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Forward

The objective of this conference was directed toward the roles
which universities can play in health manpower development, training,
u;ilization and distribution. Special emphasis was placed upon the
training and upgrading of skills and responsibilities of cefiain health
professionals and paramedical personnel,

Discussions were also held for the purpose of identification of the
role and assistance which universities may provide in ngtional health
planning, with particular regard to enhancement of health manpower plans
of African countries, Areas of cooperation between certain U.S: univer=
sities and those located in black-ruled countries were identified,

This conference was an international cooperative endeavor to gather
and synthesize the enormous amount of research material, concerning the
health care of Black people, that is now available with universities of
the African and American continents. It began a program of idea exchﬁnge
‘and coordination of efforts that will be mutually beneficial.

The mai; accomplishment of this conference was its role as an
opener of dialogs between medical professionals and other health workers
in Africa, the Caribbean and America. The bringing together of the
academic world and health agencies‘in examining health needs of the
community resulted in a unanimous vote to establish a team that will
look into problems raised in the conference and continue the dialog

thus begun. The objective being to establish*cooperative projects for

the solution of health'care problems.

®

Appreciation is expressed to all who contributed to the success of

o

this conference.

ale

Margaret E, Grigsby, M. D.
Conference Director
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FIRST INLEMNAT1ONAL CORFERENCE ON HEALTH PROBLEMS OF BLACK POLULATLONG

i

Opening of the Conference

Dean Marion Mann.
TFebruary 3, 1975

" Distinguished visitors,'ladies and gentlem;n. There are 18 members of
this conference from 7 different countries of Africa, North and South America,
as well as faculty of Howard University and other universities in the United
States. These individual participants represent universities, ministries of
health, the World Health Organization, the African-American Scholars Council
and the United States Agency for International Development.

The germination of the idea for this conference occurred in the mind of
Dr. Margaret Grigsby about 2 years ago. Recognizing that we in this country
and institutions in the Caribbean and in Africa were trying separately to
" resolve problems of health care among our péople, she perceived that an
exchange of ;deas and coordination of effort could be mutually beneficial.

She approached the African-American Scholars Council with this idea, and
jointly they sought the organizational and financial support of USAID.
Additionally, Dr. Grigsby traveled last summer to many of the coﬁntries here
represented, and was enabled thereby to assemble a proper format for the
conference.

- We are here to discuss health prohblems of blagk populations, focusiné
upon the themes “hgalt@\manpower deyelopheﬁt“ andx"the role of the universfty
‘in‘the solutionyof'health problems." . The development of concepts for
paraﬁedical manpover an&“profcgsional training will be explored as a means
.of extending health services in Africa and the Americas. Findings from the

. conference will provide guidelines for the role which universities can

play in enhancing the health manpower plans of specific countries.



1
Bryant  has stated that "the problem of providing health care to Jarge,

numbers of people on limited resources 1s a legitimate object‘of acadenlc
concern and the finding of solutions to those problems will require sophisticatcd~
and rigorous rescarch." The challenge to the universities lies in res olving
the dilemma of scholarly pursuits vexsus community involvement,
King2 has statcd that .. developlug country is fortunate if it hed as
- few as 15,000 paticents for each of its doctors, or can spend more than $1.00
a year per capita on medical care. Doctore are scarte and must spread their
services over many patients. In industrialized countries the problcm is not
so much of an overall shortage of physicians as a maldistribution of physicians.,
However, more doctors do not necessarily raise health standards., The
team approach would seem to offer the greatest opportunity for extending
health services to greater numbers of people. Improvement of the utilization
of all members of the health team is fundamental to the improvement of hcéltﬁ
services and control of costs of medical care. ) |
Full utilization of manpower and resources is essentlal to the growth.
and‘welfaré of any country, whether developing or industrialized. This
utilization is hindered by sickness and excess mortality whether in the
population as a whole, or in a major minority segment of the population.'::
Special attention has beé; focused on the need for adequate educatién
andwtraining of physicians'for their role as the leading members of health.:
teams. However, any adaptation of training prograﬁt for physicians must also
be reflected in the training ﬁrograms for other brofégsipnal and auxiliary
health personnel. ‘ N o
Physicians as sistants must be seen as important members of the health
‘team, especially in view of the present lack of medical personnel in rural
.and urban areas. Therc is nced for definition of the role and duties of

‘ 3
physicians vis-a-vis other memberv of health teams, Physiciang, ‘in addition

to their professional activities in prevertive and curative medicine, should
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also be res ponsib]c for managing, teaching, and supervising the other plo—
fessioral and auxiliary health personnel who form health teams at different
levels.3 The nurse's role can range between working with the physician in
planning and policy to implementation with other professional and auxiliary.
workers. Scalrity of uoctoru, denticts, pharmacists and nurses defines the:
role(of auxiliaries as that of cxtending the effectivencss of profcssional

| personnel.1 ’ ’

In the United Statev the underserved minoritics and the aged, those
for whom health care is unavailable, inacccssible or prohibitively expensive
experience health care crises. Forces within and outside of the medical

] profession are pressing for change, including a more equitable distribution
of medical'seryice, better cost control and change in physician's education.

In this country, geographic distribution of physicians varies substantially
from distribution of the population. The Middle Atlantic census region has
almost twice as many physicians for its population as the East South Central
region. In 1970-71, 33 U.S. counties had,Po practicing phyeician. Medical
services are concentrated heavily in’the suburbs and sparsely in the central
city and in rural areas. Right here in Washington, D.C. in 1970 the physician~
person ratio in the Southeast section of the city was about one doctor for

#

every 2500 people, whereas in the Northwest sector it was one doctor for only
250 people.. |
Those individuals most likely to serve disadvantaged communities-~
physicians from minority groups themselves--axe in short supply. With a
U S, population that is, conservatively, 11/ Black, only 2% of all physicians
-are Black. Among a total enrollment of almost 48,000“menical stuients in
1972-73, only 2600 (5.5%) were Black In 1972-73, Howafd;end‘Menarry, the
N two prtdominantly Black medical institutions were graduating close to 407 of

all Black physicians. Although these figures represent an increase in minority



enrollment compépgﬂ to figures of just a few years ago, it is,very clear
that the Black pgﬁulation is far from ﬁé;ng adequately‘repreéehted in ghe
professional medical sector.

Legislation of the sixties encouraged an increase of U.S, physician
manpower and medical schools, and medical school enrollments have increased
nationwide. By the end of 1973, this country had 114 schools of medicine.
That same year, U.S. institutions graduated almost 11,000 physicians and
a total of 48,000 students were enrolled in medical school. By 1978, it
is projected that this country will have 15,000 medical graduates per

\
year, ‘

A rise in the number of medical schools and enrollments have not been
the only changes in recent years. Curriculum changes have been initiatgd
as well, The length of the education process has érown shorter with a.
sizeable number of schools providing a three instead of a four-year program,
Many scﬂools are offering more elective time to their students and |
individualizing curricula, thus allowing students to tailor their schooiiAéb
to future career needs. Some schools are introducing the student to
actual patient care in the first two years of his medical training. ‘Dug
to the shortage of primary'care physicians, emphasis appears to Pe . )
" shifting slowly from using the ho?pital patient as the exclusi@é{focus-bf ‘
a séudengis clinical education to exposing him to patients in‘anfambulatofy'
care setting, And the team approéch to education~--educating physicians,
nurses, phafmacists, physicians' stistants, dentists and social workers
toééthe; in some areas—-has been considered as oﬂe method of ggooming-thése
traiﬁees for more effectively and'éfficiently«deliveriné health caré
seryices; Progt;ms and ' goals of different‘mediéal schools vary'gneafiy}

howévef, their faculties instruct diverse grouésuof medical students, house: .

staff, graduate and sometimes undergraduate students. engage in biomedical
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research and patient care with a variety of national.'state and local aims.
This artay of prograns accounts for the high cost of medicnll
education. In this country, the average annual cost of educating a medical
etudents in 1972-73 was about $13,000: $7,700 for inmstruction, of which
4537 is faculty cost, $3,300 for research and $1,800 for patient carc. Of
the $13,000 only $3,400 is offset by research and patient care income, the

emainder requiring financing from education funds., Financing comes from
')

ey

—many sources including federal funding (about half), non-federal grants and
contracts, internal funds and state and local subsidies. The contributions
of these sources fluctuate as allocations for capitation and Yresearch
grants fluctuate. A high portion of medical students receive support
from scholarships and loans to meet their average expense of $5,330, and
the amounte are increasing.

The method of financing medical education in the future will be
one of the determinants of how medical education will look in the coming
years. The shape of medical education will also be determined by the
nation s system of health care. If public and private pressure continues
fo. a more equitable distribution of medical care and better cost control,
the type, role, location and utilization of. physicians will change. The
University which is responsive to the community and state and federal |
'governmcnts, will reflect these changes.

. In summary, this conference will provide an interchange which will
allow the formulation of realisitc plans and methodology for the solution
of major health problems affecting these populatlons.

To date, there has not been a coordinated study of the health ptoblems

of black populations with an overview of the major geographic areas where

' those populations are located,
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Although some of the problems can be traced basically to: poverty, this.

is only one facet of the overdll problem., Health problems are related
to envizonment heredity, and geography as well as economic and sociologic
factors,

Education and training of health personnel is a priority problem in
most parts of the wor]d.3 This problem has been assigned the highest
priority in the activities of the WIO/African Regional Office for the next
decade. More rapid and efficient development of health manpower is
essential in order to render minimum health care and‘E; solve major
public health problems. N

Medical educators throughout the world are faced with the problem of
how to relate education to local and national needs and plans. This
Confereece may look to developing new approaches and ideas relevant to ’
those needs, the aim being eventuaylto have the univctsities concentrate
upon and to coordinate research on these problems.'

This research would encompass health manpower development, health
care delivery as well as the many asbects of diseases. A cooperative
effort between Howard University and selected universities and health
agencies in Africa and the. Vest Indies should\be productive of plans, and
methodology for use in solution of health problems.

A conference to initiate such a cooperative effort would logically be'
the first step. lt is therefore with great pleasure that I declare this

~

Conference open and wish you every success in your deliberations.//"
.



Dr. Calvin Sinnette

THE SIGNIFICANCE OF THIS CONFERENCE



~ Dean Mann, distinguished dais guests, Your Excelfencies, cofleagues,
and friends, 1t 4s with great pleasune that T address this gathering of
eminent health professionals on what 1 consider 10 be a histonic occasion.
1 appreciate this oppontunity to meet and hear Leanned authonities in the
health sciences and o ne-establish contact with ofd cvsaouatu, pwwccuzw
my fonmer colleagues on the faculty of medicine at the University of Ibadan!
Nigenia. My sense of defenence stems from being chosen to panticipate in 0"
conference on "The Health Problems of Black Populations”. This is a um’gue‘ ’
event in health histony and it is my §ium belief that such rare moments

\

should be acconded the special negand they deserve.

This conference £ sponsoned by Howard Univessity College of Medicine
in association with the African-American Scholans Council., Tn my eapacity
as the official nepresentative of the Council to this conference, T would
Like to ekl you, £n the next few moments, somelhing about the Scholans
Council and share with you what the Council believes to be the significance

of this conference.

N

The Agnican-Anenican Schobars Councif was founded 4n 1971 by black
Amonican scholans and professionals with one of its stated objectives being

a desine "to wonk with thein Afnican counterpants toward the sofution of
common problems of ep.ononu’c and social development" (italics mine). 1972
manked the béginru’.ng 04 progham activities and since that time the Council
has awarded 60 grants to Afnican scholars and schofars .of Afaican descent.
Though many of the'gnan.té have. been in the d«’.&u’.p&éhu of the social sciences,
aglucuuwl.e. and business, a number of awards have been made. 20 numchw

in ﬂze heawz selences. T shall just mention t!mee 06 the heatth sciences
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awands. A Ghami.aﬁ phaxmacologist was given an, awand to continue research
on thé constituents of centain West Afnican medicinal plants. Another
awand was made 2o a black American conducting a nutritional study of pifot
. proghams delaiéned 2o control vitamin A deficiency in Zambia. The finat
grant to which 1 th,u neke)z 48 one awanded to a Nigé)uéan scholar who 48
emméw&ng the factons which influence the Loss of Nigerian medical and
paramedical personnel to indusirialized nations. This Lasi awand has ob-
vious nelevance to the problems of health manpower development which we
shatl be discussing throughout this conﬁmencé.

The Scholans Councif has used a variety of additional approaches
in seehing to {ulfill its objective to suppont Afnican economic and human
nesowrce development. Last year, the Council held-a conference fo explore
methods which could provide immediate and Long-team mitigation of the nutri-
tional cnisis in the drousht-stricken Sahel. More recently, it enabled two
Afnican scholars to attend scientific meetings in the United Smtu.‘\:ﬁie\
Council has also collaborated with institutions and other ornganizations in
developing projects which seek a sofution to common problems. 1In October
1973, with suppont of the Fond Foundation, the Afnican-American Scholans
Council, in‘ conjunction with the Westenfield Advisorny Committee and Atlanta
University, co-sponsoned a three day conference on economic development
which focused on the ever increasing gap between the industrialized and
pre-industrialized nations. This highly successful conference generated
many §avorable comments and neactions. From a personal standpoint, 1 was
most ghatified by the sincere appreciation expressed by Afnican scholars,
many of whom had attended previous conferences in the United States but had
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§ew opportunities fon exposure to the Afro-Aneniean intellectunt community,
We view our participation in this conference, therefore, as being ‘QM»
consonant with an established policy of joint effont.

g

There 44 another matter which should be empéui.zed aﬁ&'wh‘,échj ho’pve./ “
you will keep in mind duning this meeting and in the months ahead. ‘l:‘k,e
Council &8 panticubarly anxious io encourage and stimulate the schotanty
activities of younger reseanchers. An important neason fon Council parélgé-
cipation in this event is a belief that it will generate new ideas and con- |
cept which menit further investigation. 1 can assure you .that,“ although
our §inancial nesounces are modest, our grant awarnds committee will cane-
fully neview and sympathetically consider any well-conceived proposal
eithen submitted by younger nesearchers on 4in which younger nresearchens are

to play a significant nofle.

The Council, T must add, has an abiding interest in all majon
developments occwwring within the black wonkd. ALthough present {inancial
arvrnangements tend to confine activities to the African continent and the
United States, we wefcome this opportunity to foin with participants §rom
the Canibbean and centainty hope we can play a nrole in the development of
projects {nvoluing all segments of the black Atantic triangle. Here too,
we see such cooperative efforts as con{oming wét}z another Council objgcﬂ.ve ’
which states, "Concerned about the ghowing gap between the haves /andthe
have-nots, both within the highly industrialic..d nations and on a wqﬁ&f ;
scale, the Council seeks ways to alleviate the 6undlzmmta£ pn.ablem&,;?}oﬂf
economic dependence baought about by the inequitable mmbuuoﬁ of {.the ,
quzd'é/"‘toeabth;'. : ) | |



To s@né"knowledge, this conference 4’.5‘ the §inst attempt Lo examine
theheabth problems of black po;oulai;éaiu ona aérﬁewhat global context. The
accomplishment of this remankable achievement is a t;«ibu;e to the vision and
Aidége-miucgednué of the Conference Coorndinaton, Dr. Margarel Grigsby. But
now that we are all assembled, what next? Ouwi the yeans, each of ws has
panticipated in a ull share of conferences, seminars, symposia, colloquia '
and the Like; sometimes traveling to distant connens of the hlobe to do so.
1 daresay that 4:.6 the number of houns spent collectively at this and other
such meetings were combined, it might well add up to quite a few years. 1
do not believe we should undenestimate the tangible and infangible value of
such activities. Nevertheless, the time that has been spent {8 a sizeable
‘.é‘nvuaﬁﬁént on the parnt of our nespective Linstitutions, agencies, communities
and families. We would be remiss and monally wnesponsible if we do not
a,;‘/tMpt Lo secure the highest netunns on the investment. The ultimate sig-
nificance of this conference, depends, then, not on the adoption of recom-
mendations §nom the body - valuable as they may be, but on the creation of
@ mechanism £o ensune the transation of ideas into reabity.

