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Forward
 

The objective of this conference was directed toward the roles
 

which universities can play in health manpower development, training,
 

utilization and distribution. Special emphasis was placed upon the
 

training and upgrading of skills and responsibilities of certain health
 

professionals and paramedical personnel.
 

Discussions were also held for the purpose of identification of 
the
 

role and assistance which universities may provide in national 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 exchange
 

and coordine'ion of efforts that will be mutually beneficial.
 

The main 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
 

this conference.
 

Margaret E. Grigsby, M. D.
 

Conference Director
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OF BLACK POPULATILONS
FTRST INIE, NATI.OI0AL CONFERENCE ON IIFALTH PROBLEMS 

op;ening of the Conference'
 

Dean Marion Mann 

February 3, 1.975 

ladies and gentlemcn. There are 18 members of
Distinguished visitors, 

and South America,
from 7 different countries of Africa, North

this conference 

Univeraity and other universities in the United 
as well as faculty of Howard 

These individual partici.pants represent universities, 
inistries of
 

States. 


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
 

Recognizing that we in this country
Dr. Margaret Grigsby about 2 years ago. 


were trying separately to 
and institutions in the Caribbean and in Africa 

resolve problems of health care among our people, she 
perceived that an
 

exchange of ideas and coordination of effort could be 
mutually beneficial.
 

She approached the African-American Scholars Council with 
this idea, and
 

jointly they sought the orgabizational and financial support 
of USAID.
 

Ad.ditionally, Dr. Grigsby traveled last summer to many 
of the countries here
 

represented, and was enabled thereby to assemble a proper 
format for the
 

conference.
 

We are here to discuss health problems of black populations, 
focusing
 

upon the themes "health manpower development" and "the role of the university 

in the solution of health problems." The development of concepts for 

paramedical manpower and professional training will be explored 
as a means 

of extending health services in Africa and the Americas. Findings from the
 

the role which universities canconference will provide guidelines for 


plans of specific countries.
play In enhancihg the health m npower 



Bryant: has stated that "the problcm of providing health care to large
 

numbers of people on limited resources is a legitimate object,of acadeic
 

concern and the finding of solutLions to those probloeas will require sophisticated 

and rigorous research." The chllonge to the universities lies in resolving
 

the dilemma of scholarly purn.its ver!us coimmunity Involvemcnt. 
2 

King has statcd tha. .. veloplng country is fortunate if It had 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. Doqtorc are scarce and must: spread their 

services over many patients. In industrialized countries the problem is not 

so much of an overall shortage of physicians as a i.aldistributioq 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 health 

services and control of costs of medical care. 

Full utilization of manpower and resources is essential to the growth. 

and welfare 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 been focused on the need for adequate education 

and.,training of physicians for their role as the leading members of health, 

teams. However, any adaptation of training programs for physicians must also 

be reflected in the training programs for other professional and auxiliary 

health personnel. 

- Physicians assistants 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. There isneed for definition of the role and duties of"' 
'3 

physicians vis-a-vis other members of health teams. Physicians, in addition
 

to their professional activities in preventive and curative medicine, should
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and supervising the other pro
also be responsible for managing, teaching, 

form health teams at differentpersonnel whofessional and auxiliary health 
3 

with the physician in 
levels. The nurse's role can range between working 

planning and policy to implementation with other professional and auxiliary 

of doctors, dentists, pharmacists and nurses defines the,
workers. Scarcity 

the effectiveness of professional
role of auxiliaries as that of cxtcnding 

1
 
personnel.
 

In the United States the underserved minorities and 
the aged, those
 

for whom health care is unavailable, inaccessible or 
prohibitively expensive
 

Forces within and outside of the medical
 experience health care crises. 


professipn are pressing for change, including a more equitable 
distribution
 

of medical service, better cost control and change in 
physician's education.
 

In this country, geographic distribution of physicians 
varies substantially
 

The Middle Atlantic census region has
of the population.
from distribution 


almost twice as many physicians for its population as 
the East South Central
 

had no practicing physician. Medical
 
region. In 1970-71, 33 U.S. counties 


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
 

220 people..
 

Those individuals most likely to serve disadvantaged communities--


With a
 
physicians from minority groups themselves--are in short supply. 


U.S. population that is, conservatively, 11% Black, only,2% of 
all physicians
 

Among a total enrollment of almost 48,000 medical students in
 

In 1972-73, Howard~and Meharry, the
 

-are Black. 


1972-73, only 2606 (5.5%) were Black. 


two predominantly Black medical. institutions, were graduating close 
to 40% of
 

all Black physicians. Although'these figures represent an increase in minority
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enrollment compared to figures of just a few years ago, it is very clear
 

that the Black population is far from being adequately represented in the
 

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 initiated
 

as well. The length of the education process hhs grown shorter with a
 

sizeable number of schools providing a three instead of a four-year program.
 

Many schools are offering more elective time to their students and
 

individualizing curricula, thus allowing students to tailor their schooling
 

to future career needs. Some schools are introducing the student to
 

actual patient care in the first two years of his medical training. Due
 

to the shortage of primary care physicians, emphasis appears to be
 

shifting slowly from using the hospital patient as the exclusive',focus.of
 

a student's clinical education to exposing him to patients in anambulatory
 

care setting. And the team approach to education--educating physicians,
 

nurses, pharmacists, physicians' assistants, dentists and'social workers
 

together in some areas--has been considered as one method of grooming these
 

trainees for more effectively and efficiently delivering health care
 

services. Programs and goals of different medical schools vary greatily;
 

however, their faculties instruct diverse groupsof medical students, huuse
 

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 array of programs accounts for the high cost of medical
 

In this country, the average annual cost of educating a medical
education. 


$7,700 for instruction, of which
students in 1972-73 was about $13,000: 


43% is faculty cost, $3,300 for research and $1,800 for patient care. Of
 

the $13,000 only $3,400 Is offset by research and patient care income, the
 

remainder requiring financing from education funds. Financing comes from
 

sources including federal funding (about half), non-federal grants and
a-iany 


contracts, internal funds and state and local subsidies. The contributions
 

of these sources fluctuate as allocations for capitation and tesearch
 

grants fluctuate. A high portion of medical students receive support
 

loans to meet their average expense of $5,330, and
from scholarships and 


the amounts 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
 

The shape of medical education will also be determined by the
 years. 


