to the importance
of assisting Member States, particularly under-developed States,
to draw up short- and long-term health programmes for their re-
spective territories, in order to promote the orderly development
of public-healthmeasures and toutilize tothe bestadvantage, along
with the national resources, the help that may become available
from time to time from WHO and other sources.

The Working Group was of the opinion that TCA and WHO should join in
assisting governments in short-range or long-range planning. In attaining
the collaboration described on pages 1 and 2, it must be borne in mind that
all projects should be a part of the plan for national health developed by the
government. The Working Group believes that this can be attained by the
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government establishing a non-operational national health planning board, in
order to obtain a single national health programme. This board would be a
governmental board withrepresentatives of international agencies or groups
sitting in as advisers without a vote.

II. Types of Agreement

Under the agenda itermn "Types of Agreements', the Working Group
discussed the inclusion in or omission from Agreements of certainrequire-
ments imposed upon host governments which caused problems to the other
technical organization. ’

It was concluded that the problem of areas of conflict in Agreements
should be referred toappropriate authorities in WHQO and TCA, witha recom-
mendation that these authorities explore the possibility of eliminating such
conflict. Examples given of conflicts included:

1. TCA augments the salaries of counterpart r}ersonnel, while WHO
does not.

2. A number of differences of privileges and immunities for technical
personnel exist.

3. There are a number of'differences in conditions of service which
TCA and WHO require the host government to provide.

The Group recommended that the lawyers and other appropriate staff
members of the two organizations develop sample tripartitle Agreements.

III. Personnel

Three recommendations were developed during the discussion of the
agenda item on "'personnel’:

1. An Administrative Officer should be assigned toc the public-health
division of each TCA mission.

2. When possible, recruiting should be so timed that the entire TCA
basic public-health team, including the administrative officer, arrives
in the country together.

3. Recruiting and procurement of supplies and equipment should be so

timed that as nearly as possible project personnel and the suppliesand
equipment needed for the project arrive at the same time.
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Supplies, Equipment and Transportation

It was urged that the two organizations should collaborate to the fullest
extent on exchange of information on the following: Types of supplies and
equipment, sources for procurement and costs.

The WHO Procurement Service for medical supplies was referred to
with a suggestion that TCA might wish to get information about this service
from the offices where it can be obtained; namely, Geneva, Washington,
New Delhi and Alexandria.

The TCA field representatives recommended that the TCA Chiefs of
Health Divisions in countries be given more latitude in making direct pur-

chases.

Execution of Technical Aspects of Projects

Under this heading, two main topics were discussed.

(a) The technical basis onwhich health work is to be carried out by the
two organizations. [t was the opinion of the group that there shouldbe
full interchange of technical methods and techniques with a view to
reaching standard practices and commontechnicalapproaches wherever
possible.

It was recommended that the reports.of the WHO Expert Committees
(which are international in character) and the other technical publica-
tions of WHO should be made standard technical literature for TCA
and WHO personnel and teams working in the field of health. This
material should be included in the briefing of such personnel and should
provide the basis for their field operations so far as possible.

It wasalso suggested that TCA personnel in the field might suggest
places where this WHO literature could be sent so that it would be of
value,

The Group urged that direct lines of communication on technical
matters between TCA and WHO personnel be encouraged. )

(b) Certain principles to be observed in the carrying out of atechnical
operation within a country.

(i) It was urged that the international specialist avoid trying to do
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VII.

all the work in a given programme himself, but should get as much of
the work done by nationals as possible. As a general principle, it
was felt that the long-term objective should be tohave suchnationals
working on a TCA, WHO or other internationalagency assisted pro-
gramme, in the employ of the government. However, it was recog-
nized thatexceptions to this might be necessary, but the long-term
objective of having such nationals ultimately taken on by their own
governments should always be borne in mind.

(ii) The international specialist in the field should always be look-
ing for opportunities to develop inter-ministerial co-operation
wherever possible. The ocutsider often has some influence in this
sphere and can be successful in getting together groups within a
country that have not been collaborating much.

(iii) It wasurged that the specialist should try to make everyassign-
ment an on-the~job training opportunity, and seize every chance he
can within the country to further training programmes for nationals.
The possibility of inter-country programmes should also be borne
in mind.

Reports and Evaluation of Projects

The group believed that it was timely to consider the evaluation of the
results of work so far accomplished by WHO and by TCA. The study re-
ported on by Dr. Strode and a recent study by WHO on general principles
and methods should provide an adequate basis for evaluating at least one
country or major area project. If TCA were to consider making an evalua-
tion of TCA results, the planning of such an evaluation project should pro-
ceed in close consultative collaboration with WHO so that all aspects of TCA
evaluation would be useful to WHO. It is understood, of course, that the
host country or countries should be fully consulted and should participate in
any actual evaluation study of prograrmmes or projects undertaken.

Inter -Country Operations

It is highlydesirable that technical work involving communicable disease
control, training programmes and other appropriate activities be developed
on an inter-country basis wherever possible, in the interests of pooling re-
sources and encouraging co-operation between contiguous territories.

Where either organization holds specialized technical training sessions

or seminars the other organization should be informed and every effort be
made to include appropriate personnel from the non-sponsoring group.
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VIII.

IX.,

X1,

Relations with Voluntary Agencies

It is recognized that in some circumstances it may be desirable to de-
velop projects with, and give assistance and advice to, voluntary societies
within the framework of the policies of the respective organizations. This,
of course, must be done with the concurrence of the host government.

Carrying out of Projects by Contract or by Force Account

Where justified by expediencyand/or economyand/or efficiency, consid-
eration should be given tocarrying out projects or parts thereof by contract.
Where possible, preference should be given to non-profit organizations.

Public Information Aspects of Programme Promotion

1. It was thought that informing the public before starting a project
is extremely important, and that therefore TCA and WHO representatives
should bear this in mind when projects are commenced.

2. The Group recommended that whatever progress isachieved incol-
laboration between TCA and WHO should be emphasized in public relations
and public information activities carried out by the two organizations.

3. In order to take maximum advantage of public information facilities
available to either organization, there should be the fullest possible ex-
change of information material between TCA and WHO.

4. Itwas felt that in disseminating information to the public and inen-
listing support of the public in the project, it would be more effective to use
local groups and local organizations for such purpose.

5. The general feeling was that different public informationtechniques
should be applied to urban and rural areas, emphasis in the rural areas
being put on simple, easily understandable visual methods.

6. In order to promote health education of the public programmes,
every effort should be made jointly by TCA and WHO to ensure to under-
developed countries the services of experts in production and use of simple
audic-visual aids.

Relations with Private Capital Developments

The host government should be stimulated to reguire that the effects of
private capital developments on various aspects of public health be studied
before the development is undertaken, and to require that the developers
provide such health facilities as are necessary. All possible assistance in
the form of technical advice should be rendered by WHO and TCA techni-
cians to private capital developments when the activities of such develop -
ments have public health implications.
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