As c;ae enter into oun deliberations, we should seek to conduet them
with candon and honesty. We must also have the courage to think the unthink-
abfe. Theremay be an underlying assumplion that the health problems faced
| by bzack pOpuCaaanA are peculion to owr ethnicity. But, is this assumption
valid? vo bLack popu&auonw confront difficubties in health manpower develop-
mmt that are d«c“mm from any othen ghoup of poon. nations on exploited
pe.optu? 1t 48 mcumbewt on us to answer these and other Aea/whcng questions,
’ 60& untua we do, we stand open fo the charge that we are umply duplicating
the ac,twouu oﬁ ewung intenational on heglonal bocueb. We Aho@d not
be au.apn.wed to hea)c Akeptccum voiced from Madutconway umampwthmc
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quarters. 1In fact, we can expeet it. 1§, on the other hand, we do not

meet the challenge head-on, we nisk justifiable eriticism fnom our nespective
condtituencies. 1In all honesty, 1 cannot nespond o such questions with com-
plete assurance on conviction. 1 am confident, however, that answers can be
found in ou;c collective wisdom. 1§ we adhere steadfastly 2o the seanch fon
fwth, T am convinced that we shall arrive at decisions which will be unas-,
sailable. Moreover, we will have been guidec( by thuth, something quite un- .

T
\"\‘

usual in contemporary affains. o~

- Turning to a somewhat diffenent matter, 1 hope we Aha}l\ihaqe}an
opportunity to discuss the issue of traditional health systems w‘A-a-v:c‘A“
health manpower devefopment. The experience of the People’s Republic of
China in this area has neceived considerable attention within the past two
2o tee years. But traditional medicine has been practiced by b.Zasz popu-
Lations for many generations. We need 2o hear the views held by the various
black populations on this subject and to know their experiences in attempt-
4ing to incorponate the traditional practitioner in the health team. 1In
July 1972, the Association of African lniversities held a Wonkshop on the
emenging issues confronting Afnican universities. At the meeting,
Professor A.N. Nhonoli, who was then Dean of the faculty of medicine at the
University of Dan-Es-Salaam, Tanzania, declared, "We should aim at creating
a self-sustaining indigenous scientific community.” This statement 4, of
counse, quite pertinent Zo health manpower development. As we seek new stra-
tegies 1o accelerate the process of creating self-sustaining indigenous A
health manpower, it is of mone than passing interest to examine the p&o‘a‘;- L
pects for utilizing the Wonn& health seeton. l |
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An examination of the health problems q{bzack popMon 4,
Andeed, a most ambitious undentaking. This conference {8 merely the finst
step in the Legendary jouwrney of a thousand miLes. By Looking at these
problems through a‘ new prism we are creating a new health dialogue. 1 am
convinced that this dialogue has the potential for improving the health
status of black peopfe. 1 am equally convinced that the derivatives of
this dialogue have the potential 5'011. benefitting all mankind. 1 should
sound a note of caution, however, by pointing out that although diafogue
{4 a usual precondition for agreement on consensus, the terms are neither
synonymous nor conghuent. 1 am prompted fo voice this caveat bécause of
something 1 saw quite necently. About three weeks ago 1 paid a visit 2o
a very distinguished Afro-American social scientist., On the mantle behind
his desk hangs a small plaque on which {8 insernibed the following state-
ment:

1 know you believe you undenstand what

1 said BUT T am not sure you nrealize

that what you heand is not what T meant.

Might 1 suggest, Mr. Presdident, that, duning this week as we go
about the business of creating the new health dialogue, we have an obLigation
not ony to undenstand what was said but, mone impontantly, to do everything

possible to ensure that what we heard is what was meant.
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HEALTH MANPOWER DEVELOPMENT IN LATIN AMERICA AND THE CARIGDEAN

Dr. Charles.f.. Williams, Jr.,
Depuﬁy Director

Pz;n American llcalth Organ.izatipn
IN THE OPENING SESSION OF THIS CONFERENCE, IT SEEMS APPROPRIATE
TO REFER TO CERTAIN PROBLEMS, AND POSSIBLE SOLUTIONS THAT THE PAN AMER’I{CAN~
HEALTH ORGANIZATION HAS IDENTIFIED IN THIS HEMISPHERE.
HEALTH MANPOWER IS ONE OF OUI'{ PRIMARY CONCERNS, A KEY ISSUE,
FOR LATIN AMERICA AND THE CARIBBEAN. LET ME BRIEFLY REFER TO SOME OF
THE CHARACTERISTICS OF THESE TWO SUBCONTINENTS, WITHOUT ATTEMPTING TO BE

COMPREHENSIVE. I THEN WILL TRY TO FOCUS ON SOME HEALTH MANPOWER ISSUES AND

SUGGEST SOME ALTERNATIVES FOR ACTION.

THE SEPARATE COUNTRIES OF LATIN AMERICA AND THE CARIBBEAN VARY
VERY GREATLY IN BOTH THEIR PHYSICAL AND HUMAN CHARACTERISTICS. THIS
EXTENSIVE AREA COMPRISES VERY LARGE COUNTRIES SUCH AS BRAZIL, WITH NEARLY

100 MILLION INHABITANTS AND SMALL ISLAND COUNTRIES WITH LESS THAN 200,000
&

PEOPLE. IT CONTAINS LARGE CITIES AND MEGALOPOLIS AREAS SUCH AS THE STATE

Vo

OF SAO PAULO WITH 12 MILLION URBANITES AND ITS PROBLEMS- OF CROWDED SLUOMS,

(URBAN-POVERTY, MINORTTY GROUPS AND SOCTAL PROBLEMS SUCH AS POLLUTION,

1S

INDUSTRIAL IIAzARDS, AND UNEVEN DISTRIBULION OF MEDICAL CARE, THERE J{RE :



-2~

ALSO LARGE UNDERPOPULATED AREAS WITH ISOLATED POPULATTONS, RURAL POVERTY,
MALNUTRTITON, EXTREME MALDISTRIBUTiON OF INCOME, LACKING ELEMENTARY MEDICAL
'CARE, MANY WITH NO HEALTH. SERVICES WHATEVER SAVE FOR NATIVE PRACTITIONERS.
'RATHER THAN QUOTING STATISTICS AND INDICATORS THAT REFLECT ONLY
NAT;fONAL AVERAGES WITH ALL OF THEIR LIMITATIONS, AND KEEPING IN MIND THE
OBJECTIVES OF THIS CONFERENCE, LET ME MENTION SOME ECONOMIC DATA THAT GIVE
.US A HINT OF THE IMBALANCE OF LATIN AMERICAN SOCIETIES. .
A FIRST HINT IS PROVIDED BY THE DISTRIBUTION OF INCOME. IN 1970,
IN LATIN AMERTCA AS A WHOLE, THE RICHEST 5% OF THE POPULATTON RECEIVED 33%
OF THE NATIONAL INCOME, WHILE THE LOWER 50% OF THE POPULATION RECEIVED ONLY
13.4% OF THE TOTAL INCOME.
ANOTHER HINT IS PROVIDED BY STATISTICS ON EMPLOYMENT. IN 1970,
LATIN AMERT O HAD AN UNEMPLOYMENT RATE OF 47.4%. THIS IS TO SAY THAT 47.4%
OF THE TOTAL POPULATION, MALE AND FEMALE, BETWEEN 15 AND 64 YEARS OF AGE WAS
.NOT EMPLOYED.
FOR COMPARISON, THE AVE.RAGE RATE OF UNEMPLOYMENT IN T}m\ﬁEVF{..F)PED

COUNTRIES WAS 32.1%.AS 40% IS CONSIDERED THE ALARM FIGURE,: THE LATIN

AMERTCAN STIUATION SURELY AMOUNT TO A SORT OF PERHANENTECONOMIC CRISIS.
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STATISTICS SHOW SIMILAR INEQUITIES IN HOUSING, WAGES,' LITERACY,

i
§

AND 1EVELS OF EDUCATION.

IF WE WERE ABLE TO SEPARATE HEALTH TNDICATORS BY SOCIOECONOMIC <
GROUPS, THE DIFFERENCES WOULD BECOME MORE IMMEDIAYFLY APPARENT, WE WOULD |
THEN KNOW THE REAL HEALTH STATUS OF RURAL POPULATIONS, MARGINAL POPULATIONS,
AND MINORITY GROUPS.

BLACK POPULATIONS REPRESENT A SIZEABLE THOUGH VARIABLE PROPORTION
OF THE TOTAL OF LATIN AMERICA AND THE CARIBBEAN. PAHO IS UNABLE TO ANALYZE
NATIONAL HEALTH STATISTICS BY RACE OR ETHNIC ORIGIN, MAINLY BECAUSE IN LATIN
AMERTCA THOSE FACTORS ARE NOT RECORDED. NONETHELESS, EVEN WITHOUT FORMAL
STATISTICS, WE KNOW VERY WELL THAT BOTH BLACK AND INDIAN POPULATIONS |
CONSTITUTE A DISPROPORTIONATE SHARE OF THE LOWER ECONOMIC GROUPS.ACCORDINGLY, -
THEY HAVE MORE THAN THEIR SHARE OF MALNUTRITION, DISEASE, AND OTHER CONSEQUENCES
OF POVERTY.

THE IIT MEETING OF NINISTERS OF HEALTH,IN SANTIASO, CHILE, IN.1972,
APPROVED THE "TEN YEAR HEALTH PLAN FOR THE AMERICAS".

THE CENTRAL GOAL OF THE TEN YEAR PLAN IS THE EXTENéipN oF HL’ALTI
SERVICE COVERAGE TO ALL AREAS WHOSE INHABITANTS NOW HAVE X'tvqo, ?slcczss; TO IIEALTH

CARE OF ANY KIND. TIIS REPRESENTS NO LESS THAN 37 PER CENT OF THE POPULATION



lym
OF LATIN AMERICA AND THE CARIBBEAN. IN ABSOLUIE FIGURPS, THIS MEANS ABOUT
100" MILLION HUMAN DEINGS IN A CONTlNENT'WHOSE RATE OF POPULATION GﬁOWTH IS
“THE' HIGHEST IN THE WORLD.

IT 18 WIDELY ACKNOWLEDGED THAT THE SIORTAGE OF PERSONNEL IN ALL
CATEGORIES. IS ONE OF THE MAIN OBSTACLES TO DEVELOPMENT OF HEALTH SERVICES
AND IS THEREFORE A THREAT TO THE SUCCESS OF PLANS FOR THE DECADE. SERIOUS
SHORTAGES IN HUMAN RESOURCES ARE A KEY PROBLEM. WHAT IS NFEDED TO PRODUCE
THEM IS NOT JUST MONEY AND MANPOWER, BUT-TIME AS WELL. THUS THE EFFECTS
OF CORRECTIVE MEASURES TAKEN AT THE BEGINNING OF THIS DECADE WILL ONLY BEGIN
TO BE FELT BY 1980.

THROUGHOUT THE ENTIRE REGION THERE IS A GENERAL SHORTAGE OF HEALTH
MANébWER WITH ONLY A FEW RESTRICTIED AREAS REACHING ADEQUATE 1EVELS. STATISTICS.
GATHERED IN 1970 SHOW 540,000 HEALTH WORKERS, INCLUDING PHYSICIANS, DENTISTS,

N
NURSES, PIIARMACISTS, SANITARY ENGINEERS, VETERINARIANS, HEALTH INSPECTORS,
MEbICéL TECHNICIANS AND HEALTH AUXILIARIES OF VARIOUS KiNDS. THIS MANPOWER
#EPRESENTS A GENERAL AVERAGE OF 20 HEALTH WORKERS PER 10,000 POPULATION.
g
IN 1970, THE OCCUPATIOEQL STRUCTURE OF TOTAL HEALTH MANPOWER
: éHOhED THE FOLLOWING,PATTERN: PHYSICIANS 6.9 PER 10,000 POPULATION;

NURSES, 2.3; AUXILIARIES, 8.8; MEDICAL TECHNICIANS, 0.9; AND

ADMINISTRATORS AND PUBLIC HEALTIf PERSONNEL, 1.6.
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THE SITUALION VARIES FROM éOUNTRY TO COUNTR&, BUT IN CENERAL
THE PROPORTION OF TECﬁNICAL OR PREUNIVERSITY LEVEL PERSONNEL, VIS-A~VIS
UNIVERSITY GRADUATES, IS TOO LOW. IN 1968, TIF OVERALL TOTAL OF 540.297\

HEALTH WORKERS WAS DISTRIBUTED AS FOLLOWS :

-
UNIVERSITY LEVEL 252,812 PERSONS 45% ;
TECHNICAL 62,029 PERSONS 12%
AUXILIARY 224,456 PERSONS 42%

THESE FIGURES UNDERLINE THE FACT THAT THE DEFICIENCY AT THE

MIDDLE LEVEL CONSTITUTES TODAY THE MOST SERIOUS MANPOWER PROBLEM IN LATIN

AMERICA AND THE CARIBBEAN.

TO REACH THE GOALS OF THE TEN YEAR PLAN, SEVERAL CHANGES IN OUR
ORIENiATION ARE NEEDED.

DURING THE 1960's ,6ONFRONTED WITH AN ACUTE OVERALL SHORTAGE,
THE GOAL WAS TO PRODUCE HEALTH MANPOWER IN ALL CATEGORIES. THUS IN THE 60's,
THE SHORTAGE DIMINISHED AND SOME SIGNS OF OVERPRODUCTICN APPEARED. ON CAREFUL
ANALYSIS, THE APPARENT OVERPRODUCTION IN SOME CAFEGORIES APPEARS CLEARLY AS MAL

DISTRIBUTION RATIHER THAN OVEPALL OVERPRODUCTION.
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fHE TYP SEEKS TO CORRECT THIS ,AND THE EMPHASIS IS PUT ON ]’Ll{N-
I:IING OF }'IUDIAN RESOURCES SO AS TO PROVIDE A WELL-BALANCED IEALTH WTOWEll.
ANOTHER CHANGE IS THE SHIFT OF Ex‘;iPIIAS IS FROM TIHFN HIGHER PROFESSIONS TO
D;iEDIUM AND LOWER IEVELS OF EDUCATION. SPECTAL ATTENTION IS GIVEN TO HEALTH

TECHNICIANS, PRIORITY GOES MORE AND MORE TO HEALTI AUXILIARIES,

NEVERTHELESS, EVEN WITH AN IMPROVED SUPPLY OF INTEEMEDIATE HEALTH

WORKERS ('I..‘ECHNOLOGISTS AND TECHNICIANS); EVEN WITH MORE HEALTH AUXILIARIES;
\

EVEN WITH MAXIMUM DELEGATION OF FUNCTIONS, IT IS UNLIKELY THAT WE WILL BE
ABLE TO EXTEND HEALTH COVERAGE TO ALL RURAL POPULATIONS.

WHERE THEN IS THE SOLUTION? PAHO IS STUDYING THE POSSIBILITY
OF CALLING UPON THE POPULATION ITSELF, MAKING USE OF ITS POTENTITAL RESOURCES,
DEVELOPING SOME SURT OF VOLUNTARY HEALTH AGENT FROM THE COMMUNITY ITSELF. .
FURTHERMORE, IT SEEMS TO US THAT A CAREFULLY PLANNED TRANSFER OF HEALTH KNOWLEDGE
FROM THE HEALTH PROFESSIONS TO THE POPULATION IS NEEDED. THIS TRANSFER OF
KNGWLEDGE WOULD STIMULATE SELF-IDENTIFICATION AND, EVENTUALLY, SELF-RELIANCE
‘1 ON THE PART OF COMMUNTITIES.

] WE MIGHT THEN REVERSE OURSELVES AND é:ONS'IDER THE POPULATION ITSELF

AS THE FIRST AND MOST IMPORTANT RESAdiJ‘RCE TO PROMOTE, MAINTAIN AND PERHAPS

* RESTORE HEALTH. TRADITIONAL HEALTH TiiCHNICIANS AND PROFESSIONALS MIGHT
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THEN SERVE PRINCIPALLY AS AN EXTENSION OF THE PRINCIPAL RESOURCE, ACLING
AS A REINFORCEMEN1 TO COMMUNITY RESOURCES, AS A LOGISTICAL AND EDU‘CA’I.‘IONAL
SUPPORT.
THIS IS, OF COURSE, NOT A NEW IDEA. AND VE ARE AWARE OF THE
FACT THAT ATTEMPTS TO DEVELOP IT HAVE MORE OFTEN MET WITH FAILURE THAN
SUCCESS., BUT IT IS AN APPROACH RELATIVELY UNIRIED IN THE AMERICAS, AND WE FEEL

THAT IT SHOULD BE TRIED.
.