If public and private pressure continues
nation's system of health care. 


for 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
 

governments, 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 affectin8 these populati6ns.
 

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

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 overqll problem., Healthproblems are related 

to environment, heredity, and geogcaphy as well as economic and sociologic 

factors. 

Education and training of health personnel is a priority problem in 
3
 

most parts of the world. 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 card and'td solve major
 

public health problems.
 

Medical educators throughout the world are faced with the problem of
 

how to relate education to local and national needs and plans. 
This
 

Conference may look to developing new approaches and ideas relevant to
 

those needs, the aim being eventuaVjto have the universities concentrate
 

upon 4nd to coordinate research on these problems.
 

This research would encompass health manpower development, health
 

care delivery as well as the many aspects of diseases. A cooperative
 

effort between Howard University and selected universities and health
 

agencies in Africa and the.West 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 14s
 

Conference open and wish you every success in your deliberations.,
 



Dr. Calvin Sinnette
 

THE SIGNIFICANCE OF THIS CONFERENCE 



Vean Mann, dcW5nguished doia euts, youL ExeeLtencieA, cotteaguez, 

verng oand SixiendA. It £6 with 9.eW pteou)e that I adLeAS thi6 gao 


eminent heaMt pfo6eionoaA on what I con6ideA to be a hi6to'tmie oeo.aion.
 

I apptecate thiL4 oppot.wvnty to meet and heat Zeatned authoAtUi in the
 

heafth cienaeea and to xe-etabWh contaet tdth old a oociate; pwc~t0)
 

,iht oJ Tbadctn,my o,'zme, co.,eagu6 on the 6aeuty o6 medicine at the Utnive 

fl geA.Z. Iy 6ense o6 deeAenaee 6tem6 6om being eho'en to pakticipat.ein a 

coneAencee on "The Heatth Ptob.em o6 Bark Poputation6". Ti ia a unique 

m beie6 thatsuch a.e momentevent in heaLt.h hi,6to, and i i6 my ,, 


6houtd be accorded the 4peciaL %egaAd they desave.
 

Thi, eondeAence £6 zponmo.ed by flowwad UniueiatUy CoUege o6 Medicine 

in a6zociatiof with the A6Jican-AmeLican Sehotau Council. In my cap ct ty 

,6 ktepkeaentative o6 the Cowl to thiA condeienee, I wouldthe oiiLc, 

tike to te2. you, in the next Jew moment, zometh.ng about the Sehotau 

Council and £ho.'e uigth you what the Council believe6 to be the zigniic ee 

o t.6 conjeJenee. 

1971 by btackThe A ,iean-Ameica.n Schola.6 Council u6 dounded in 

AmmEc&an ahoau/L and pwtoe6Zoflal talth one og i& atated objectiveA being

a deA,'.e "to wok Wth thei., Adtic. .ounteApaft6 towad the saoution oj" 

eommon p,"blem6 o6 eeonom.c and oeiaL deve.opment" (italic, mine). 1972 

maed the beginning o ptopam activitieA and zinee that tme the Counl 

haa awaded 60 gaants to Atzic n 6chosa and 6hota6 ,o6 A a oian deAcent. 

Though many the g.tant6 have been in te d.i6cipu eA o6 the, ocio ,cienwe6, 

agticutue and busineu6, a numbe' 06 auwAd have been made to iteAewce U 

in tie heaMt s6cienceA. I shal ju~t mention thLee 66 the heath Aciencea 

http:zometh.ng
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awA&. A Ghana.an phatoeaotogitwaa given an aWa d to continue ie~eakewt 

pantA. Anottexon the conattuentA ol eetain Wuet A6,%ican medicLna 

aoma'd w6 made to a bktel Amnearcan conducetng a nuWLWonato tudy od pitot 

pwg,.am de6igned to contot vitmin A degiencij in Zambia. The Sinat 

gnt to which I &6ha.&e~eA i 6 one awcded to a NIigeitian ,ozotok who ia 

examining the dacto~u WLLOh in~&Lence the £0,66 oj MieA'-an medco- and 

paumedeaL peaonnet to indu ttiazed nations. Thi6 ta awakd haa ob

viouA ketevance to the ptobtem6 o6 heatth mranpowe% devetopment which we 

, hatt be di cu6,6ing thkoughout .tZa eonjeAence. 

The SchotoJL6 Counie haa6ued a vaiety o6 addLbtonao app.oache.6 

in.6eefzing to 6utjitt it6 objective to 6uppoxrt Af4Jica~n economic and human 

xeoume devetopment. Lo, . yea,, the Councit heta conjeAence to expfoue 

method&which couLd ptovide immediate and tong-teAm mitgation og the nuWa

tional &WiZ-6 in the dtought-st'zicken Sahe.. Mote x'eAentty, Ut enabled Aw 

A izican ,hotaJ. to attend ,cientijic meeting in the. United Sta.teA. Tke.. 

CounciL has aao cottaboated t inattutin and othet otganiza.tiofl6 in 

deveoping pawject6 whicha.eek a ,o&Ut on to .ommon pwbtem6. In OetobeA% 

1973, with, auppoA, og te Fostd Founda.tion, the A6 tican-Ameieoan Selota,6 

Coune.U, Le conjunctton with the WeAte,%ietd.Adviao Committee and At&2nta 

Unive,.ity, co-.6ponao-ed a th'Lee day conde'ewnce on economic devetopment 

which docued on the eveA incAea6ing gap beieen the indu4ttaZzed and 

pae-induh6tized nationa. Thi6 highty aucae u conaenee geneAated 

many Lavoaa.bte comment and teationa. Fom a pe.'taonat standpoint, I )6 

moat gh,tiied by the ainceAe appeei.tion expue6ed by Aftiean .cho.t.au, 

many o6 whom had attended ptevious con6oeAenceA in the United StateA but had 

http:Ghana.an


Sel oppo'r.*itie6 Joi exposame to the A£/wo-Ame~ican tntefectuoZ coniwty. 

we view ou pat.ticipafionin WA con6ekence, theteoie, ao bein quite 

confo.flt WWL an atabUhedpokcy oA joint e6ott. 