ANOTHER CHANGE IS IN THE GREATER PRIORITY GIYEN TO HEALTH
MANPOWER IN THE DESIGN OF HEALTH PROGRAMS. WHAT IS THE TRADITIONAL WAY IN
WHICH HEALTH PROGRAMS OR PROJECTS ARE DESIGNED? WE START BY STATING PROGRAM
OBJECTIVES, WE DERIVE FROM THEM THE MEANS REQUIRED ~PHYSICAL, FINANCIAL AND
OTHERWISE. AS A FINAL STEP IN THIS LOGICAL PROCESS, WE ESTIMATE HEALTH MANPOWER'
REQUIREMENTS .

BUT WHAT IS THE REAL SITUATION IN THE WORLD? THE PROCESS OF
RECRUITING, TRAINING AND UTILIZING HEALTH MANPOWER IS POSSIBLY THE MOST
COMPLEX IN PROGRAM IMPLEMENTATION. TIIE PROCESS IS CLOSELY RELATED TO THE

WORKING OF SCHOOL SYSTEMS AND THE GENERAL MANPOWER MARKET, AND IS SUBJECT:'TOA N

SOCIAL AND ECONOMIC CONSTRAINTS MOST OF WHICH LIE OUTSIDE OF TIE HEA;LTI[ SEQTOR.

AS A RESULT, MANY PROGRAM TAILURES ARE DUE TO HEALTH MANPOWER FAILURES.
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OUR CONCLUSION IS THAT PRIORITY ATTENTION MUST BE GIVEN TO THE
HEALTH MANPOWER COMPONENT’ FOR TRUE LONG RANGE PLANNING, 10 YEARS OR MORE,
THE DEVELOPMENT oF MANI;OWER MAY DEPEND UPON PROGRAM OBJECTIVES. BUT FOR
D’.IME'DIATE AND INTERMEDIATE PLANNING, WE MUST REVERSE THE PROCESS. ONCE
I;RQGRAM.OBJECTIVES ARE DEFINED, AN ANALYSIS OF MANPOWER RESOURCES AND
CONSTRAINTS SHOULD LEAD TO THE PROGRAMMING OF SERVICES. IT IS MORE
| ‘
REALISTIC TO ADAPT SERVICE PATTERNS TO AVAILABLE MANPOWER RATI?ER THAN TO
FIT MANPOWER TO PRE-ESTABLISHED SERVICE PATTERNS.
AT THIS POINT I AM LED TO COMMENT ON ONE OF THE PROBLEMS WHICH
OUR WESTERN CULTURE INEVITABLY LEAVES US WITH. IN THE AMERiéAS, AND INDEED
IN AFRICA AND MANY OTHER PARTS OF THE WORLD, OUR MEDICAL AND HEALTH PRACTICES
ARE HISTORICALLY DERIVED FROM THOSE OF WESTERN EUROPE. THEY ARE IIGHLY
QUALITY CENTERED. WE SET STANDARDS TO WHICH MEDICAIL SCHOOLS ADHERE FOR THE
TRAINING OF PHYSICIANS. THE RESULT IS A WELL EDUCATED PROFESSIONAL WHICH IN
m COUNTRIES HOWEVER, IS NOT PREPARED IN SUFFICIENT NUMBERS TO PROVIDE
HE{\LTH CARE FOR MORE THAN A RELATIVELY SMALL PROPORTION OF THE POPULATION,

THIS RESULTS IN LARGE GROUPS RECEIVING NO HEALTH CARE AT ALL, WHILE OTHERS

MORE Pi(IVILEGED, RECEIVE HIGH QUALITY SERVICES. FOR LATIN AMERICA,AS I HAVE
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SAID, THE PORTION OF THE POPULATION WHICH RECEIVES NO CARE IS 37% OF THE
TOTAL.

THIS SITUATION IS QUITE UNSATISFACIORY, AND FROM TIE ETHICAL
POINT OF VIEW, QUITE DIFFICULT TO JUSTTFY. WHY COULD WE NOT START WITH THE
PREMISE THAT EVERY POPULATION GROUP WILL RECEIVE CARE AT WHATEVER LEVEL
SOCIETY CAN AFFORD, 1IN EFFECT, THE IDLA WOULD BE TO FIX QUANTITY, OR
COVERAGE, AND VARY THE QUALITY OF SERVICE WITH THE RESOURCI:JS AVAILABLE,
THIS WOULD SUBSTITUTE FOR OR MODIFY PRESENT PRACTICE Il‘i WHICH QUALITY
STANDARDS ARE PRE FIXED AND COVERAGE DETERMINED BY AVAILABLE RESOURCES.,

PLANNING OF HEALTH SERVICE PROGRAMS IN THIS MANNER WILL NOT
BE EASY AND WILL LEAD INEVITABLY TO MANY CONFLICTS. BUT I AM NONETHELESS
PERSUADED THAT IT WOULD BE WORTH THE TRY.

ALL THE POSSIBLE ALTERNATIVES MAY BRING GREAT CHANGES IN OUR
PRESENT CONCEPTS OF HUMAN RESOURCES, HEALTH MANPOWER, AND HEALTH CA.RE.
THESE CHANGES MAY, EVENTUALLY, BRING NEW PERSPECTIVES TO RURAL POPULATIONS, 3

MINORITY RACTIAL AND ETHNIC GROUPS, AND OTHER BOVERTY RIDDEN GROUPS IN LATIN

\
\

AMERICA AND THE CARIBBEAN,



“calth Manpover Development

. and the Roje of the University"

Dr. Samucl C. Adams, Jr.
Assistant Adninistraton,
Bureau for Africa,

Agency for International Develcpment,

Washington, D.C. 20523

Ve, Cheiricon, participents to this canfercnce, ladies and
gentlemens It is a pleasure Lo be preseut and greet you on what
may be unique occasion, This is perhaps the first confercuce
of its kind which addresses the issue of the role of universitics
in dealing with probiams of health manpower development for
black nations. This is & problem of primary concern to develeping
countries in goneral and Africa in particular, 7The level of

. »
{mprovement Jn health care services in these countries, over the

next decade, will depend in a larga measure upon how successful

universities ave in performing their woles,

* Delivered at the "Confercnce on Hcalth Problems of Black
Populotions: llealth Manpower Develepment aud the Rele of
tho Unfversity," sponsored by louard Usiversity Mcdical
Schcol and African Awericon Scholurs Council,

Weshington, D.C., Februavy 3.8, 1975,
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I would like to commend Howard University and the African‘AmericaF‘

s

Scholars Council for their foresigﬁt in initiating the dialogue on thisfg
problem which led to the implementation of this conference. We at A.I.b}
the Africa Bureau in particular, are proud to be associated with you, in
whatever small measure, in the support of this conference.,

We would like to especially congratulate the African and Caribbean
universities which have indicated their concern for this problem by
accepting invitations to participate in the conference. Further, your
willingness to share your ideas with those of us who are endeavoring to
assist less developed countries in the development of effective health
delivery systems is greatly appreciated.

I need not remind you of the many health problems faced by the
majority of the people on the Affican continent, i.e., those conditions
due to infectious and communicable diseases, poor environmental sanitation and
poor nutrition. The health problems are aggravated by the severe shortage'of
health manpower, shortage and maldistribution of health facilities, and lack of
transportation and communication facilities. As a result of these conditionms,
it has been estimated that as much as 80-85% of the population of many
African countries do not have access to modern ot organized health care
services. We also recognize that many of the diseases occurring in
develrping countries are preventible by modern technology and know-hqw,
i.e., by public health methods such as e-.ironmental sanitation, iﬁmﬁq;zations,

communicable and vector borne disease control, and proper nutrition.



We. in AJL.De afe under a mandate from the Congrcss'and the
Adminigtratign to reorder our prioritids for assistance in
scverai aiéas, with health being one of‘forcmost importance,

We were made even more aware of the urgency of chils mandate
as we listened to President Ford's State of the Unicn Address on
January 15, 1975, particularly as it réferrcd to intcrnational
pffpdye. I would like to quote £r1of pertinone portions of rhis
messages  ''So let there be no mistake about it: iInternational
cooperation is a vital fact of our lives toduy. This 4s not a
moment for the American people to turn inward, More than ever
before, our owm well being depends on America's detemaination and
léadership in £he world," .

Againg, T quotet "...eeeees The deﬁeloping nations are also
at a turning point., The poorest nat%ons sce their hopes of
feeding their hungry and d;vclopiég their societies shattered by
the cconomic crisis, ‘The iong terﬁ cconomic FULUYE seseevens
depends on coopernti§c solutions,"

" AB a result pf'thcéé mandates énd/br'strong prééidéﬁtial support

"AeLeDs hasvsisuificantly elevated the priority of health propr:ama
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and health activities throughout the Agency. In essence, a new and
increased emphasis has been placed on health programs. The Africa
Bureau responded to this new emphasis by developing operational
guidelines and plans for increasing our range of programs in the health
sector in Africa. These guidelines represent our initial efforts. We
believe this will be a dynamic process as we acquire greater experience
and identify new opportunities for assistance in the health sector.
These program guidelines and plans for action in the health
sector of Africa look at four major problem areas of concentration in

less developed countries, namely:

1. National Health Delivery Systems

Africa Bureau will support development of national health
delivery systems, with an emphasis on integrated low-cost
rural health delivery systems. Such programs must have

the support of leadership of national governments of host
countries, coordinated donor inputs, and strong tie-in of a
health system to each national culture and fiscal system.
Integrated services minimally should include: nutritionm,
Maternal Child Health and Family Planning, health education,
environental sanitation and immunization programs. A,I,D.
prograsa inputs should additionally focus on infrastructure
strergthening: Health planning, health manpower development and

training, managerial and administrative training and technical.



2,

3.

'assistancc for development of administrative and

financial managaement systems, gs well as assisting in
the development of vital statistics and demographic data

systems.

Disease Control and Cther Haalth Prorroms

In support of development programs the Africa Bureau
will support environnental enzlysis of health factors
and health prograns in veletion to devalopnent programs,
i.e., economics, agricultural, rural and human resources.
davelopment programs, [Exampless (1) Control of water-
borne discases such as schistosominsis and onchocercilasis
in relation to irrigation projectsy (2) enalysis and
control of malarié and trypanosomiasis in rescttling of
new Landsy ond (3) potable and safe wvater supplies,
health education, nutrition programs in suppoxt ofs
agricultural and rural development programs. It should
be kept in mind that certain of tho major communicable
dioeases &an'be cffcctively controlled only on a
vegional basis.

Selectod Pronran LEfovts

Africa Burcau will support special health efforts relatod

to populations at greot xisks duc to drought, famine or



other calamities (e.g., Sahel region). Inputs from A,I.D. can
include such items as emergency supplies of medicine, vaccines,
equipment and certain logji=tical support.

4, Pamily Planning and Use of Title X Funds

Africa Bureau takes the postion that child spacing and family

planning services from natural and essential components of a minimal

health package maternal child health program. In this context,

whenever and wherever feasible family planning services will be pro
grammed or built into integrated health delivery systems or service
projects,

As you are well aware, there is a pressing need for increased efforts
in regard to manpower training development and uéilization. We in A,I.D.
feel that appropriate and relevant training of health manpower is the
keystone to the success of any health delivery system, without which the
latter are doomed to failure.

Historically, we find that far often attempts have been made to
initiate or introduce Western medical approaches into Africa to solve health
care delivery problems. In toc many instances these approaches have proved
either inadequate or unsatisfactory for the most part. This situation is
not unique to developing countries, but exists to a lesser extent in the so-

called "developed" countries. In the U.S. and other Western countries,



we are facing similar problems in the orpanization and delivery
of health care services, particularly for our inner-city and rural
poor. Wo too suffer from shoxtuges of trained health manpowver,
}naldistribuéiﬁn of health manpower end facilities, and often lack
of coordination in the use of resources. All of these factors
combined result in inequitable provision of health care services
‘for large segments of our population. One najor activity onzoing
in this country, which has pertinence to what you will be
discovering during the conference; is in tho aren of health
yuanpover developmwent and training. We ave not only upgradiﬁg the
gkills and responsibilities of many health workers, but we are
also developing new categories of health manpover, as well

(e.gs, Nurse Practitioners, lfedex, Clinical Pharmacists, Surgical
Pechniclans, cte.). These roves axe intended to cutend ouy health
'manpower resoutces, as well as to fmprove tho offiiciency of their
wtilization.

I think we all vealize that if we are to solve many of our
health preblems, perticularly in developing countries, we smust
saak and f{ind new é%pfoachcs. vhat 45 also nceded &s development
of viabla partncrships.bctvacn donors &nd host country nationals,
in wvhich wniversities could take'thé lcad in helping develop the
new approaches requived, Univewsitics the world over cin no longe:

vemndn in relative fsolation from the mainstrcom of socloety's
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.overall needs by vetreating to the traditional functibnal areas
of education and rescarch, They must also address the area of
comm;nity service ncads of socicty and actively participate in
finding solutions to these problems as well. In cssence,
universities nust utilize their human and physical resources to
contribute to the social and economic development goels of their
countries. It is quite eppropriate and tinely, therofore, that
these assembled here should be addrcssing yourselves to these
problems in health, particularly 4n the area of manpover training,
development end uciiizaiione Ve iu deZeDe ultell b cuxiously
avaiting tho results and outcomes of your deliberations over the
nest feu days, with a view toward how we may be move effective
in planning and implementing our assistance Qtratcgy in the health
sacltor,

Again, may 1 extend my &ongratﬁlations to all of you for
yodr foresight ;;d dedication. May T also wish you all possible

success in your endeavors,
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NOTES

ianpowar Proftle in the African Regon
. Dr, Hamad Bl'Neil
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NOTES

NOTES

- Few countries in the African Region have one
physician for every 10 009 persons,

- In many countries more than 50% of the physicians
are foreign and therefore constitute only a temporary
protessional papulation for the country,

- Except in a few cases 50% of the physicians are in
the capital city.
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NOTES

The results are that only 20%
of the population has ailequate health
care available while the other 8)% are
virtually deprived of any form of modern
scientific health care.
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Example (1) from the ‘African Region

Population
Number of physicians

- National
- Fereign

Ratio

- whole country
- capital city
- rest of country

\.
. <4 000 000
\4\
64
9
55 (86%)

1/59 000
1/1800
1/124 000



Example (2) from the African Remon'

Population

Number ot physicrans

- National
- Foreign

Ratio

- whole country
- capital city
- rest of country

NOTES

8 000 000
408

‘146

262 163%)
1/13 000
1/300
1/34 709
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Tne_Distribution of Health_Henpover in Africa

i{ the tctal heoith stoft 1s divided nto three
major categorics.

1. High level health grofessionals
(@ystors, sc.utary. engineers,
pharmacists, health educators,
sociolozists etc.). '

2. Middle level health professionals
(nurses, midwives, sanitary
technicians, laboratory
technicians etc.).

3. Heoalth auxiliaries
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The th'ree categories should form
a pyramid which may take slightly
different shapes,
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In addnlon to the recognlzed adminlsxrghvv

I - o e

P § O S e T W G G Sas——

supzrvision,

bt YA Aol

NUIES

*'NOTES



NV i e

In oihorforms ofgyramlds eﬁechve technlcm
supervusun1|a difficult to achieve and even the
few avanable high level professionals will be
underemployed in a
managarial sense ar
/{ “resources of th:
middie level
rrofessios
will be
stre
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BUT in many countries of the
Region, pyramidal patterns do
not exist and iastead a bizarre
conglomeration of shapes
dominate the health delivery

systems.
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In some countries the cytegbry of middle Ievef
professionals is tod thin to support a pykamidé}

- g o -

pattern,
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In others the category of health auxiliaries
may be underdeveloped and therefore the
pyramidel pattern is undermined.
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BACKGROUND

Health Manpower

: Kingz has stated that a developing country i; fortunate if it Has as few
as 15,000 patients for each of its doctors, or can spend more than $1.00 a
year per capita on medical care. Figure 1 reflects the wide disparity in
patients per doctor and per capita health expenditures between developing
countries'and industrialized nations. .

Doctors are scarce and they must spread thelr services thinly over many
patients. A doctor in a developing country has to play a different role from his
counterpart in an industrialized one. In a developing country a doctor's main
task must he to act as a teacher, organizer, supervisor and consultant to a
team of auxillaries,? Only with such a team will the best use be made of his
very scarce skills.? In addltion to the doctor shortage in developing countriesé
members of junilor professional or para~medical grade are usually just as scarce.
An auxillary is very important gs substitutes for members of both professional
grades,

The lack of money being a major determinant of medical care points up the
economic Importance of paramedical workers. Since the main costs in the health
industry are for services rather than goods, major economies can be realized as
functions are transferred from high-salary to low-salary workers,? This is based
upon the assumption that productivity does not decrease at the same rate as salary,

More doctors do not necessarily ralse health standards. Investment in
training a higher ratio of paramedicals might show greater benefit.- Cunningham
and Morley in Nigeria showed the effectiveness of nurses or grade 2 midwives in lowe
exing the under-five mortality rates.® On the other hand, in countries where the
physician/patient ratio may reach 1:100,000, the need:for more physicians is
obvlous. This is particularly so because the health team approach includes a
doctor,

Thus, improvement of the training and utilization of all members of the
health_team offers the greatest opportunities and challenges in the health field
today.” 1In most countries, the greatest return will come from increased invest-
ment in lower-level health workers.? Relevant training and effective use of
paranmedical health workers are fundamental to the improvement of health services
and control of costs of medical care.

The need for health teamwork has been summarized by Ordonez-Plaja3 as follows:

(1) Need for teamvork . .
(a) Health and disease are complex concepts influenced by the cultural
and physical environment.
(b) In earlier days, a capable person could by himself handle public
health matters, \
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HEALTH WORKERS BY INCOME AND TYPE OF PRACTICE

Ilich income,
long education
(12 years basic -+

6-13 ycars
Type of practice  prafessional)
Unsupervised Physician (GD)
independent
general clinical
* practice

Hospital ot group  GPand
practice specialist: c.g.
surgeon,
pathologist,
radiologist,
physiatrist,
orthopaedist

<

Antenatal, delivery, Physician-
and postnatal  obstetrician
care

Drug compoundins Pharmacologist
and dispensing

Mental health Psychiatrist
Dental practice  Dentist
Public health Health ofticer
(M.D.)
Envi'ronmental Sanitary engincer
sanitation

Average cost of training: X
Averageearnings peryear:Y*

Mediwmn income,
meditm education

Low income,
short education

(10-12 years basic-+ (6-12 years basic +

2-5 years
professional)
Assistant meJical
oflicer, licentiate,
behdar, health

. officer (Gondar),

SJeldster, nurse
Nurses—general
duty and
specialist, surgical
technician,
laboratory
technician, X-ray
technician,
physical therapist,
cte.

Midwife

Pharmacist

Psychiatric nurse,
psychiatric
technician
Dental hygienist

Health visitor,
public health nurse,
health educator

Sanitarian

0-3-0:5X
0-2-0-5Y

0-2 years
professional)
Dresser

Ay

Nurses’ aide,
practical nurse,
dresser, laboratory
assistant

Auxiliary midwife,
dai

Dispenser,
compounder

Psychiatric aide

Dental aide

Home liealth aide,
cte,

Malaria assistant,
sanitary inspector,
ete.

0-1-0:2X
0-1-0:2Y

¢ Including consideration of private practice as well as government salary,

# Teamwork for World Health
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(c) Today no single person can have enough of the knowledge about
technical, cultural and political variables necessary to make
sound decisions.

* L
(2) Functions-of the team

The ultimate goal of the team is health improvement.

The health team concept involves looking at the job to be done, dividing
it among the different kinds of health workers, and training them to teamwork
so that their collective efforts cover the health need.4 The composition of a
health team, in practice, varies due to shortages or duplication. Thus, each
membexr of the team should be able to handle at least some of the measures
directed against problems outside his usual province.* The roles and education
of individual members of the health team, professionals and auxillaries, should
be definded in terms of the team as a whole and the system for providing health
care and not as something isolated and apart.
: \

The role of the physician on the health team Is that of consultant, teacher,
planner and manager.? The nurse's role can range between working with the
physician in planning and policy, on one hand, and imalementation with other
paramedical and with auxillary workers, on the other.™ Scarcity of doctors and
nurses defines the role of auxillaries as that of extending the effectiveness of
professional and paramedical personnel.# The auxillary makes it possible for the
physician to carry the role of lcadership.4

Table I. lists health workers by income and type of practice.3 Based on the
premise that a physiclan earns $5,000 per year, the cost of providing one physi-
cian per 1,000 people would be three to ten times the total annual health budget
for some developing countries., This figure in many developing countries would
amount to 5 to 8 percent of the GNP, a level which cannot be supported by those
countries,3 The proliferation of medical schools in developing countries leads
to more graduates than the countries can support. This then leads to migration
of doctors to wealthy nations,3 Developing nations camnot afford the luxury of
training doctors for rich nations.3 One obvious solution to this problem lies in
increased and more cffecctive use of paramedical personnel.

Many developing countries have more doctors than nurses. Similar imbalances
occur in the ratios of other middle~level professions to doctors. This might be
due to the rclatively low status accorded to paramedical workers and thc tendency
to allocate training resources to producing doctors.3 Thus paramedical training
continues to receive low priority in both quality and quantity.3

There is an overwhelming need for better and more trained paramedical workers.
. There are numerous problems in expanding training and improving utilization.3 The
well-balanced health team requires adequate representation at all levels of personrnel.
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The Role of the University

"The rapld development of the health sciences and the increasing potential of
medical attention,as well as the growing importance of social and preventive medi-
cine, are forcing institutions responsible for the education of medical and allied
health professions to change their objectives. 1In the developing countries these
schools and institutions are often very strongly tied to ideas, programmes and
structures taken over from countries with which they have had, .or still have,
political and/or cultural links. In a few instances such an association has worked
satisfactorily. In most cases, however, these cultural or educational links have
prevented the countries from creating their own teaching institutions for the
adequate training of such personnel. As a result they need to develop new approaches
and ideas relevant to their health problems and needs. In the developed countries
the panorama is also changing, for even the most advanced ones are at present re-
vising their programmes for the preparation of health personnel in_a true fight
against traditional patterns. Dissatisfaction is thus universal,"

There 1s systematic isolation of educational programs in the heglth sciences,3
This is exemplified by the typical sub-division of teaching of these sciences by
number of schools, faculties and Institutes, as well as by the lack of rclationship
between such institutions and the various agencies and organizations which should
absorb and utilize the manpower produced by them, In addition to a consistent lack
of identification of needs, there is also an absence of analysis of educational
objectives and possible approaches to meet them.

Efforts are being made to re-examine the educational systems for medical and

allied health personnel and to formulate adequate plans in regard to thlis, On the
occasion of the 23rd World Health Organization Assembly, the Technical Discussions
involved the various aspects of the education and training of health worlers: the
need for quantitative and qualitative improvements in their education = ! !raining;
the adaptation of currilcula and teaching methods to national and Local conditions;
and to need to innovate and adapt. -

"Adaptation of education for the health professions, including medlcine, to
the local health needs and resources, and a judiclous distribution of i ucticns
between physicians, other health professions and auxillary level perce , em
to constitute the most promising solutlon to the problem of expandiirg 1o.lth sere
vices in the face of manpower and financial limitations."3

A few basic principles may serve as guidelines in respect to cduc:.ilon of
medical and allied health personnel. The first is that education oi lc 1th pers
sonnel should be the means toward the development of health services, citler than
the final goal itself. Secondly, the types of health personnel and the iiinds of
education programs to train them must be determined by local health problems and

the corresponding health plans., The third is that education in the med/cal and
allied health sciences must avoid fragmentation and subdivision. This involves
the bringing together of analogous programs, faculties and facilities, through
multiprofessional schemes for health workers of different kinds and levels.

This includes multidisciplinary teaching. Finally, such schemes should be closely
integrated with local health services covering the whole range of institutions
providing health attention and not solely with a teaching hospital. This means
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that teaching should be(community health) or (total health) oriented.3

fhe status of women with regard to the health sciences needs study. The
structure of professions in all countries has been erected by men for the benefit
of men5 This is' perhaps not irrelevant to the sh?rtage of doctors and medical

needs.

Figure 2 illustrates the typical features of the educational system of a
developing country.2 Tt demonstrates the marked narrowness of the educational
pyramid and how few are available, at the apex, for university level education,
This again emphasizes the necessity for more concentration of educational efforts
upon development of paramedical and auxillary personnel,

The two areas in which health agencies have 1imited capabilities are the
traditional areas of university function, i.e., education and research.” Despite
long time involvement in these areas, disturbing deficiencies in health care are
traceable to university function,

The role of the physician in the universitylnstyle hospital and that of the
physician in the rural setting dre both essential to health care but miles apart,
Cood education for one may not be adequate education for the .other, Fzr the re-
cent graduate, the transition from one to the other can be shattering.” "It is in
not recognizing the magnitude of this transition and in not appreclating its
importance that the basis for the failure of universities to provide an adequate
education for health personnel largely lies."

The problem of providing health care to large numbers of people on limited
resources is a legitimate object of academic concern and finding solutions to
those problems will require sophisticated and rigorous research.” The future
course of universities lies in resolving the dilemma of scholary pursuits versus
community involvement, If the university turns away from community involvement
in favor of pursuing scholarship, its scholarly successes will only remotely
benefit the nation and its people. If, however, the university forsakes scholarship
in favor of a frontal attack on the surface problems of the community, it risks
losing the intellectual strength and creativity needed to untie the deeply complex
knots of commznity need.% The challenge to the universities lies in resolving
this dilemma. B

"The great unmet health need, the serious deficiencies in systems for health
care, and the most telling educational inadequacies- these cluster around the
single but painfully complex question of how to provide care for large numbers of
people on limited resources. A special burden rests on the universities, for there
resides the potential for defining the necessary directions of change and for edu-
cating the leadership that can bring those changes to reality. The changes that
are needed call for new phases of technological development, new forms of pro-
fessional capability, new relationships among health personnel, new approaches to
educational problems, and new attitudes of professional and academic people.

The most fundamental purposes of universities are involved, and it must be asked
how these purposes can be changed."4
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, - The above background information is supplied in order to emphasize the need
for more health mhnppwer as well as the necessity for formulating methods to meet
that need., University effort at the educational level appears essential to the
development of feasible plans and methodology in this'area. '
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FIRST INTERHATIONAL CONLERENCE
"HEALTH PROBLEMS OI' BLACK POPULATIONS"

SIEALTH MANPOWLR DEVELOPMENT AND THE ROLE
OF THE UNIVERSITY

The following recommendations are brief condensations of
discussion group I chaired by Dr. Hamed El1'Neil, Monday after-

proceedings will he contained in a report to be prepared by the
flowapd University College of Medicine African American Scholars

"ouneil.

Working Group I recommends:

-]

noon, February 3, 1975 . The publication of the complete
1
!
G

‘he development of a cadre of health gcientists without
the general compartmentalization by professional categories.
\

tlhie development of a methodology for the training of health
personnel thal could be utilized by countries whose political
and economic philosophies are in transition from a free
anterprice to a socialist system.

health planning be done in conjunction with the govern-
aent's political ideology. 1n countries where there will
he universal free primary and’ secondary education, it can
be anticipated that within fifteen years there will be
large manpower resources that could be directed towards the

heallh sciences.

that a firm operaticnal system for rural health service
Jde Cvery must be developed which could possibly be linked

tn post graduate training, recertification, salary incen-
tives or military service.

i1 . dovelopment of instrumernts that could be used teo collect
oy en metivaticon of health scientists who are missionary

o ented.  The inrormation would help educational adminis-
Limtors in the health sciences design curricula which would
1 iwimize on these attitudinal qualities.

the development of "mini" health training modules that could
be used for short term intensive training of "non-degree"
Feclth educators who are indigenous to the intended service

areas.

the development of a system of professional mobility that is
based upon the degree of competency in training, the degree
of initiative and the level of motivation of the health pro-
vider.




Recommendations (2)

10.

11.

Lz,

that training for health service delivery be linked to
training on the social, psychczlogical and economic needs
of the particular country involved.

that educational institutions should be centrifugal in
their responsibilities so that students will be involved
early in training with the types of problems they will
encounter.

that the faculty of health institutions should periodicall
be assigned to the field for "on site" refreshenr training.

the establishment of federal health science institutes
where the government will absorb the cost of education of
students in return for manpower services in health care
delivery. T

the encouragement of researchers among the ranks of Héalxh
s~ience students as an essential aspect of professional ™~
training and institutional survival.

Submitted by:

Alyce C. Gullattee, M. D.

ACG/cc Rapporteur
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QOFESSIONAT 1EDICAL TRATNING II

Historical 3acksround

The University College of the Gold Cosst, in special relation
with the University of London, was founded in 19485 and became the fully
fledged University of Ghzna in 1961, Discussions and consultations
on the establishneni of a faculty of medicine were begun in 1951 bud
it was not until 1962 that the first premedical class of 40 students
were adnitted into the Lniversity of Ghana a¥ Le::on,nec.r dcera.

Nerotiations for foreizn financial eid wero bro-en off in 1963
and as a restlt o surely Ghanaian llecical serocl in special relation
with the iiriciz, of Lealth wz:s established hurriedly to receive the
first prsclinicul class for traininglon +e¢ Korle Du Iospital Cuompus,
about 12 miles from ihe university. Thus the .orle v Tospital in
Accra becane the teaching 2ospital and was edle To frl1{il the role
thet the Coloniul Zoverror, Sir Gordon Gug-isber?, 1ad destined for
it 40 years vefore.

The new ledical 3chool was integrated into the University, as
the University of Shane l.edical School in 1660,

Physician manvower shortasge

There ie an absolute shortage of physicians in Ghana, but there
is 2lso an ercour-zing trend of improvenent. In 1652 the doctor
population ratic was 1:30,000; twenty years later it was 13:11,000 and
in 1973 it vas 1:10,000.

Today's ratio of 1 physician to 9,000 does not reveal relative

* a or~ g — " -
B.V JeRe te Dodu, T, ™7, DC'E.TI’IJT!ZL‘)"“."?J.“.}," o fhana Wedical 70?:‘.001, Jhenn
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shortages due to maldistribution: the Greater Accra area supports
a physician/population ratio of 1:3,000; for the rest of the country
the ratio is 1:13,000 and for the rural areas it is 1:20,000..

leeting physicisn nanpower needs
The first graduztes (39) joined the health service in 1969.

At that time the doctor/population ratio was 1:23,000. In consulta-
tion with the Linistry of Health it was agreed that it would be
realistic to admit 50 students each year for the decade 1970-1980.
This was not however intended to be an inflexible munber and the
student intoke has been increased; first to 55, then to 60 and last
year to 65.

Since 1969 zbout 250 doctors have grzduated {from the School,
A mumber of Ghanaian doctors trained abroad have 2lso returned home
to practise ond altogether there are now over 1,000 doctors in the

country.

¢+ Student selection

Univers:iiy entry requirements follov the Tr-tish tradition and
are based on the results of the examinations of the ‘est African
Zxaminations Council at the idvanced level.

There are 3 universities in Ghana but only the University at
Legon in Accra has a Faculty of iiedicine, Last October;over 4,000
students applied for admis:ion to legon University in iccra, Only
about half of this number qualified to be admitted and placégz;;nally

offered to 1,056, About 200 candidates applied to enter the Iledical

vo/30
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School; 111 had the prerequisite qualifications for admission and
the 65 academically best qualified candidates were selected, after
én‘unatructured interview. In theory, the entry requiremonts to
medical school are the same as the University minimal requirements
which are already high enough; but, in practice, only those with
competitive grades in the relevant science subjects manage to gain

admission.

Faculty
tthere are 80 full-time senior faculty eand 73 of them are

Chanaians., In addition there are 10 part-time faculty on the staff
of the teaching hospital. The Medical School does not yet have a
hospital of its own and therefore utilises the Accra Regional hospi-
tal - the Korle Bu Teaching Hospital - for clinical teaching. There
is no formal affiliation contract between the University and the
Ministry of Health or the Hospital llanagement Board for the use of
the hospitale Until recently this had led to a conflict of interests
and other difficulties that are inherent in the assumptions on which
all gentlemen's agreements are based,

Staff shortages in the basic science area, especially in'
anatomy is a perennial problem and members of the Department of
Surgery have had to assist in the teaching of anztomy.

Programmes

(a) Undergraduate

(1) Ledicine, The undergraduate programme is under review

and & new curriculum, now in its 4th yecr, is phasing out the old one.

/N
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The course is a 5% year programme of which the final year
is a subinternship yecr in which there is a series of clinical
rotations designed to strengthen the vocational aspects of the
training.

Comnnity health is given appropriate emphasis and the
Department of Cormunity Health fulfils its importont role by main-
taining strong links with the Ministry of Health. In addition to
medical students, the department assists with the training of non-
physician health personnel in both rural and urban health facilities
under field conditions. ‘[he Danfa Rural Health and Femily Planning
Project, a joint undertaking with U.Celeds, is already well known.