The&e is anothest matte4 which ,houtd be empha ized and WhicAh hope 

you. wiL& keep in mind duAJ.ng thi6 meeting and in thte montt& ahead. The 

Counci ia pa~ticuPLaqty anxioua to 'encowage and timuate the .zehoeAty 

a.tivitieA o6 youngek aeaLche. . An Jimpo/ant Jtea6on Sox Councit pawti

ipotion in th.A event i,6 a beLZe .that itut4 gene'ate neo ideaa and con,

cept which mea.it .J'the. ia igeation. I can aa,e you that, athough 

Ou, ginancia Aeou.ce6 a.t.e modest, ou%.o Caoeg.tant awa'd6 committee MM 

6uty ieview and 6ympathe.ticaty con6ideA any wet-conceived ptwpo.6aZ 

eZite 4submtted by young e' itezeoJcheu o&'g in which yotlngeL ieheaJkchem alte 

to ptai a 6igni.icant-tote. 

The CounciL, I inw~t add; hLZ4 an abidcing inte~e6t in £LeL majoL 

devetopment ocwming wZthn the btack wo&Mvd. Atthough puent £inanciaL 

amangementA tend to conjine activ.tiea to the AJ,,icatn continent and the 

United Sta, we welcome tha oppoxtunity to join with pa'tcipant6 Jir 

te Ca.,ibbean and ce'tain y hope we can ptay a .iote,in the devetopment o£ 

p/wject6 invotving atL 6egment6 o6 the b .ackAt.tic.tWiagte. Helte too, 

we 6ee auch coope'w.tive e6otA a6 cono'.mZng ,Lwt anothe. CouncLt objective 

which AtateA, "ConceAned about the gwvming gap beteen ,the have' and, the 

have-not6, both within the hightq indu6tia..d nations and on a wo' tld 

aoe the Councit e.o, ways to alleviate the 6u damentaLtpkobtemt o' 

economic dependence b'wught about by the inequitabte di~stibwtionv0£ te 

wo~L&,' weatth". 
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To mknowtedge, thiA conetence 1. te ga t attempt to examine 

the het pobtem o back popuata~ton on a somewhat gt.obat context. The 

accompUshment o6 the. 4umakate achievement is a toute to the viaion and 

uotoe- indedneu 0 the Con6e'tence Coowu eby.Butlinatox, St. Ma4eaet G* 

now that we blodat OveA the each o6 u,saue aZZ aembed, nvext? oeCa-, ha6 

paitleipatedin a 6uZC 6hav~e o6 con 6m~nce6. 6eminaaL, A6ympoaia, coU~quia 

and the tike; 6ometie. ttave n to c tant eoune' o6 the btobe to do 6o. 

I dab sa that i6 the nmbeA 0j ho ,u pent co ectivety at th and othe4 

m6ach meetinga wee combined, it mght add up to quite a 6et,eu0 yew,. 

do not be.ieve we houtd und u mate the tangib.e and intangibte vatue ,o 

aitch activiti6. Nevexthelte ,, the time that h.o6 been 6pent is a 6izeabte 

iweAtme nt on the pax't o06 out teApecti.ve in~tibition6D,agencieh, cownunitIleA 

and AameA. We woutd be kemiu and mow'z.Uy~ ivueponsibte 1.6 we do not 

attempt to zecume the higheht %etminaon the inveAfrient. The ultimateisig

n1.6ieance 06 thia con6e~ence, dependa, then, not on the adoption o6 iLecom
mendationa 6.swm the body - valuabte as, they may be, but on the citeation o6 

a mechuaim to enaW~e the tzanziation o4 1.dwa into itecaty. 

A4 we enteAL iato ouL detibe~ation6, wue a6hould aeea to conduct them 

with candoit and honeaty. We must atao have the coatage to thzink the unthini

abte. Theiamay be an undet.Lying auhwnption that the heatt pibt-em 6aced 

by btack poputationa aue pecafioA to ouA ethni.cit. Butt, i& thW auhimption 

aiaLd? P0 btack poputatloona conftont dij6i1cuiteA,in heatth manpoweA devetop

ment that ate di66e~ent Wum any otheA gpoup 06 poo04 nation6 a4 expto1.ted 

peopte6? It ia incumbent on as to anzweL .the~e and otheA 4ea/Lching qiteationa, 

604t uktem we do,, we stand open to the chawcge that'we ate a-mpty duplicating 

tie acdtMv eA o6 exlAting intetnationaL 04 i4egionat-bodieat. We hhoztd not 

be amkp4"~Led:to heax ikepti am voiced 64cm tzoditionaL~y unalimpathetie 

I 

http:mow'z.Uy
http:teApecti.ve


quoAteu; In jact, we can expect it. Ij, on the othe hand, we do not 
meet the cha.enge head-on, we .&Uk juatiZabte ek.tC2m gaOm ou aespec.tve 

con6ttuencies. In at. honeAtj, I cannot ,tespond to Auct que tiom with com
pete aa6 uance o conviction. I am conlident, howeve,, that an wea can be 

cue adhee ,eac 
t~Auth, I am eonv ned that we 4halt akAve at d.cii.on whieh witU be una-, 
aa.Iabe. ,oteove, we uWU have been guided by tu.tlz, 6ometting quite un

6ound in ot co.e tiue tU.dom. 16 ,teadgastyto the .h 6oJ% 

uauaL in contempo"t a66aaZt. 