In addition we are soon to have the use of an Urban Health Centre

in Acera. liopefully, the School might cbtain permission and resources
to accept responsibility for the health care of a defined area around
the urban health centre as a pilot projgct iq health care delivery.

(ii) Dentistry. It has been ge;;ingAglgficult to find places
abroad for the 8~10 students who are awarded Coverrment Scholarships
for dentistry every year. The lledical School hac therefore devised
an intercalated course by arrangement with Dritish schools of den-
tistry. The students do their preclinical dental courses in Ghana
and at thi$ level take University of Ghanz exaninctions., They then
contime their professionAI training in clinical schools in the
United Lingdom. wWhen they have successfully conpleted the U.K, courses

they are to be recommended for the award of the Ghana degree.

oe/5
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The first group of 10 dental students were admitted with

the 65 medical students in October, 1974.
(b) Eostzraduate:

Residency programmes in liedicine, Surgery, Cbstetrics and
Gynaecology and Fathology were begun in 1972, At present British
Postgraduate diplomas are taken, but plans are being made to prépare
candidates for the qualifications of the West African Postgraduate
ledical College,as soon as these qualifications have beSh establi-

shed,

Costs
There is no ginsle methodological aporoach to determining

the cost of education, which meets every contingency.
In Ghana, iniversity education is sponsored by the State and
for medical students this imposes a 5 year mandatory service in the

public sector ofter graduation.

The liedical School is financially autonomous from the rest
of the University ond obtai;:;;ts income entirely f{rom Government
sources. Althoush the Faculty carries over 80 of the consultant,
responsibility in the teaching hospital, no revenue accrues from
patient care - cither to Cchool chest or to individual pockets.
Conversely)the school incurs no expenditure for the use of the
hospital facilities, though it pays port-time teachers a small
honorarium.

Using a constructed cost approach, an anmal budget of $1.8

nmillion ig provided to meet running costs. It is wrobably not

eo/6e
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legitimate to prorate to a cost of £5,000 per student por year on
the basis of & toital student body oi 300 Development estimates are
prepared and financed seporeielye
Projections for the future.

Vhat the University of Ghans ..edicel School considers in the
best interests of the nation, in terms of health manpower development
projections, is to contime the trend of phesed expansion to the
1evel of an intake of 120 by 1980. Preclinical courses will be done
centrally but clinical students will be farmed out to other Rcgional
hospitals for parts of their clinical troining. This idea has several
advantages:

(1) It obviates the need to duplicate expensive basic
science facilities and persommnel who are difficult
to recruite
(2) It gives notice to the Governnent that certain
Regional health facilities will become affiliated
teaching institutions if they can be brought up to
certain minimal standards by 1962 or 8373,
(3) It provides a rate of exparsion of health manpower
developnent which we feel the economy and the Finistry
of Health can support and absorb.
On this bagis, Ghana will enter the 2ist Century with a phyaician/
population ratio of 1:5000, This is considered inadequate‘in some

1
quarters in Ghana and I shall take up the subject agafﬁﬁg;ggr the Ses$em

o ”fﬁrspectives of Health ifanpower Development'.

«o/Te
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No projection for the future can ignore the spectre of
physician migration:- In 1970, 7 of our greductes took the EeCeFelleGe
examination at the iccra Centre. Last year 40 graduates took the
examination, Altogether 170 have taken the LeCeFelieGe and 120 have
pessed, a pass rate of 705 as compared with the usual overall pass
rate of 384 At first I thought the young graduates were only
interested in testing their performance on the world market, If this
is their intention they have clearly made the point; but on a compe-
titive market and in an open society, it ic important, in my opinion,
that developing countries should not produce more doctors than they

can effectively absorb or retain,



NURSING. EDUCATION: SUPPLY, DEMANDS AND NEEDS
(ﬁWd ot The Confetenee on Health P.roiallems o‘f .Black Popul&loiis') ’
February 3-7, l9;5 Washington, D,C,
Anna B, Cc;ies, R.N,, Ph.D,
Dean, College of Nursing Howard University

Manpower planning in any field connot ’Iogicolly p;'oceed withu;f a
careful cssessment of requirements, qualitative and quantitative, current :md
future, Monpower requivements in Nursing must be measured in qll ma;powar
planning profects to provide o framewerk for assessing the odequacy of fhe
supply of nurses, Furthermore, supply requnrements must be detefmined for
brood geographic arecs, nationally and internationally for the black populcﬂom,
o well as for the particular fields of nursing and the varfous types of immu-
tions ond ogencies. where nursing services are rendered or nursing progrcms
are ;:al:ied out, Such measurements ore essential for setting goals, develo.ping
meoningful recommendations, and establishing guidelines to meet requirements,
Projections for requirements must be supported by determinations that ottalnment
is reasonably possible ond should indicate meesures required for thot cttainment,
Future supply estimates provide a framewerk for asses:ing the likelihood of
meeting requirements, Perspactives on educaﬂonol resources necessory for
meeting manpower needs ond demonds con be obtained by a coreful exemination

of projected manpower requirements ogainst projected monpower supply;
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Measurement requirements fall into two broed categories, demand and
need, Domand mu t consider economic factors, Need must consider the

stondards, expectaticns, "aid values os determined by the people of the

cultures who are recipients of the services, Both Demend end Need derive

from the qudlity of health core wanted and needed, Ratios are the frequent
determinonts, and can be expressed in manpower~population ratios or nurse=

patient ratics,

Demend ‘Is difficult to maasure because of the veriety of hedlth N
services ond personne! from which demand is derived. Ratios of current
demand may bs compuféd by relating budgeted pcsitions to some populaticn
hase, Ratios for future demands may be computed by opplying current

demend ratics to future population projections,

All of the measurements that have been identified and utilized to
estimate nurse manpower needs and requirements have limitations and tha
mest eritical lack is the serious lGle of precision in projection fechniques
thet ean best be accommodated through Heparation in 1esearck techniques
and nethodologies il are ‘usually nzhizved by means of greduate education,
In /our black po\bulction,' nurse resecrcners ore scarce or non-existent, and

2

there are no promising indices that this gap will be filled in the near future,

We currently have seven (7) ipredominantly black schools and/or

colleges of nursing that prepare. undergraduates ot the baccalaureate level,
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This figure represents 7 out of approximately 300 programs, The number
of black graduates from all of the 300 programs on an annudl basis is a

token 5.5% or 550 out of 10,000 gredudting,

At the end of 1974, there were 857,000 registerad nurses precticing;
only 732,000 of this number were full time, Many of this number were
practicing in a variety of settings that did not serve the masses of the
population, The percentcge of the black nurses employed full time and
part time con only be estimated since ethnic origin is not recorded by most

employers; ot least that is what they report.

Ratio by population is roughly 407 nurses per 100,000 population,
Full time ratio would calculate this to cpproximately 347 nurses per
100,000 population, Research to arive at the black ratio for this group
is sorely needed, but will have to emanate from the 55 or 60 black nurses
prepared ot the doctoral level (which is the accepted research degree), As

of 1974 this wos the number out of close to 1100 nurses holding doctoral degrees.

Black colleges and/or schools of nursing are most perceptive of
maonpower needs in black nursing educotion, and we, ot Howard University
are in the process of forward movement to establish the first graduate nursing
education program of the 7 black baccalaureate programs. We feel this Is a

significont initiative, since we are the youngest of the institutions that have



poge 4,

this copobility (the program accepted its first students in 1969). Movement
will be slow, bpt?fdeliberute, ond our attempts are paoratleled by the recent
struggles for survival occurring in all non-black nursing progroms that are
seriously threctened by the grodual but certain decrease in financial assistonce
for undergraduate os well os graduate students, As olways, financial resources

seem to be the name of the game,
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Medical Alliance

MEDEX

RICHARD A, SMITH®
Schools of Medicine and Public Health,
University of Hawaii, 1960 Fast-West Road,
Honolulu, Hawaii 95822

A TECHNOLOGY aimed at helping to solve the grow-
ing worldwide crisis in health manpower has been
developed and successfully applied in the United
States of America under varying geographical con-
ditions. Mcdext (these are new providers of primary
health care services) is now deployed in thirty States,
including remote areas of Alaska. In addition, medex
are being trained to provide primary health services
to some of the most remote populations in the world
in the vast Pacific expanse known as Micronesia.
The image of such health services being provided only
by physicians is being changed in America.

MEDEX is a systematic way of increasing health
services to a large number of people in a relatively
short time. The concept is derived from analyses of
nealth-manpower development in numecrous coun-
tries, including the United States. Its basic clements
can be applied with relatively little capital investment,
It can then be continued until the desired level of
medical-care accessibility is reached, with modest
maintenance expenditure. MEDEX has charactenistics
which make it adaprable (as opposed to transplant-
able) into many arcas. It uses only the human and
fiscal resources available and trains health manpower
according to the specific needs of a community or
country. Medex are integrated into existing health
systems by extending the reach »f physicians, rather
than by substituting for them. In the United States
the recruits are former medical corpsmen and nur-
ses; in Micronesia they are former nurses and health
assistants, Individuals with or without previous
health backgrounds can be rtrained to become physi-
dan extenders when the MEDIX cencept is applied
to enhance the delivery of health services in various
countries,

MEDEX has developed over the four years since the
demonstration programme was initiated at the Uni-
versity of Washington in Scattle.  Since then, eight
additional American medical schools (serving  as
regional training centres) have begun training and
deploying medex into areas where health services
were hard to sccure. The reasons for emergence of
this kind of system were party stated last vear at the
First International Conference on Education in the
Health Sciences. Dr Bror Rexed, head of the Swedish
health system, described some of the pressures that
are bound to produce change in the “scenasio of
medicine of the future Y—among them, increasing
cost, expansion of demand for ambulatory care, and
introduction of new technology.! Prof. Isador Gordon
has pointed up the problems of trying to train only
traditional categories of health professionals, In his
view, present cfforts to mect the global crisis in health
me' solely by training more physicians are likely to
fail.

® Formerly director of the MEDEX Program at the University
of Washington in Scaule (1959-72).

t Mepex is derived from  the French words. MEDecin
EXtension, mecaning an extension of the physician. Two
words with idenrical spelling but different mcaning are
distinguished in this paper by usc of capital letters:
MEDEX refers to the Programme or to the concept of this
new technalogy; medex (used both for the singular and for
the plural) refers to this new paraprofessional, and is also
uied as a title,

feaped by basic research andapply it to the atspprs: .

ing hcalth needs of many nations.’ Uking' appli

research methods, a flexible sysicmn to increase plfr;r'il::
health services has been devised which has tix bdsic
clements, adaptable as dictated by local ‘needs and
resources.! These six basic clements of MepEX are
described below, ; ' gk

1. Coliaborative Model o k

To obtain as much information ay possible regarding
the reasons a programme will yor work, as well as reasons
why it muse work, groups with g vested interest in sceing
the health field become more efficient and responsive

10 souial needs are brought together at che beginning. -

This includes professionals at the top of the medical
hierarchy, whose control should not be threatened, Major
professional Organisations, as well as Organisations only
tangentially involved with the new paraprofessional, are
also brought into the group. Yy are cncouraged to
work cooperatively rather than competitively towards
common and.urgent goals. An essential facet of the

hospital).  This serves three major purposes.  First, jt
ensures good teaching during the relatively short academic-
training phase. Sccond, it gives tHe programme stability
:mc_l permits  certification of professional competence.
Third, it provides the sort of credibility absolutely
necessary 1o instil confidence in the medex’s work, in
the eyes of both employer/supervisor (the highly trained
doctor) and consumer (the public). These collabararive
elements are given the Opportunity to establish programme
policy, especially if medex are poing to work in ** supervised
remote practices ” at considerable distances from physiciang
to whom they are responsible. .

2. Receprive Framework

Creation of a new health professional demands carefyl
preparation of the milieg in which he will work, to
encourage acceptance by the medical profession, by other
health personnel, by patients, and by supporting systems
such as hospitals, the lepal profession, and insurance
companies. Al groups and systems affecred are con-
tacted and are prepared for the arrival of the medex.
Commumrg preparation is of paramoung importance, and
bere the skilly developed hy community psychiatry are
particularly useful. Overcoming cultural barricrs will
In many instances make the difference between success
and failure. Building an acceptable image and acquiring
a special identity are difficult obstacles MEDEX seems to
have hurdled. The importance of these cannot be over-
estimated in contemporary health-manpower programmes.
Legally, too, the status of the medex needs to be clearly
defined.  Where applicable, malpractice insurance must
be made available.

2. Professional Involvemens

Recognising the need for change in any endeavour js
e fiest step  towards that change, Important 10 a
successful  outcome, where paraprofessionals are con-
cerned, is leadership by professionals. [f doctors act as
the agents of change, innovations such as MEDEX are
skewed fo succeed. Because physicians are involved

from the beginning of the programme they are receprive

to the newcomers. Their involvement includes par-
ticipation in job/task analyses to ensure that training is
directed toward paraprofessional skills that will be used

oen the job. The physician also participates in the -

sclection and training of the traince whom he will
ultimately hire or supervise as a medex.  This personal
involvement tends (o make the physician morc carcful
sbout selection; and he js anxious, too, that his sclection
decision should demonstrate  good judgment, Involve-
ment helps to stimulate medical practitioners 10 delegarte
some of their tasks, as well As train them to share
1esponsibilities nnd he comfortable with the delegation.
If the “ effective demand * for medex is to increase, this
will depend upon increasing physician involvement,

(Vol. II, No. 7820, op. 85-87)



4. Compttency-hascd Training )

If the emphasis at the mid-level of the medical hier-
archy is placed on development of competence to perform
specific tasks, rather than on nccumulation of diplomas
or degrees, medex can be produced and deployed rapidly.
An assessment is completed before the start of training
in order to documcnt the community's health-service
needs, Then task analysis is done to determine what the

trainee will be doing upon graduation. The programme |

also takes into account the student’s previous training and
expericnce on cntry, so as to avoid wasteful and dis-
couraging retraining. If, for example, the individual is
a nurse, a former military medical corpsman, or a health

assistant, much basic material can be left out of the

curriculum. _
From analysis of data accumulated during the necds

assessment and task analysis, and by taking inte account
the students’ entry-level skills, a curriculoin emphasising
the primary needs of the community is Inid down which
makes the training relevant to the practice s=t'ae.  The
-academia training programine can bhe shoriens ' if the
trainee learns only those skills which will bz reamred of
him in his job. Training people for nonexistent jobs or
jobs which underutilise them is avoided,

These steps are linked to today's identifiable needs.
Preparation for meeting future needs should be in the
hands of an integrated programme of continuing pro-
fegsional education (see the sixth c¢lement below).

5. Deployment System

In order to direct training proprammes towards renlistic
requirements, MEDTY has a built-in system to deploy
graduates into areas of need. This is accomplishad in
part by involving physicians in the sclection, training,
and employment/supervision of these new parapro-
fessionals.  Such physicians should be selecred, wiwnever
possible, from among primary-care physicians wouking
in or near areas of nced. They should agree to assist in
the training and subscquently in supervision of the new
manpower. After an intensive academic (didactic) training
phase’ in a medical scheol or teaching hospital, medex
trainees are integrated into the office, clinic, and hospital
environment quickly, by having the bulk of their remain-
ing training (preceptorship) take place on the job, in
surroundings similar to their future work situations.

This model of- training means that an individual knows
where nnd for whom he will be working before he begins
his training. .

6. Continuing Professional Developinent

For a MEDEX programme to remain relevant to a
rapidly changing society, 3 mechanism is included to pro-
mote professional growth of the medex. Thus, in
addition to filling paps in knowledpe identified by the
trainee himself and his professional emplover ‘supesviser,
a planned programme of continuing edveation is regarded
as an essential responsibility of the training insttution
and/or other elements of the collaborative model.  Jt is
promotion of the medex's education as a dynamic con-
tinuum that allows competent (and perhaps non-degreed)
personnel to extend the capacity of physicians to meet the
needs of socictics.®? '

Each of these six clements reflects the desipning-out
of specific problems encountered in health-manpower
programmes in various countrics, Competency-
based training is a considerable departure from the
traditional training of health professionals,

Newer training technologies such as algorithms and
video-tape packages substantially reduce the time
nceded to train these new professionals. A short
.(three-month) but intensive didactic training phase
is followed by a nine-month preceprorship training
phase. Building upon the previous competencies of
medical corpsmen, nurses, or health assi.iants,
competency-based training docs not waste time by
teaching inappropriate materinl.  Rather, it assists
individudls to acquire additional skills dictated by
analysis of the jobs to be performed. For students
with no previous health background, the training is
longer.