Ttn.ng to a omehat difieent matte , I hope we ,shatt"ha 

oppohxtunity to discuss the issute oj .t~aditionatheath systems vis-a-vis' 
heat.th manpowe, devetopment. The expeJence o6 the Peopte', Repub.ic o6 

China Zn tiz atea has teceived conideAabte attentionwmt~hn the past -too 

to thaee yeau. But tadLonwt.medaicne has been p'uwkieed by black popu

tato,6 jo4%many geneat.on6. We need to hewL the views heZd by the va ious 

black populationa on this subject and to know thei, expe.encea in attempt

ing to ,ncopoate the tradgitonaZ p'acUtionet in the heatth team. In 

Juty 1972, the A6oelation o6 A6.ican lln.veitie hetd a Woxkhop on the 

emeAing , ue con6untng Al tcian uniueait s. At the meeting,, 

ftoftmo&A.N. honoti, waswho then Vean o6 the 6acutty o6 medicine at the 
Univea.ity o6 VCa,--Sataam, Tanzania, dectaked, "We 6houtd aim at caeating 

a ze6-suataining indigenous 6cienUZ6ic conmunitq." Thi6 statement is, o6 
cowUe, quite pe,-tinent to heatth manpotue, devetopment. As weaeek nei.- t'm

tegies to acet'zate.the poee. o6 heating W6114taining indigenous 
heatth rnanpowe&, it is 06 mou~ than passing inteAt to examilne the p6

pects J0t utitizing the ttadlt~onaeheaUh 6ecto4%. 

http:Repub.ic
http:d.cii.on
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An examination o6 the heatt *'btemao6 btaek Popalotion!A, 

4deed, a rnost ambiious undextai.ng. ThLi con6eaence is metety Vie iat 

step in the Legendaky jounney o6 a thousand me6. By froking at these 

pitobtems though a new ptism we axe cAeating a new health diatogueo I am 

eonvinced itat thi. doatogue hfa tie potent: tox ,mptoung Vie health 

status o btc peope.~ 7 am eoquaty convinced that the de~iva-tive o6 

this diaogue have Vie potentiaL o bene6.iting at mankind. I 6houtd 

sound a note o6 caution, howevet, by pointing out that altough dialogue 

is a usuat pteconditWon 604 ag'iuement o0Atconsensus, the tvm ate neithex 

synofynous not congue.nt. I am pumpted to voice this caveat bicaue o6 

somethng I 6aw quite &ecentt. About thtee weeks ago I paid a visit to 

a vceuj distinguished A~to-Amne~ican zoeci centiat. On the mantte behind 

iA desk hangs a maU ptaque on which is inseibed the 6otowing state

ment: 

I know you betieve you undeastand what 
I said BUTf I am not 6ute you teafize 
that wh!Fyou heaAd a not what I meant. 

Alight I suggest, Mt. Pesident, that, duting t,ti week as we go 

about the busines o caeating the new health diatogue, we have an obLigation 

not onty to undetatandwhat to" said bu, mote impottant&, to do evetytIting 

po,6aibte to enatte that what we heazd La what eva meant. 

http:congue.nt
http:undextai.ng


3 February 1975 

AND THE CARIBBEANHEALTH MANPOWER DEVELOPMENT IN LATIN AMERICA 

Dr. CharlesL. Williams, Jr.,
 

Deputy Director
 

Pan Americin lealth Organization
 

IN THE OPENING SESSION OF THIS CONFERENCE, IT SEEMS APPROPRIATE 

THE PAN AMERICAN
TO REFER TO CERTAIN 	 PROBLEMS, AND POSSIBLE SOLUTIONS THAT 

HAS IDENTIFIED IN THIS HEMISPHERE.HEALTH ORGANIZATION 

OUR PRIMARY CONCERNS, A KEY ISSUE,HEALTH MANPOWER IS 	 ONE OF 

FOR LATIN AMERICA 	 AND THE CARIBBEAN. LET ME BRIEFLY REFER TO SOME OF 

THE CHARACTERISTICS OF THESE TWO SUBCONTINENTS, WITHOUT ATTEMPTING TO BE 

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

FOR ACTION.SUGGEST SOME ALTERNATIVES 

THE CARIBBEAN VARY
THE SEPARATE COUNTRIES OF LATIN AMERICA AND 

VERY GREATLY IN BOTH THEIR PHYSICAL AND HUMAN CHARACTERISTICS. THIS 

WITH NEARLYCOUNTRIES SUCH AS BRAZIL,
EXTENSIVE AREA COMPRISES VERY LARGE 

WITH LESS THAN 200,000SMALL ISLAND COUNTRIES100 MILLION INHABITANTS AND 

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

CROWDED SLUMS,
OF SAO PAULO WITH 12 MILLION URBANITIES AND ITS PROBLEMS OF 

AND SOCIAL PROBLEMS SUCH AS POLLUTION,
,URBtAiPOVERTY, MINORITY GROUPS 

AREAND UNEVEN DISTRIBUTION OF mEDICAL CARE. THERE
INDUSTRIAL HAZARDS, 
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WITH ISOLATED POPULATIONS, RURAL POVERTY,ALSO LARGE UNDERPOPULATED AREAS 

OF INCOME, LACKING ELEMENTARY MEDICAL
EXTREME 	 MALDISTRIBUTIONMALNUTRTION, 

SAVE FOR NATIVE PRACTITIONERS.
CARE, MANY WITH NO HEALTH SERVICES WHATEVER 

THAT ONLY
RATHER 	 THAN QUOTING STATISTICS AND INDICATORS REFLECT 

WITH ALL OF THEIR LIITATIONS, AND KEEPING IN MIND THE 
NATIONAL AVERAGES 

THAT GIVE
OBJECTIVES OF THIS CONFERENCE, LET ME MENTION SOME ECONOMIC DATA 

SOCIETIES.US A HINT OF THE IMBALANCE OF LATIN AMERICAN 

HINT IS PROVIDED BY THE DISTRIBUTION OF INCOME. IN 1970,
A FIRST 

RICHEST 5% OF THE POPULATION RECEIVED 33% 
IN LATIN AMERICA AS A WHOLE, THE 

WHILE LOWER THE POPULATION RECEIVED ONLY 
OF THE NATIONAL INCOME, THE 50% OF 

13.4% OF THE TOTAL INCOME. 

STATISTICS ON EWPLOYMENT. IN 1970,
ANOTHER HINT IS PROVIDED BY 

IS TO SAY THAT 47.4% 
LATIN ANERI(A HAD AN UNEMPLOYMENT RATE OF 47.4%. THIS 

OF THE TOTAL POPULATION, MALE AND FEMALE, BETWEEN 15 AND 64 YEARS OF 'AGE WAS 

NOT EMPLOYED. 

FOR COMPARISON, THE AVERAGE RATE OF UNEMPLOYMENT IN THE DEVELOPED 

ALARM LATINCONSIDERED THE FIGURE,. THE
COUNTRIES WAS 32.1%.AS 40% IS 

OF PERMANENTECONOMIC CRISIS.
AMERICAN SriUATION SURELY IOUNT TO A SORT 

http:32.1%.AS
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STATISTICS SHOW SIILAR INEQUITIES IN I1OUSING, WAGES, LITERACY, 

AND LEVELS OF EDUCATION. 

IF WE WERE ABLE TO SEPARATE HEALTH INDICATORS BY SOCIOECONOMIC 

GROUPS, THE DIFFERENCES WOULD BECOME MORE DIEDIATELY 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 

AMERICA THOSE FACTORS ARE NOT RECORDED. NONETHELESS, EVEN WITHOUT FORMAL 

KNOW VERY WELL THAT BOTH BLACK AND INDIAN POPULATIONSSTATISTICS, WE 

OF THE LOWER ECONOMIC GROUPS.ACCORDINGLY,CONSTITUTE A DISPROPORTIONATE SHARE 

THEY HAVE MORE THAN THEIR SHARE OF MALNUTRITION, DISEASE, AND OTHER CONSEQUENCES 

OF POVERTY. 

THE III MEETING OF MINISTERS OF'HEALTH,IN SANTIAGO, CHILE, IN 1972, 

YEAR HEALTH PLAN FOR THE AMERICAS".APPROVED THE "TEN 

OF THE TEN YEAR PLAN IS THE EXTENSION OF EALTIITHE CENTRAL GOAL 

SERVICE cOVERAGE Tb ALL AREAS WHOSE INHABITANTS NOW HAVE NO ACCESS TO HEALTH 

THAN 37 PER CENT OF THE POPULATIONCARE OF ANY KIND. THIS REPRESENTS NO LESS 
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OF LATIN AMERICA AND THE CARIBBEAN. IN ABSOLUTE FIGURES, THIS MEANS ABOUT 

BEINGS IN A CONTINENT WHOSE RATE OF POPULATION GROWTII IS
100' MILLION HUMAN 

THE HIGHEST IN TUE WORLD. 

THAT TILE SNORTAGE OF PERSONNEL IN ALLIT IS WIDELY ACKNOWLEDGED 

IS ONE OF THE MAIN OBSTACLES TO DEVELOPMENT OF HEALTH SERVICES
CATEGORIES, 

A THREAT TO THE SUCCESS OF PLANS FOR THE DECADE. SERIOUS
AND IS THEREFORE 

WHAT IS NEEDED TO PRODUCESHORTAGES IN HUMAN RESOURCES ARE A KEY PROBLEM. 

THUS THE EFFECTS
THEM IS NOT JUST MONEY AND MANPOWER, BUTTIME AS WELL. 

ONLY BEGINAT THE BEGINNING OF THIS DECADE WILLOF CORRECTIVE MEASURES TAKEN 

TO BE FELT BY 1980.
 

THE ENTIRE REGION THERE IS A GENERAL SHORTAGE OF HEALTHTHROUGHOUT 

AREAS REACHI:NG ADEQUATE LEVELS. STATISTICS
MANPOWER WITH ONLY A FEW RESTRICTED 

1970 SHOW 540,000 HEALTH WORKERS, INCLUDING PHYSICIANS, DENTISTS,GATHERED IN 

SANITARY ENGINEERS, VETERINARIANS, HEALTH INSPECTORS,NURSES, PHARMACISTS, 


THIS MANPOWER
MEDICAL TECHNICIANS AND HEALTH AUXILIATIES OF VARIOUS KINDS. 

20 HEALTH WORKERS PER 10,000 POPULATION.REPRESENTS A GENERAL AVERAGE OF 

IN 1970, THE OCCUPATIONAL STRUCTURE OF TOTAL HEALTH MANPOWER 

PATTERN: PHYSICIANS 6.9 PER 10,000 POPULATION;SHOWED TUE FOLLOWING 

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

PERSONNEL, 1.6.ADMINISTRATORS AND PUBLIC HEA.LTH 
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TIlE SITUATION VARIES FROM COUNTRY TO COUNTRY, BUT IN GENERAL 

THE PROPORTION OF TECIHINICAL OR PREUNIVERSITY LEVEL PERSONNEL, VIS-A-VIS 

UNIVERSITY GRADUATES, IS TOO LOW. IN 1968, TIE 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 TILE MOST SERIOUS MANPOWER PROBLEM IN LATIN 

AMERICA AND THE CARIBBEAN. 

TO REACH THE GOALS OF THE TEN YEAR PLAN, SEVERAL CHANGES IN OUR 

ORIENTATION ARE NEEDED. 

DURING THE 1960's CONFRONTED 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 CATEGORIES APPEARS CLEARLY AS MAL 

DISTRIBUTION RATHER THAN OVEPALL OVERPRODUCTION. 
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SEEKS TO CORRECT THIS ,AND THE EMPHASIS IS PUT ON PLAN-THE TYP 

NING OF HUMAN RESOURCES SO AS TO PROVIDE A WELL-BALANCED HEALTH MANPOWER. 

IS THE SHIFT OF EMPIIASIS FROM TI0E HIGHER PROFESSIONS TOANOTHER CHANGE 

MEDIUM AND LOWER LEVELS OF EDUCATION. SPECIAL ATTENTION IS GIVEN TO HEALTH 

AUXILIARIES.TECHNICIANS, PRIORITY GOES MORE AND MORE TO HEALTH 

NEVERTHELESS, EVEN WITH AN IMPROVED SUPPLY OF INTERMEDIATE HEALTH 

WORKERS (TECHNOLOGISTS 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. 