=t

‘The MEpEX approach is producing individuals who
already are increasing physician cflicicncy (measured
by paticnt visits:'and hours spent in practice) by
75-125%.0 In “supcrvised remotc practices ” medex*
alone may adequaicly handly 80'Y, or more of the
problems in an outpaticnt clinic.®'"® This is possible
because these new paraprofessionals perform many
of the routine, rcpetitive medical tasks that have
hitherto been the solc domain of the physician but
which do ‘not require the sophisticated training and
expericnce of a fully trained doctor. Medex are
taught which paticnts require the physician's more
intricate and profound diagnostic and therapeutic
skills.!

By far the most important elements in MEDEX as
a tool for enhancing and cxpanding delivery of health
services is the building of the receptive framework.
Two usually ncglected facets—community prepara-

tion and imagery of the medex—require the skills of |

the emerging sphere of community psychiatry., To
augment the public’s perception of the providers of
primary health services requires the development of
a new identity.  Creation of an image of a competent
primary-health-care professional, sorking within his/
her limitations, requires skills in gréup dynamics and
communications not usually considered important in
health-manpower development.  Further, the inven-
tion of a bisyllabic title and form of address (Medex
Jones, Medex Guernet) has aided in the creation of
a new and distinct nonpejorative identity which Fen-,
dall® and Kesic" regard as essential if health-
manpower development is to progress.

The MEDEX system is now being adapted to multiple
sociocconomic, cultural, and geographical settings.
MeEprx is being adopted by medical-care systems in
hightv industrialised as well as less dcvclopui setrings.
Taking advantage of advances in task nn.ﬂ_\'s:is,
competency-based training, and community psychi-
atry, this approach o the training and dcplr‘\ymcht of
physician extenders into arcas of need is one of the
most encouraging developments in health manpower
in recent decades,
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Tuesday Feb. 4, 1975
Working Group I

Chairman Dean S. Dodu

Co~-chairman or Rapporteur Dr. T. I. Francis

The group agreed to use the following working definitions
of the types of workers which are classified as:

1. Professional workers - are trained to a level that is

generally accepted for their particular discipliﬁb. The
training is usually but not always of the University type.

Professional workers function in their field of competence

without supervision.

2. Auxjlliary workers - have less than professional quali-

fication and their training is usually below University type
training. Auxilliary workers assist and are supervised by

professional workers.

3. Ancilliary workers - have no formal training e.g. ward

orderlies, gardeners etc.

The numbers of any of these groups of workers is usually
determined not only by need but by the administrators and

health planers.



The various members of the Professional or Auxilliary
Health team were discussed. A new cadre (Community Aide in
the ﬁbat Indies; Assistant Health Educator (Ghana) ; Community
village Worker) drawn from within the village who were given
training relevant to the tasks. These acted as a link be-
tween the Public Health Nurse and community was considered to
be essential.

All workers shoﬁld be given multidisciplinary training
although it was realised that in practice, workers could not
practice all areas e.gd. preventive or curative. '

All workers should have undergone courses in management
or administration.

Tt was also recommended that manuals of instruction be
prepared by the Universities in collaboration with Ministries
of Health for theqe Ancilliary workers.

The projected recruitment, distribution and utilization

of these important workers should be determined not only by

need but by the policy planers or administrators.



Dean Ira Robinson
College of Pharmacy, Howard University






SUPPORTIVE PERSONNEL IN PHARMACY*

Historically, pharmacy and medicine have a common oriqin. The heal-
ing arts were practiced and preserved by an ancient priesthood in the temples
of by-gone civilizations. The knowledge, skills and mystique of the healer's.
crafts were faithfully recorded and passed on to succeeding generations of
priests, who practiced their skills and expanded their knowledge through early
forms of research and passed these on to those who followed in their foot~steps.

Yet, the origin and the development of the Healing Arts is as o0ld as
history and the development of man himself and parallels this development.
Ancient man léarned the healing arts by trial and error and obse;vation of
birds and beasts, and eventually applied his newly acquired skills to relieve
the suffering of his family and friends.

It is said that pharmacy first became legally separated from medicine
in 1240 A.D. in Sicily and Southern Italy when royal edict prescribed regulations
for the practice and licensure of practitioners of pharmacy and medicine.

In the United States, pharmacy training has developed from an appren-~
ticeship program to formalized, academic programs increasing in length and .
breadth of discipline over the years to our present-day academic degree programs
offered in our schools and colleges of pharmacy today. The following various
academic degrees have been offered over the years:

1. Pharmaceutical Graduate (Ph.G.), two years of study

2, Pharmaceutical Chemist (Ph.D.), three years of study

3. Bachelor of Science in Pharmacy, initially four years of study; .
subsequently, 5 years of study or the equivalent

4. Doctor of Pharmacy, basically six years of study for the basic
professional degree; however, seven years of study at some .
colleges of pharmacy

*Prepared by Ira C. Robinson, Ph.D., F.A.C.A., Dean, College of Pharmacy and
Pharmacal Sciences, Howard University, Washington, D.C., for presentation before .
The International Conference on Health Problems of Black Populations, sponsored
by the Howard University College of Medicine and the African American Scholars

Council, Washington, D.C., February 5, 1975.
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Presently, academic*érograms leading.to baccalaureates and doctorates
in' pharmacy éré'offered by acecredited colleges in the United States.

In advancing from the Pharmaceutical Graduate to the present-day
B. S. in Pharmacy and Doctor of Pharmacy degree programs, colleges and schools
have sought to maintain pace with changing and increasing demands for a broader
range and better quality of health-care services in the community. Formerly,
the pharmacist was trained to be a "pill" maker and dispenser of medicines.

He was expected to ownland operate a traditional "Drug Store" or "Apothecary"

or to man the former hospital "drug room". However, advanced pharmaceutical

as well as medical technology has changed all of that, Today, the pharmacist
compounds very little; he counts and pours (oops;); but mosé importantly, he

now spends more time with the patient and fellow health professionals, counsel-
ling them on proper drug use, storage, administration and handling. He remains
the custodian of drugs and drug products but has shed the more pecuniéry orient-
ation for a more patient-oriented practice in which he does something consider-
ably more than "sell" a drug to a patient.

Consequently, today the pharmacist is performing a variety of unique
functions heretofore reserved by the physician for himself or other paramedical
personnel under the physician's direct supervision. This is especially so in
the hospital enrivonment where pharmacists are being included on the clinical
team and making rounds with the physician. 1In this new role, the pharmacist
is called upon to advise the physician in selecting the most appropriate drug(s)
for the patient as well as to manage the drug therapy of patients with chronic
diseases. This is unique in that this opportunity permits the new generation
of emerging pharmacists to more fully utilize their extensive and sophisticated
training in such subjects as anatomy, pharmacology, physiology, biochemistry,

physical diagnosis, and pathology as well as basic phaimacy. They are able to
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capitalize upon their unique expertise in the areas of drug-drug, drug-food and
drug-chemical interactions; biopharmaceutics and pharmacokinetics; and adverse
drug reactions, for the benefit of the patient.

Today's pharmacist is better able to perform such unique roles prin-
cipally because he completes an interdisciplinary clinical training program in
a variety of health-care facilities along with the medical, dental, nursing and
allied health professional student. He develops and analvzes patient drug
profiles, engages in drug reaction studies, develops and implements drug inform-
ation programs. During training, the pharmacy studeat completes clinical
clerkships which include clinical rotations; rounds and Grand Rounds of the
medical, surgical, pediatric, cardiovascular, infectious diseases, rulmonary
diseases units. Today's pharmacy graduate can avpreciate the role and value
of high speed automated, clectronic computers as aids in diarnosis, treatment,
and health-care systems manacement.

One may wonder how the pharmacist will be able to utilize such clinical
training and at the same time fill the ever-increasing numhers of prescriptions
for the increasingly health-conscious populace. More specifically, one perhaps
wonders just how Black pharmacists will find the time to render such time-
consuming services, particularly since only 2500 Black pharmacists are in active
practice in the United States tnday. The wonderment can, of course, be extendrd
to other bhlack populations of the world since medical care, including pharﬁa—
ceutical services, is much more limited in our sister countries.

The answer is simple: The pharmacist cannot and will not be able to
perform the more highly professional clinical role as an equal member of the
health-care team without the delegation of non-professional functions to a
pharmacist-extender-~-a pharmacy assistant or pharmacy technician, if you will.
As has been done in medicine, the pharmacist has delegated various manipuiétive,‘
repetitive duties to a non-pharmacist while reserving the responsibility to\ﬁ

supervising such personnel in order to protect the patient's welfare.



The Use of Supportive Pharmacy Personnel

Supportive pharmacy personnel can be an invaluable adjunct to the
busy'pharmacist in the community setting as well in the traditional hospital
setting., One need only contemplate the numerous possibilities open to the
pharmacist who utilizes pharmacy assistants or pharmacy technicians in order
to appreciate how that pharmacist's time and energies might be more fully
utilized for more weaningful and creative ways of providing a broader range
and higher quality of patient care.

The pharmacy technician may be defined as a person trained to perform
specific, manipulative, repetiiive tasks which are involved in the preparation,
storage, handling and distribution of drugs and drug products. The tyoes of
tasks being performed by supportive nharmacy personnel are widelv varied.
However, in the hospital pharnmacy setting, thev are the kev elements which make
possible such programs as the I.V. admixture program, unit dose drug distri-
bution systems, parenteral preparations laboratorv, pre-packaging and manufac-
turing programs, materials management or purchasing/inventory control programs.,
Supportive pcrsonnel are training in onr or more of these areas and perform
their duties under the supervision of a pharmacist. Their use permits the
pharmacist to oversee a larger number of projects and yet wonitor the quality
of the supportive personnel services.

By title, pharmacy technicians may range from the clinical. pharmacy
technician to the packaging technician. The clinical technician assists the
clinical pharmacist in providing medication, drug information and other pharma-
ceutical services to patients, physicians, nurses and other health professionals.
Under the pharmacist's supervision, he may fill medication orders and deliver
them to the medication cart; maintai; adequate supplies in the unit working
area; maintain and record patient profile medication histories; maintain accu~
rate statistics on the work load, number of drugs used per patient stay, number

of patients, length of stay, etc.; and determine the patient's medication needs
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.. from* the nurse's medication chart.
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The materials management technician is responsible for assisting the

t

pharmacist with extemporaneous compounding; tax-free alcohol withdrawal,

P

dilution and dispensing; stock control and automatic floor stock replacement.
In fulfilling these responsibilities, the technician may replenish nuréing qpit
stock weekly or biweekly as needed in order to maintain adequate stock su;pl@gs
on the unit; receive and check all incoming stock and properly place in th;
storeroom; maintain records of stock received and dispensed from the storeroom;
maintain records for all stock delivered to the nursing units; and maint;in
records and rececipts for all tax-free alcochol dispensed,

A parenteral laboratory senior technician will superviée parenteral
laboratory junior technicians and generally assist the parenteral lahoratory
supervisor in manufacturing large-volume parenteral solutions. He may be
involved in supervising environmental control or proper cleaning of the entire
parenteral manufacturing area daily; consulting with the parenteral laboratory
supervisor regarding the parenteral manufacturing schedule; weighing out
manufacturing inqredients to have them checked by the supervisor; supervising
the preparation of closures and containers in accordance with the procedure
manual; checking to insure separation throughout the entire operation of all

solution hatches identified in process; maintaining accurate batch process
\"4 -

records; taking appropriate samples for analysis and sending samples to the )

bacteriology and chemistry laboratories for analysis and sterility testing;

maintainiing an up-to-date inventory of all equipment, labels and chemicals

'
- %

used and needed; as well as a variety of related duties.
Prepackaging and labelling of required drugs and maintaining o

packagind records are basic responsibilities of the packaging technician,

These duties include prepackaging drugs fqr dispensing purposes; label;ing all

1

[ P

prepackaged items; storing prepackaged itéms after a batch has been checked

and released by the pharmacist; maintaining all required records, including
! 3



-6 =
“ batch number, lot number, company and quantity for each prepackaged product;
and maintaining an adequate supply of prepackaged items.

While I havekdisc&ssed only a few of the various types of pharmacy
technicians in cse today, one need only use the imagination in order to begin
tolreilize the virtually limitless number of possibilities for use of such
supportiye personnel in pharmacy, provided the pharmacist remains account=-

able by legal, professional and ethical standards.

Supportive Pharmacy Personnel Training Proqrams

Unfortunately -~ or perhaps, fortunately =- uniformly designed and
.accredited treining frograms for supportive personnel in pharmacy are not
available. The training programs in use today may be classified as one of
the following three types: formal, informal and combination training,

While some programs are presently conducted by schools and colleges of phammacy,
comm' ‘ty colleges represent the principal site of present-day formal.training
ptorgrams for pharmacy technicians or pharmacy assistants in the United States.
These are normally two-year colleges which provide classroom instruction mainly
but which may also have cooperative arrangements with local hospital pharmacies
in‘order to'provide a laboratory component in their courses of instruction,

Informal training programs are comprised of on-the-job training
under the auspices of the pharmacist. The pharmacist trains an employee to
perform specific functions required for meeting the immediate needs of the
particular hospital or community pharmacy. Needless to say, this type of
training is limited in scope and adequacy and is ﬁsually weak in theoretical
aﬂd classroom instruction.

Ina combination training program, the opportunity to utilize both
classroom and 1aboretory instruction in the training of the technician is
capitalized upon. Normally, a community or university college will develop .

a cooperative program of specified duration for training students to perform

certain specific supportive functions for the pharmacist.
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Although training concepts and course content vary consi@erably
from locale to locale and on the basis of job title for which a technician
is being trained, programs will normally include such basic courses as
jurisprudence, pharmacy policy and procedures (usvally in hospitals), history
of pharmacy, actions and uses of drugs, pharmaceutical dosage forms, mathemati-
cal terminology used in pharmacy, dispensing systems, supply management,
pharmaceutical and medical terminology and communications.

While the need for qualified pharmacy technicians is questioned
only among certain community pharmacy practitioners =~ who may, however, be
utilizing pharmacy assistants under some other nomenclature -- tpe type and
length of training are frequently debated, At this juncture, suféice it to
say that the important point in my opinion is that the areas of need for
such supportive help should be carefully defined in terms of the specific
non-professional tasszEZn and will be delegated by the pharmacist. Once
the specific tasks have been identified and studied, it becomes rather
straightforward to determine the areas in which these personnel are to be
trained. The depth of training in any particular subject matter arca depends
on the level of delegation of responsibility which can legally and ethically
be made by the pharmacist with resnect to each of these tasks. The numher
and complexity of the tasks to be performed by the technician as well as
the depth of training in each particular subject matter area will largely .
determine the required length of the training program.

Summary

Health-~care services are costly. Black com@unities universally
share in an acute shortage of primary care Health professionals. In ordex
for the pharmacist to contribute maximally to cost-effectiveness and improved
patient care, he must continue to join the growing communit§ of health pro-

. .
fessionals utilizing supportive personnel in order to extend their services
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to fapldi&léioﬁing, health conscious and health-care deprived populations.

The American pharmacist is becoming more and more clinically or
patient oriented in concept and practice py virtue of training programs which
emphasize patient-care rather than pecuniary benefits for the professionals
themselves. The American pharmacist is being accepted more widely by the
physician, nurse and other health-care practitioner as a legitimate member
of the clinical team. 1In hospital and community practices, the American
pharmacist is contributing to improved health care by undertaking unique
roles as the drug information specialist on the health-care team. As he
becomes more and more }ﬁvq}véq in the performance of such vital functions,
pharmacist extenders or technicians become incre;singly necessary.

Supportive personnel<in pharmacy can be trained inexpensively and
within short time frames and can provide a wide range of highly specialized
services in extender xoles.

Health-care systems planners for predominantly Black communities
should and must consider this glternative to training much larger numbers of
pharmacists, nurses and physicians, especially when one considers that the
numbers of such professionals required to provide quality health care to the
numbers needing their services are behond the realm of practicality for the
foreseeable future.

And who must take the lead in this effort? The Black university

can and must accept this responsbility.