THEN IS THE SOLUTION? PAHO IS STUDYING THE POSSIBILITYWHERE 

OF CALLING UPON THE POPULATION ITSELF, MAKING USE OF ITS POTENTITAL RESOURCES, 

DEVELOPING SOME SORT OF VOLUNTARY HEALTH AGENT FROM THE COMMUNITY ITSELF. 

FURTHERMORE, IT SEEMS TO US THAT A CAREFULLY PLANNED TRANSFER OF HEALTH KNOWLEDGE 

IS NEEDED. THIS TRANSFER OFFROM THE HEALTH PROFESSIONS TO THE POPULATION 

KNOWLEDGE WOULD STIMULATE SELF-IDENTIFICATION AND, EVENTUALLY, SELF-RELIANCE 

ON THE PART OF COMMUNITIES. 

WE MIGHT THEN REVERSE OURSELVES AND CONSIDER THE POPULATION ITSELF 

AS THE'FIRST AND MOST I1PORTANT RESOURCE TO PROMOTE, MAINTAIN AND PERHAPS 

RESTORE HEALTH. TRADITIONAL HEALTH TECHNICIANS -AND PROFESSIONALS MIGHT 
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THEN SERVE PRINCIPALLY AS AN EXTENSION OF THE PRINCIPAL RESOURCE, ACTIEG 

AS A REINFORCEMENT TO COMMUN].TY RESOURCES, AS A LOGISTICAL AND EDUCATIONAL 

SUPPORT. 

THIS IS, OF COURSE, NOT A NEW IDEA. AND WE ARE AWARE OF THE 

FACT THAT ATTEMPTS TO DEVELOP IT HAVE MORE OFTEN MET WITH FAILURE THAN 

SUCCESS. BUT IT IS AN APPROACH RELATIVELY UNTRIED IN THE AMERICAS, AND WE FEEL 

THAT IT SHOULD BE TRIED. 

ANOTHER CHANGE IS IN THE GREATER PRIORITY GIVEN 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 IPLEMENTATION. THE PROCESS IS CLOSELY RELATED TO TIHE 

WORKING OF SCHOOL SYSTEMS AND THE GENERAL MANPOWiR MARKET, AND IS SUBJECTTO 

SOCIAL AND ECONOMIC CONSTRAINTS MOST OF WHICH LIE OUTSIDE OF THE HEALTH SECTOR. 

AS A RESULT, IMANY PROGRi FAILURES ARE DUE TO HEALTH MANPOWER FAILURES. 

http:COMMUN].TY


OUR CONCLUSION IS THAT PRIORITY ATTENTION MUST BE GXVEN TO THE 

HEALTH MANPOWER COMPONENT FOR TRUE LONG RANGE PLANNING, 10 YEARS OR MORE, 

THE DEVELOPMENT OF MANPOWER MAY DEPEND UPON PROGRAM OBJECTIVES, BUT FOR 

IMMEDIATE AND INTERMEDIATE PLANNING, WE MUST REVERSE THE PROCESS. ONCE 

PROGRAM 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 RATHER 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 AMERICAS, 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 HIGHLY 

QUALITY CENTERED. WE SET STANDARDS TO WHICH MEDICAL SCHOOLS ADHERE FOR THE 

TRAINING OF PHYSICIANS. THE RESULT IS A WELL EDUCATED PROFESSIONAL WHICH IN 

MANY COUNTRIES HOWEVER, IS NOT PREPARED IN SUFFICIENT NUMBERS TO PROVIDE 

HEALTH CARE FOR MORE THAN A RELATIVELY SMALL PROPORTION OF THE POPULATION. 

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

MORE PRIVILEGED, RECEIVE HIGH QUALITY SERVICES. FOR LATIN AMERICA,AS I HAVE 
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SAID, THE PORTION OF TIE POPULATION WIICH RECEIVES NO CARE IS 37% OF THE 

TOTAL. 

THIS SITUATION IS QUITE UNSATISFACTORY, AND FROM TIlE ETHICAL 

POINT OF VIEW, QUITE DIFFICULT TO JUSTIFY. WHY COULD WE NOT START WITH THE 

PREMISE THAT EVERY POPULATION GROUP WILL RECEIVE CARE AT WHATEVER LEVEL 

AFFORD. EFFECT, IfbA WOULD TO FIX QUANTITY, ORSOCIETY CAN IN THE BE 

WITH THE RESOURCES AVAILABLE.COVERAGE, AND VARY THE QUALITY OF SERVICE 

PRESENT PRACTICE IN 4IICH QUALITYTHIS WOULD SUBSTITUTE FOR OR MODIFY 

AND COVERAGE DETERMINED BY AVAILABLE RESOURCES.STANDARDS ARE PRE FIXED 

MANNERPLANNING OF HEALTH SERVICE PROGRAMS IN THIS WILL NOT 

BE EASY AND WILL LEAD INEVITABLY TO MANY CONFLICTS. BUT I AM NONETHELESS 

TRY.PERSUADED THAT IT WOULD BE WORTH THE 

ALL THE POSSIBLE ALTERNATIVES MAY BRING GREAT CHANGES IN OUR 

PRESENT CONCEPTS OF HUMAN RESOURCES, HEALTH MANPOWER, AND HEALTH CARE. 

THESE CHANGES MAY, EVENTUALLY, BRING NEW PERSPECTIVES TO RURAL POPULATIONS, 

AND ETHNIC GROUPS, AND OTHER POVERTY RIDDEN GROUPS IN LATINMINORITY RACIAL 


AMERICA AND THE CARIBBEAN.
 



"health Manpowor Devalopment 

and the Role of the University" .
 

Dr. Samuel C. Adams, Jr. 

Assistant Admdnistrator,
 

Bureau for Africa,
 

Agency for International Development$
 

Washington, D.C. 20523 

M'r. Chairuan, participants to this conference, ladies and 

gcnti-neu. Ir is a pleusuru Lu iO p&iexeuLtad ?ceeL you on what 

may be unique occasions This is perhaps the first conference
 

of its kind ;h.ch addresses the issue of the role of universities
 

in dealing with probLcnfl of health manpower development for
 

black bations. This is a proiblem of primary concern to developing 

countries in ganeral and Africa in particular. The level of
 

irnprovcslnnt in health care services in these ceuntries, over the
 

next decadot wil. depend in a large measure upon how successful 

universities are in performing their roles. 

* Delivered at the "Conference on ienlth Problems of Black 

Poputiltions"o Health hanpower Development and the Role of
 

the nhivrzsity," s:ponsored by )low:ard Undvcrity icdical
 

School and Afric.an Amnerican Scholtrs Council,
 

'4eshington, D.C., February 3-8, 19"15.
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I would like to commend Howard University and the African American
 

Scholars Council for their foresight in initiating the dialogue on this(;
 

problem which led to the implementation of this conference. We at A.I.D.
 

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
 

the African continent, i.e., those conditions
majority of the people on 


due to infectious and communicable diseases, poor environmental 
sanitation and
 

The health problems are aggravated by the severe shortage 
of
 

poor nutrition. 


health manpower, shortage and maldistribution of health facilities, 
and lack of
 

As a result of these conditions,
transportation and communication facilities. 


it has been estimated that as much as 80-85% of the population 
of many
 

to modern or organized health care
 African countries do not have access 


We also recognize that many of the diseases occurring in
services. 


develcping countries are preventible by modern technology 
and know-how,
 

i.e., by public health methods such as exironmental sanitation, 
immunizations,
 

communicable and vector borne disease control, and proper 
nutrition.
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We in AI.D. are under a mandate from the Congress and the 

Administration to reorder our priorities for assistance in 

several areasp With health being one of foremost importance. 

Wo were made even more aware of the urgency of rhis mandate 

as we l.istened to President Ford's State of the Union Address on 

January 15, 1975, particularly as it referred to international
 

FOCff',4.r,5. - 'I,- -i# r.- pni-r nnq nr r.his 

meosagea "So let there be no nistake about its international 

cooperation is a vital fact of our lives today. This is not a 

nont for the Amprican people to turn inward. More than ever 

before, our ovn well being depends on Americats detenmination and 

leadership in the =rld." 

Agains I quote: "..... .. The developing nations are also 

at a turning point. The poorest nations sac their hopes of
 

feeding their hungry and developing their societies shattered by
 

the econoinic crisig. 'The long term economic future,
 

depends on cooperative solutiol"s."'
 

As a result of'the~ andates and/or strong preside'ntial support 

AI.D. has ai-,nificantly elcvated the priority of hcalth progr.ms 

http:progr.ms
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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 ientify 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: nutrition,
 

Maternal Child Health and Family Planning, health education,
 

A.I.D.
environ.iental sanitation and immunization programs. 


progrwa inputs should additionally focus on infrastructure
 

strengthening: Health planning, health manpower development and
 

training, managerial and administrative training and technical
 



assistance for development of administrative and
 

financial management systi, s, qs well as assisting in 

the 	development of vital statistics and demographic data 

systems, 

2. 	 Diseaso Control and Other H1alth P'ro!grtlms 

In support of developmant progr .s the Africa Bureau 

will support onvironriental analynis of health factors 

and health progrrams in relation to devalopnent programs, 

i.e., economics, agricultural, rural and human resources. 

developmcnt program.s Exampless (1) Control of water

borne diseases such as schistosominsis and onchocerciasis
 

in relation to irrigation projects; (2) analysis and 

control of malaria and trypanosomiasis in resettling of
 

now 	1,ndsl and (3) potable and safe wator supplies, 

health educntion# nutrition progrmts in support of 

agricultural and rwu:al development programs. It should 

ba kept in r.iipd that certain of the major coi-iunicable 

diocases tan'be effectively controlled only on a 

regional baes. 

3. 	 Selected Protr:a,-i Icfforts 

Africa Buranu will support special health efforts relaed 

to populations at great risks clue to drought, famino or 
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Inputs from A.I.D. can
other calamities (e.g., Sahel region). 


include such items as emergency supplies of medicine, vaccines,
 

equipment and certain logiLtical support.
 

4. 	Family 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 utilization. 
We in A.I.D.
 

feel that appropriate and relevant training of health manpower 
is the
 

of any health delivery system, without which the
 keystone to the success 


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
 

In too many instances these approaches have proved
 care delivery problems. 


This situation is
 either inadequate or unsatisfactory for the most part. 


not unique to developing countries, but exists to 
a lesser extent in the so-


In the U.S. and other Western countries,
called "developed" countries. 
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we are facing similar problems in the organization and delivery 

of health care services, particarly for our inner-city and rural 

poor. We too suffer from shortages of trained health manpowor, 

and facilities, and often lackraaldistribution of health manpower 

All of these factorsin the use of resources.of coordination 

care servicescomibined result in inequitable provision of health 

for large segments of our population. Ono major activity ongoing 

in this country, w:hich has pertinence to vhat you ill be 

skills &nd responsibilities of many health N.xorkers, 

discoverin- during the conferencae isin tho area of health 

manpower develop:ent and trainin-. WIe are not only upgrading the 

but we are 

also developing new catepories of health mnnpower, as well 

(eg4, Nurse Practitionors, I-edex, Clinical Pharriacistst Surgical 

Those moves are intended to c::tond our hcalthTodmiciaus, etc.). 

manpower resoukces, as wall an to improve the efficiency of their 

utilization. 