- end -



Working Group I Wednesday Feb. 5th, 1975

"Field Training for Auxiljaries”

(a) Types
(k) Pacilities

Participants

Dr. Poindexter Chairman

Dr. Kaiashain Co-Chairman/Rapporteur
Miss Kennedy Co-Rapportour

Dr. Eason

Dr. Harper

Dr. Kagia

Dr. Ragbeer
Miss Simpson

It was recognised that there are many types of sub-
professional personnel used in many countries in health care

delivery systems, often under different titles. The follow-

ing are some of the major groups:

Physician/Medical and Dental Assistants

Nurses, Midwives and MCH Assistants or Aides
Laboratory Technicians and Assistants

Pharmacists and Anaesthesia Assistants

X-Ray Technicians and Assistants

Physiotherapists and Occupational Therapists
Biometrician and Statistical Assistants and Data Collectors
Sanitarians and Pest Control Personnel

Health Education Assistants

Nutrition Assistants

Administrative Personnel including Medical Recorders,

drivers, etc.



when a midwife works in a ward in a maternity unit, her
duties are very similar to those of a registered nurse.
Only those duties that are peculiar to a registered midwife
will be mentioned here.
6. The jobs description given here is that of an enrolled
nurse who works either in a disdrict hospital or in a health
centre.
7. This is a post-basic qualification. The nurse has already
had training in general nursing and in midwifery.\

This nurse is supposed to work mainly in the field.
8. Enrolled Public Health Nurse (Assistant Public Health Nurse;
Enrolled Health Visitor) This is a post-basic qualification.
The nurse would have been trained in general nursing, then
she would have done one year midwifery and then she would do
one year public health nursing after the midwifery.

The job description given here is that of a nurse working
in a health centre or in a district hospital.
9. Enrolled Nutritionist course is post-basic. Girls who have
been trained as enrolled nurses are normally encouraged to
apply.
10. Medical Assistant (Clinical Officer) The job description

given here is that of a Medical Assistant working in a health

centre.



11, Clinical Officer courses in ENT, Paediatrics, Ophthalmic
and anaesthetics are post-basic. The officers have already
been trained as general Clinical Officers (Medical Assistants).
In the four cases, the course lasts one year.
12. Radiodiagnostic technician this information is as given
in the WHO/IAEA seminar on training of radiographers and
other technical staff in the medical uses of ionising radia-
tion and radioisotopes held in Teheram 4-15 December 1971.

Dr. Whitter, senior Consultant Radiologist, Kenyatta National
Hospital (Personal Communication) assures me that Kenya radio-
graphers are trained to perform these functions.

13. Radiotherapy technician this is as in 12 above for radio-

graphers.



It was suggested that planning for the trai: ing of each

type of auxiliary could be comprehensively covered under the

following headings:

(1)
(2)

(3)
(4)
(5)
(6)
(7)
(8)

It was

had similar

Category of worker

Total number required per 1000 or 10,000 of the
population, taking into account any political or
economic/budgetary limitations

The criteria for selecting trainees

The length of the training programme

The content of the course '

The supervision and directing of training

Evaluation

Estimated cost per person

agreed that although many developing countries

health problems, each country had to work out its

own training programme to wuit its own peculiar circumstances.

It was therefore necessary to carry out a survey of the health

needs in the community of a particular locality in order to

determine the type and number of health units (e.g. health

centers) needed and the type of staff most capable to deal

with the local health problems. In this way a detailed job

description

could be drawn up for each cadre of staff and the

training programme designed to fulfil the specific requirements.

It was pointed out that by restricting the course to only those



duties that the trainee uill be called upon to perform in the
fiéld, many training courses could be substantially shortened.
For example, a primary midwife could be trained in 1 to 2
years instead of the usual 3-4 years when midwifery is combined
with general nursing; It should be recognised that a person
does not have to be a general nurse to provide good midwifery
services. It was also suggested that as midwifery constituted
a major problem area in most rural communities, there was no
reason why male nurses should not be trained in thié field.
The health services required in any rural community were
broadly classified into three fields: curative, promotive
and preventive. It was recommended that every health worker
should be trained to contribute to each of these fields, al-
though his/her duties may fall mainly into one or other of them.
As many of the health problems in developing countries are pre-
ventable, the emphasis should be placed towards the preventive
aspects of health care, particularly directed toward education
of the people. A typical rural health centre was cited, which
was staffed by three main workers: (1) a medical assistant,
who performed the duties of a physician but had a wide com-
munity health background including sociology and preventive
medicine; - (2) a community nurse, with training in general
nursing, midwifery and public health nursing; and (3) a health

assistant or assistant sanitary inspector, whose training was



primarily in environmental sanitation problems e.g. food hygiene
and sewage disposal systems. It was also felt that a driver was
necessary to transport personnel within and outside the community.
For such personnel to be able to operate as a health team in a
rural area, it was imperative that they should be trained together,
preferably in a rural setting similar to their future field of
work to ensure adequate exposure. They should also be trained
to take leadership or obey directions when called ugon to do
8o. In other words, although regarded as “"auxiliary®, such
workers in the field are practically independent and should
therefore be capable of taking full responsibility, although
recognising their limitations.

It was emphasised that field training was essential for
the higher cadres of health personnel as well as e.g. physicians
and nurses, if they are to function as members of the health team.
This would also help to reduce the reluctance often prevalent
among such workers to be posted to work in rural areas.

It was recommended that whatever training programmes were
introduced, the views of the community must be kept in mind
from the planning stage and throughout the programmes as a means
of continual evaluation. Above all, all brogrammes must be
feasible and realistic.

In summary, the main recommendations from Working Group I-

Pield Training for Auxiliaries were: (1) To survey the health



needs in the community of a particular locality in orxder to
determine the type and number of health units and staff capable
of dealing with the specific problems; (2) To train every health
worker in health services described 2as curative, promotive, and
preventive with major emphasis on the later through health educa-
tion of the people: (3) To train higher levels of the health pro-
fession in the field to encourage the health team concept: (4) To
introduce only training programs that are adaptable and feasible
in the views of the community; and (5) To evaluate all operating

programs in the community on a continuing basis.
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Dr. Wurapa suggested that the group conclude this work session
with realistic, concrete recommendations for:

1) the composition of a health team;

2) the working order of the team;

3) and the aspects related to administration techniqucs,

coordination, etc.

Dr, Wurapa also suggested that the group accept the following defi-
nition for discussion purposes this afternoon; a health team here is
designed to deliver comprehensive health care in a ;éntef setting.

Dr. Davidson: University of West Indies described the health team

model used in Jamaica. The four man team includes:

1) the public health nurse (team leader)

2) the community health aide

3) the records officer

4) the pharmacist (which may be a nurse)
This model was used in a pilot project in a Well Child Clinic setting
in 1972. It has now been set up as a module using the University
personnel for teaching purposes.
The concept of the public health nurse taking the leadership role on
the health team was formulated in order that the m.d. be released
for other duties. In order for the health team to function effective-
ly in this center setting, the center had to be reorganized so that
patient flow would be guicker and easier. The reorganization re-

sulted in this scheme:



1) the first station/&n\tbe health center is the records
officer. ’ ot

i [
i

2) the second station is that of the community health aide
\

(a person with'3 months training for this position)
3) the third station on the patients' trip through the

clinic is that of the public health ‘nurse for diagnosis

!
0

and treatment

1

| - x
4) the 'social worker and/or the community health works

I
with the patient if necessary at this station.

5) the Rharmaciét is the last station in the health center
If necessary in tihis setting, the patient would be referred to the

doctor.
f .
Before this health center concept with the public health

\

nurse in the leadership role was introduced into the community,
there was excellent community preparation: the idea of patients
coming into the center and not seeing a .doctor was a new one and

ground work had to be done(on the grass roots level. Health educa-

tion councils ‘in the villages relped with this task.

\

Dr. W. Rutasitara, Tanzania

The Celivery of basic health care deﬁends upon local priori-
i \
ties. In Tanzania, health care is directed toward:
l) Care of ill pérsons
2) Environmental problems

3) Communicakle Diseases

4) Mcternal and child care



5) Health Education
’ 6) Record keeping
7) Home Qisits
Secondary care recently introduced in one center setting include:
1) Dental care
2) Ccare of the aged

3) More-communication disease control i.e. heart disease, etc.

Dr. Thompson: ﬁigeria

The prime concept for health centers in Nigeria involved around the
idea that the health center depends upon the needs in the area.
Leadership of the health team automatically is that of the doctor.

If the physician is not present the public health nurse assumes that

role,

Dr. Wurapa: Ghana

Leadership of the health team falls into two catagories: formal

and informal. Therefore, the leadership of the team is flexible.

Dr. Niles: U.S.A. Howard University

Health planning, political awareness, health administration, health
content should all be components as far as the background of the team
leader is concerned. The medical doctor may or may not assume this
team leadership role.

Dr. Grisby: U.S.A.

Suggestion to the group - Define what the health team would be doing

so ‘that the role of the team leader would be clearer. Opinions from



current literature and personal feelings are that the physician
should be the health team leader. Legal responsibilities prohibit
others from heading the health team in most countries.

Dr. Joycelyn Elders - U.S.A., University of Arkansas

In a team approach to combat diabetes (at the University of Arkansas)
all team members knew the role they were to play. Tasks were clear-
ly defined and each member w;;ked within that sphere, but worked
across lines when necessary for the best interest of the patient.
There was a team leader designated but no one knew wh9 it was and
all went smoothly. The five man team consisted of:

1) A social worker

2) A public health nurse

3) A family physician

4) A nurse/practitioner

5) and a nutritionist

Dr. Sinnette: U.S.A,, Harlem Hospital

Suggestion: The group needs to examine the team approach. Look
for its merits in regard to cast, cast benefits, resources and levels
of health care.

Dr, Wurapa: Ghana

Appealed to the audience to: 1) define what the health teams are to

do; 2) who composes the team; and 3) and for what function.

Dr. Thompson: Nigeria

Extension of the health center services if dound in sub-health cen-

ters and in homes.
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Dr, Davidson: West Indies

Question: Why does a health team need a leader?

Dr, Wurapa: Ghana

Answer to Dr. Davidson's gquestion =~

A health team leader is needed for coordination, smooth functioning
etc. Health teams may or may not be permanent but may vary from
problem to problem and/or country to country.

Dean Mann - U.S.A., Howard University

Question: How is the education or the skill acquired.by the health

workers upgraded once formal training has been completed?

Dr. Thompson: Nigeria

Answering Dean Mann's question -
Upgrading and updating of health workers is done through a variety
of methods which include:
1) WHO Regional Centers
2) OQuarterly meetings at the University or at the hospital
or in the health centers.
3) Rural health center seminars are held on a yearly basis
for an 8-week period for all health workers.
4) Regional medical officers organize seminars around par-
ticular health problems.
5) fTraining is done by the staff of the Department of

Community Health.



Dr. Sheppard - U.S.A., Howard University

In neighborhood health centers, continuing education and communica-
tion teams have been directed to meet together and come to a group
decision regarding problems arising in the centers in terms of patient
care. Therefore, the rolé of the university must be to work in the
direction of analyzing the role of each team member so that each mem-
ber can be trained for cooperative action.

Dr. Grigsby: U.S.A., Howard University

Communication must be a two-way avenue to the communigy and workers
then back to the "powers that be" so that problems may be anticipated
and prepared for.

Suggestion to group. Try to diagram how the health team should be
composed on a variety of levels.

Dr. Sinnette: U.S.A., Harlem Hospital

Suggestion: Strategies should be formulated for involving others in

the community (political, governmental, private etc.) to support the
members of the health team.

Dr. Davidson: West Indies University

Coordination with other public institutions help to insure the success
of one's program.

Dr. Thompson: Nigeria

In Nigeria, 10% of the state budget is earmarked for health care.
3% of this goes to preventive care. It is therefore important to

find other resources and invalue more than just medical people on

a health team.



Dr. Wurapa: Ghana

Good,coordination'at;the loca} level may help hea}th care delivery
dollars. Public relatioﬁs becomes a pgime factor when budget matters
are poncerned.

Dr, ﬁiles - U.S.A,, Howard University

Expressed concern for the role of the consumer in the delivery of

health care.

Dr. Sheppard: U.S.A., Howard University

The most important person in a health center is the consumer of
course. However, physicians are not trained to consider this. Deal-
ing with groups of people, their desires, needs and concerns must

be built into training and education of the physicians and other
health workers. The ability to translate the needs of the people
into a workable plan.

Dr. Thompson: Nigeria

Regarding consumer participation: 1In Nigeria, there are monthly
meetings of ward health committees from the community to air con-
cerns, problems, etc.

Dr. Rutasitara: Tanzania

Involvement takes place at both the grass roots level and also at
highgr p%anning levels. Thg levels are as follows:

13‘ Village level |

2) District Development Committee

3) Regional Planning Committee

4) National Planning Committee



Dr. Bwibo: Kenya

The Ministry of Planning and Finance assist in evalqating progress
in the country. At the district level, the ﬂistpict planning offi-
ces utilize local people in their planning.

Dr. Davidson: West Indies

In his country, consumers are involved when and where appropriate.

Dr. Wurapa: Ghana

Asks for specific recommendation from the group regarding the ori-
ginal agenda.

Dr. Grigsby: U.S.A.

Recommendations:

1) The need for a health team must first be established.
2) Health teams must not work at cross purposes.

3) There must also be good coordination of team efforts.
4) The health team must meet the needs of the community.
5) Within the team, the definition and role of each team

member must be clear.
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INTRODUCTICH

The need to develop approprfate health care delivery systems thzt
are acceptable to the isolated and rurasl communities in the less developed
world is now recognised as a matter of great priority by health
adminis%rators. However, there hes not heon a successfull demonstretion
of a combinetion of systems thet cen accomplish this objective., Within
the Afriesn region, the basic heelth services through vhich the mejority
of the popul tion receive health care are still in the eorly stoges of
their develoyncnte llost of these cruntrics hove theoretical plens for
an intesrated basic heelth services, Ir prectice, however, the peripherel
end of this hezlth care syszten has been neglecied while the nationcl
hospitels and a Fev rogicnal hospitals rcceive nest of the alloccted
rescurces. Becarse oi ihe lerpe vopulaiiors of tlese countries thnt
live in the »ur<l areas and “cczuse of the poor environmentsl circumstances
in these pzris, even tne modest investment of resources in the developmont
of curative heslth services have feiled to meke the cxpected impact on the
pealth of the population. It th.refore appcars that a study of more
effective arprosches to healih care delivery that emphasises the disease
prevertive and heslth promotive agspects is called for in these countries,

Recently, several countries in the African region have embarked ou
a rath~ rrbities programme simed at strengthening their basie health
services, As a result of the type of health problems found in these
countries and the level of health manpower available, it has become
necessary to plan definite strctegics for resolving the problems., Such
strategies have set as objectives, the delivery of comprehensive health
care to rural and isolated populations,.

Because of the multi-disciplinery acpucts of these comprehensive
health care programres, it hos become neccsscry to adopt a tesm approach
to the solution ¢ the health problems, Cne might ask at this point
why a teem approcch is needed for health carc delivery.
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The firct reeson is that the multiple factors responsible for the occurrence and
distributior of disease reguires the joint effort of interdisciplinary health team
for effective accomplisment of the $ask. Secondly the variety of skills needed

to plen progremmes, train health workers and provide both curative and preventive
services require the services of individual w{th verious types and levels of
treinine end background., It must be added thet for this kind of en interdisci-
plinary cronp to cflectively carry out their verious prograrmes, the conmunity pust
also be involved, For the purvose of thig peper the health team is define s all
members of "Staff" ibat erc needed within the conrmunity as well as the verious cazives

"?qf treined health workers %¢ celiver cemrrshencive health care including MNeCele,
-—éersonal first level medicel cars,® Heelth Educction, Immunization, Cormunic-tle
diseases conirol, Nutrition cducation cnd Femily Planning to a Community.
This paper will discust the feliowing acpectsse
a. The concept and funciions of a health cere teem.
b, Strategies to develop health services.
c. The potentiel role of the University in cerrying out trczining, research

and precticcl demonsiration of more gcceptable health care programacs
in colleboretion with the Government, The unique role of the Univerczity

to carry out:-
a. Research to cierify problems end needs.
b. Demonsiration projects to study approaches to rural health cere.
¢, Training health professionals in technical and managerizl skills
and instill conccrn for improving health care in the isolcted
commmnities into the greduates of the University.

TSCFNIQUES ¢

The basis for developing a functioning health team is a cereful plan that
tgkes into consideration the health problems to be solved in relation to the
menpower resources and. facilities.

* By personal first level medical care 1s neant the manegement of
those illnesses predoninently found in the rural areas plus the ability
t0 screen out those patients who requirectiention of the medical officer
or the hospital.
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First theremust be o definition of the healt!: problems withir the population
to be served. This usually implies thot a community diagnosis be carried
oute lext the priority health problems nced o be ranked accordins 4o scnme
nutually sgreed uvon criteria. Progcromres embodying soluticns to ideniified
problems are then develored. In the development of the progrsmnes, it is,
important to relate the ectivities to the tyre of menpower ard facilities
thet are available,

At this stage, a clear description of tasks thit individual teanm
members will perform must be jointly developed, by the individual workers -
and the other teem members, It is the interaction between these various
conponents of the planning matrix that defincs the characteristics of
progrerme gdministretion, execution and evaluation o the hgalth tean.

In generzl the pattern of health problems sround which progfammes should
be built do very from country to country., However, it is true to say
in the African region that the high morbiditr and mortality rates in
mothers and children constitute a common magjor health problem,

- MAccordingly programmes of most health tezms engaged in the delivery of
comprehensive health care in the Africen region will continue to be
mcinly concentirited on maternal and child health,

IS/DERSHIP:

The successful planning of an aprropriate progremme and its
inplementation dnpends on the availability of competent leadersip.

The successful implementation of the various steps described under techniqucs
above will depend on the kind of leaderchin the health care team has, The
treditionsl concept of leadership based on the role that each health worker
sees himself or herself playing a5 a member of a team, certainly impedes
effective team work, The physician, for en instance, because of.his
traditional role as "the leader" of a patient care team has been considered
by some as an asutomatic leader of a health care team for a community, The
leader of the health tean does not have to be the individual with the highest
level of training, Because of the multidisciplinary nature é; the areas of
work of the health team, whoever the leader of the team happehs to be, mﬁst

be prepared to exert a different type of lcadership from that required for'
a patient care team, .
4/0-0 (X ]



Leadership of a health care team must aim at taking advantage of the
synnrism that can be created amomg the various members of éhe team. This
means th:t the leader muvst he prepered to deploy each member at his highest
level of competence, This kind of flexibility is escentinl becauvse of *the
multidiseinlinery erecs thet the modern health care tesm hcs b0 operate in,
For exanple, the field superintendent of a medical field unit in VWest Africa
can well be recognised as the leader of the irmunization team as far A
certein apyects of e Tiell cigsnisation ere concerned. The yphysician
member of the team by ercourgzing the field superinterdent to dircct the

team in certain operations confers status and guthority on the suprrintendent
end consequently a greater sense of accomrlishneat in the supsrintendent.
What effective leadership of a heelth {eun implies %herefore is a
flexibility and willinsnecs to cooperste snd collaborsie on the part of the
leader so that capesble indivicdual members of the team are given e chance to
direct the teams effort in certain activities, There is therefore rnom for
informal es well as fcrmal lecéership in the management of the modern health team.
COORDINATIONS

. An essentiel attribute of a good team leader is his ability to coordinzte
the efforts of other members of the tesms It is much easier for the leader
of a surgical team engaged in an operation involving the resection of a
diseased colon, for an example, to coordinaste the efforts of the tesm than
it is for a leader oﬂggéggwnunity based health care team to do the scme.

This is essentially becéﬁse while the leader of a surgical teem has a
relatively homogeneous teem dealing with a clear cut problem and an un~
mistakable objective, the leader of a community based health téam is faced
with a heterogenous team vhose tasks and objectives are not usually so clearly
defined. Furthermore, while the surgicel team leader cen vse a one~-way
commend hiersrchy to accomplish the task of the team, the community based
team leader can only successfully employ the group problem-solving approachs
"Such a two way channel of communication puts a considerably greater demsnd
on the ébility of the comrunity based team leader to coordinate than that
:éqp;red for leading a patient care team.
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In the ebsence of effective coordinstion one finds in a community
health delivery system seweral organisational units each trying to solve an
aspect of the community's problem but having no coordination of their activities.
The obvious result is thet the potentiating effect that each one of these wmits
can heve on the other is loste The laek of coordingtion in health care
delivery where health hes been defined as comprehensively es possible today,
has become a serious set back-in the effort to extend health services to the
rural and isolzted populatioﬁ%.
COTUHICARICH: ‘

Another factor that tends to impede the effectiveness of comrunity

based heelth cere teams is inadequate cornunicetion. In the process ol
utilising the group problem-solving approach, care must be teken to be sure
that the objectives to be attained are clearly communicated tg the team.

As a bzsie of & clear communication, it may be necessary to give the team
verifisble resulis to achieve as well as the necessary resources required to
achieve the results, The perticipation of individyel members in the
indentification of the agreed upon objectives is very essential. An aspect

of effective communication also has to do with joint evolution of specific
tasks thet individusl team member should perform. Although task descriptions
are not easy to develop for community based health teams, it has been found
thet vhere the individual worker is involved in describing what he does, ' |,

the product =~ "a living description® comes closer to the actual vorlding
gituction of the individual members of the team than traditional job descriptiom
Such mutually worked out task descriptions con help establish adequate
conmunication betwggn team members. Finally in evaluation of the team's
achievements, the criteria for evaluation should be clearly communicated

to the team members, from the beginning. At the end of the eveluation exercise
the findings should equally be made known to the workers., Efféctive
communication among members of a health team can be achieved through a group
problem~solving approach.
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ADNINISTRATION:

The comments so fer made on the obstacles to effective team work can
be applied tc the menagement of teem worke For, a systems approach to
the functioning of the team would call for the verious obstacles inumerated
above to be removed if an efricient'team ig desired, Some of the problers
faccd in the mcnagemert and edministration of community based health care
teams ares: ‘

1o The different backgrounds and experiences represented on such tesns.

2, The culturel difference between the members of the tean.

3, The difficulty of achieving effective first line supervision.

4. The problem of en inadequate record system leading to poor
conmunication between team members as well as inadequate
informstion ebout consumers of the teem's services, |

5, Another major problem is the tendency on the part of the unit
heads or chiefs of most community based teams to operate in
t-eir individual compartments without any desire to cooperate
or collaborate 1ith other sections of the team's effort.

By and large these have been problems that treditional orgenizatioral
gtructure of medical care facilities have created in the course of their
evolution. What then can the modern manager of a health team do to improve
the situation? Clcarly, the answer appears to lie in the strengthening of
the verious components of activity units of the health team as a whole,

But at the eame time endeavour to articulate each mnit of activity with
gnother from the operational level up to the supervisory level.

The implication of such a proposal are thet: Orgenicational structure becomes
much nore demendinge The lines of authority are less clearly defined and
decision meking becomes compliceted and anbiguities arise. There is the
1ikelihood thst tension and enxiety would be generated among the staff.

Under such circumctences the iendency would be to revert to the traditional
system of a more confortable routine of clear authoritarian set up. Hovever,
the mgjor virtue o the morc difficult alterngtive is that it is dicteted by
the needs of the patient and the community that the health team is purported
to be serving.
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Modern heelth planners have recognised that involvement of the
consumers of a heelth care servic;a, in the entire process is essential
to the very success of specific programmes, What has been said about
meintzining good humen end public relations within the health tem
ther:fore applied even more to the cbmmunity for which thé-health care
is orgenised. Within the health team, good human and public relations
cen ascist greatly in achieving maximum coordination of the team members's
effort. At the community level, effective humen end public relation eon
be the only sure way tc obtain the community's participation. For moat
of the programmes thzt health teams in the 4frican region are engaged in,
community perticipetion is crucial to their success, Some of %he nost
importsnt heelth care decisions for example must be taken by individuels
and families to fecd their children differently, to be concerﬂéd ebcut the
source ol their water end to limit the nmumber of their children or space
them differently. There has recently been e renewed effort in some
Minigtries of Jeelth in the region to develor new prosranmmes that place
greater emphasis on the community's sctive participation in health prorranues.
The modern techniques in health plenning and administration would appear to
me to be justified only to the extend that they succeed in achieving acceptable
heelth progremmes for the people that the health teanms are éupposed to be serving
STRATEGIES TO DEVELOF HEALTH STRVICES:

There is a need to strengihen the basic health services as a means to
providing a frame work within which the hezlth team would work, The
improvements nccessary can be stated as follous:-

1« A better information gathering end desemination system is need.

2. Clear objectives about geographic and population target groups,

must be set,

3. Expanded use of euxiliary and voluntary cormunity workers is

. necessary to supply adequate manpower.
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As lBryant (1973) nas pointed .out. all of these requirements have been
known for some time now, However, the failure to concentrate enough attention
on the Cetrils of these principles has been responsible for the feilure,

What model progremmes of basic health services can one recommend? In view
of the economic as well as the sociocultural circumstances of the couniries
in this reglon, a health care delivery for any country must be low cost.
Emphasis must be leid on the development of peripheral health facilitics

i.e, health posts and satellite clinics. The development of suitable

cadre of auziliary health workers must be given high priority. In the
develomment of the verious auxiliary staff, care must be taken to define
clearly the tasks of each cadre and specific instrustions regarding various
procedures mast be carefully drawn out, Provision must be made for continous
treining as well as careful supervision by experienced progess;onal heglth
workers. The rationale for adopting these strategies has been thet in most
of the countries of the redon, resources both manpower end facilitics are
scarce and a traditional orientation toward individual patient care as well
as a low level of community involvement in health prograrmes have contributed
" to rather inefficient health services systems,

THE POTENTIAL ROLE OF THE U IVERSITY:

Many Africen Universities have accepted the role of collaboration with
their Ministries of Health in servaersl ways to develop basic health information,
First, the Universities have the resources. Secondly, in several countries
the University Medical Schools have been operating demonstration rural
health districts where experimental, low cost delivery methods are being
tested e.g. in Nairobi, Kempala, Dar es Salaam, Ibadan and Acecra. Thirdly,
Universities are more free to experiment in health care delivery or
inovative roles (e.g. the use of volunteers, traditional birth attendants).
than the Ministry of Hezlth. Finally, the University cen educate heglth
Planners in technical and managerial skills and perhaps even more important,
instil a concern in their greduates to become involved in resolving the
serious inequalities in health care.
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The Medical School of the University of Ghané hos been involved in
medicel resesrch includings .

a. Sickie cell haemoglobinopathies.

b, Liver cisorders,

c. [L:pertension and cardiovasculer diseuses.

More recently, the schocl has undertaker a ler~e scale de'onstraticn rurel
health project involving some 60,20 villemers v’ th *he support o T'SAID,
The 8 year long Danfa Project is concern:d w'th the testing of several
approaches to delivery of comprehecns.ve ncalth cire, using a tear of
auxiliary heelth workers znd stay‘ng w th.n a Jers.ble cost frame work,
The basic research investigetions hove inc.udeds

a. Birth end Death rates.

be Vital registretion.

Ce ‘faternal end child health prectices,

d. Epidemiology of common health problems.

e. Functional anelysis of the Danfa Health Centre Staff
and its satellite clinics,

f. PFactors affecting attendasnce at health surveys and
othcr community health vrogremmes.

g. Impact of health educat!nn and llaternsl and Child
Health/Farily Planning (BZ5AP) programncs in
improving morbidity and moriality levels,

h. The use of %raditional pr-eiitioners and volunteers
in expansion of heelth services,

The Danfa Project has a treining objective as well as its research and
health delivery demonstration concern. A number of medical investizators
are collaborating in field epidemiology studies, while University depcrimcnts
(demography, economics, sociology) are studying behavioral and socioeconomic
factors related to health care. A nuuber of feculty are also engaged in
training paramedical health workers. Anothor area of cooperation between
the medical school and the Ministry of Health is the plenned administration
of an urban health centre with a service populution of 80,000 in the western
part of Accra.

10/ceee.



- 10 =

The Tcriavd-int of Cormunity Realth of the Medical School is also involved
in %wuiv’ng cxperienced medical officers from the Finistry of Eealth in
technizrrs of Coamtiy Giagnosis and the orgenisation and management of
Baternel enéd Child el h Frojrammes.

These erc cnly a few c-cas in which Tniversities can contribute by way of
collaborating with liinisirien of tealth in carrying out research aimed at
generating useiul inferratica viich is hadly need for plancing heelih ucrvices,
There ere other areas of coilaberatiom in vhich Universities and Liinistrics
of Heslih need tc collaborate such as typoining and nenpover developmeint,
plenning the health services - topics which have been covered in tais
confercnce by othcr contributors. It only renains to restate thereiore
that the teem approach to health care delivery will only succeeq if a

true icam spirit is fostered betwecn the veorious members including

Minictries of Health end the Universities.

SUMMARY

The current need in the less developed countries to develop a
suitable health care delivery system that is elso acceptable to the isolated
and rurel populations has been outlined. The speciel circumstances of these
countries with regerd to resources and facilities were releted to théir nedd
in defining e conprehensive hezlth care system delivered through an integrated
basic health service., The delivery of a comprehensive heslth care, to such

communities, it wes contcnded, cen best be carried out through the team approach.
Some aspects of‘effective tecn orgenisation for delivering health cere were

considered, These included techniques, leadership, coordinetion, communication
end adninistration. Vhen a health teem has been successfully put together their
effoctiveness will depend on the care with which the health service strategies

upon wﬁich their programmes are dependent are conceived and executed, Some
suggested ideas thet have been found uwseful in developing strategies were discusseds
Finally, some speciel features of the basic health services of countries in the
African region were enumerated and comnented upon.



For the success of the health care strategy of any one of these countries,
it was pointed out thot the team approach to the planning, organisation,
execution and evalustion of the health programme must involve teams made
up of staff f{rom the linistries of Health as well as the Univercities.
Some current colleborative prosrammes between Universities end Ministries
of Hezlth were mentioned with some further elaboration on the situction in

Ghane.
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The primary role of the University in any community is
to spread learning through the prosecution of teaching and
research. Froa being merely an art acquired through
apprenticeship, medicine developed firmer scientific basis
through its links with the University. Certification and
validation of products of medical schools also being possible
making for harmonization of medicine which is an international
subjecte

The health team concept demands that for each doctor,
therg must be many more health auxilliaries and paramedical

L

staff who are geared towards providing pxzimary nedical caree.
The training of doctors/dentists have previously been discussed
in our earlier paper. It is however still relevant to add that

the intimate doctor-patiént relationship must still xemain

sacred despite all the scientific and technological advances

that have acrued over the last couple of years. Such advances
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regarding the diagnosis and treatment of many conditions have
tended to have major effects on the pattern of medical practice
in some parts of the world. It is even feared that the
personal touch may soon be réblaced by a team of technical
experts. In thé health team concept, the doctor must continue
to preserve the personal relationship as the leader of his team.
fhe University could play an important role in the
training over short periods of newly recruited trainees (medical
or health auxilliaries). This would involve a redefinition of
tasks and the provision of training relevant to the tasks these
new auxilliaries will perform. This cadre of personnel who are
lower in status than doctors should be given avenues for further
educational and financial advancemegt through refreshexr coursese.
wWith their tasks well defined, the question of professional

rivalry between such trainees and the doctors will not arise nor
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will the frustrations of the Yaba trained doctor who
received less pay for the same job arise.

The training of other para~medical personnel which
has been primarily the responsibility of Professional
Crganisations should continue to remain in these bodies.
Government should make financial and other arrangements
to ensure an expansion in the numbers of personnel trained
while the retention of high standards should remain with
the Profgssional exanining bodies.

Involvement by the University of Ibadan in the training
of para-medical staff like Community Nurses, Dispensary
Attendants, Health Inspectors etc. is presently being
proposed to take part in the Ibarapa Projecte. Since its

inception, the Ibarapa Project has been used primarily by

the medical students in their Community Health posting.
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These students learn to work with other members of the
health tean and by working in a rural area, recognise at
an early stage the problems of these communitiese
Involvement of othexr medical schools in this kind of
programme by an ever jncreasing number of medical students
could change the orientation and motivation of doctors so
trained to offer service in rural areas. Necessarily, the
admission requirements of members of the para-medical
health team will be lower than customarily accepted by the
University. Proper Job Evaluation and pexfoxmance would e
enable this cadre of workers contribute in the preventive
and curative facets of medicine.“

However, it is in the area of post basic education for
the para-medical staff that the University of Ibadan shown
jnterest. The existing requirements for adnission to the

Faculty of Medicine are soO high'that only students with



pooxer grades than comparable nedical students in any one
year get admitted into the para-mcdical areas. Should
integrated lectures with medical students be adcpted as

has been advocated in some schools, the neced for repetition
of lectures in view of students with weaker background will
defeat any advantages integration may have. However,
University commitment in the training of para-medical
personnel will provide the teachers - administrators and
research workers required by the para-medical bodies. Such
gradﬁates will carry out with them the priviledges inculcated
by their education by cultivating disciplined attitudes of
mind towards the profession and the community at large.
Their role in the promo?%on of research in all aspects of
health will make a positive contribution of the Health

team's delivery of care to the conmunity.