I think ve all realize that ifNe are to solve many of our 

health problems, particularly in developing countries, we must 

sook and find new p 'Uhat is also needed is davalopmentppoachas. 

of viablo partner.hips bctvaaen donors and host country untionals, 

lead in hclping develop thein w:ich ,niveraities could tnalz"tho 

can io lonreouOw approaches requlred, Univarsities the world over 

In relotive isolation from the mainstrecm of society'sm-enin 



.overall needs by retreating to the traditional functLonal areas
 

of education and research. They must also address the area of 

community service needs of society and actively participate in 

finding solutions to these problems as wall. In essence, 

universities must utilize their human and plhysical resources to 

contribute to the social and economic development goals of their 

countries. It is quite appropriatc and tinely, thereforo, that 

those assembled here should be addrussiong yourselves to these 

problc.ms in health, particularly in the area of manpouer training) 

develornnun and ucili'uLiun. Wt: il A.I.D. uh.Sll 1Ut UM1O":uA'V 

awaiting tho results and ouLcones of your deliberations over the 

next few days, vith a viev toward how wa may be more effective 

in planning and "iaplemnnting our assistance strategy in the health 

sector., 

Again, may I extend my congratulations to all of you for 

your foresight and dedication. Hay I.also wish you all possible
 

success in your endeavors,
 

http:problc.ms
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- Few countries in the African Region have one 
physician for every 10 000 persons. 

In many countries more than 507o of the phys;cians 
are foreign and therefore constitute only a temporary
professional population for the country. 

Except in a few cases '50% o the physicians are in 
the capital city. 

U.! 
1.
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The results are that only 20"/1 

of the p3pulation has aiequate health 

care available while the other 8)7o are 

virtually deprived of any form of moJern 

scientific health care. 

NOTES 



Example (1) from the" African Region 

Population ",4, 000 000 

Number of physicians 64 

- National 9 

- Foreign 55 '86%) 

Ratio 

- whole country 1159 000 

- capital city 1/1800 

- rest of country 1/124 003 

NOTES 



Example (2) from the African Region 

Population 8 000 000 

Number of phy sic ans 408 

- National '146 

- Foreign 262 (63%) 

Ratio 

- whole country 1113 000 

- capital city 1/300 

- rest of country 1/34 700 

NOTES 



The DJstributton of HVltith '.noan'o:r in Africa 

ifthe ctal hez.ith staff is divided into three 
major cat~oorics. 

1. 	 High level health r.rofessionals 
(G0:tors, sz:utary engineers, 
pharmacists, health educators, 
soiolov sts etc.). 

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

3. 	 Health auxiliaries 

NOTES
 



The three categories should form 

a pyramid which may take slightly 

different shapes. 

NOTES
 



In addition to the recognized adminis'trztiv( 
hierarchy an ideal pyramid permits effective technical 
suprvision.I 

I 

,,NOTES 



In othor forms of -r;yromids effective technical 

1supervision- is.,difficult to-achieve ard. even the 

few availabie' hi;gh level -professionals will be 

underemployed in a 
managelrial sense ar 

/tlilllll resour,:es of th. 

Nr ToEfssiot
 

S NOTES
 



NOTES
 



BUT in many countries of the 

Region, pyramidal patterns do 

not exist and instead a bizarre 

conglomeration of shapes 

dominate the health delivery 

systems. 

NOTES
 



In some countries the c,,tecory of middle level 

professionals is too thin to support a pyrainida', 
pattern. 

w=
 

I-I
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NOTES
 



In others the category of health auxiliaries 

may be underdeveloped and therefore the 

pyramidpl pottern is undermined. 

-NOTES
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An inverted pyramid which precludes any form 

of meaningful technical supervision exists in 

many countries of the Region. 
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BACKGROUND
 

Health Manpower

ig2 I 
King has stated that a developing country is fortunate iflit 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 their 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 
e to act as a teacher, organizer, supervisor and consultant to a
 
team of auxillaries.2 
 Only 	with such a team will the bast use be made of his
 
very 	scarce skills.2 
 In addition to the doctor shortage in developing countries
 
members of junior professional or para-medical grade are usually just as scarce.
 
An auxiliary is very important 4s 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.3 
 This 	is based
 
upon 	the assumption that productivity does not decrease at 
the same rate as salary.
 

More doctors do not necessarily raise health standards. Investment in
 
training a higher ratio of paramedicals might show greater benefit.3 Cunningham

and Morley in Nigeria showed the effectiveness of nurses or grade 2 midwives in low
ering the under-five mortality rates. 3 
 On the other hand, in countries where the
physician/patient ratio may reach 1:100,000, the need-for more physicians is
 
obvious. This is particularly so because the health team approach includes a
 
doctor.
 

Thus, improvement of the training and utilization of all membern of the

health team offers the greatest opportunities and challenges in the health field
 
today.3 In most countries, the greatest return will come from increased invest
ment in lower-level health workers.3 
 Relevant training and effective use of
 
paramedical health workers are fundamental to the improvement of health services
 

3
and control of costs of medical care.


The need for health teamwork has been summarized by Ordonez-PlaJa 3 as follows:
 

(1) Need for tean iork
 
(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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TIMOTHY D. BAKER 

TALEI* 

11EALTII WORKERS BY INCOME AND TYPE OF PRAC-CE 

Type ofpractice 
Unsupervised 

independent 
general clinical 
practice 

-ospital or group 
practice 

!f&ih income,
long education 

(12 yearsbasic+ 
6-13j'cars 

professional) 
Physician (GP) 

GP and 
specialist: e.g. 
surgeon, 
pathologist, 
radiologist, 
physiatrist, 
orthopzediat 

Antenatal, delivery, Physician-
and postnatal obstetrician 
care 

Drug compoundin. Pharmacologist 
and dispensing 

Mental health Psychiatrist 

Dental practice Dentist 
Public health Health officcr 

(M.D.) 

Environmental Sanitary engineer
sanitation 

Average cost of training: X 
Average earnings peryear: Y* 

Mcdium income,
medium education 

(10-12 years basic+ 
2-5 years 

professional) 
Assistant meJical 
officer, licentiate, 
behdar, health 
officer (Gondar), 
feldsher, nurse 
Nurses-gineral 
duty and 
specialist, surgical 
technician, 
laboratory 
technician, X-ray 
technician,
physical therapist, 
etc.
 

Midwife 

Pharmacist 

Psychiatric nurse, 
psychiatric 
technician 
Dental hygienist 
Health visitor, 

Low income,
short education 

(6-12 years basic+ 
0-2 years 

professional) 
Drcsser 

Nurses' aide, 
practical nurse, 
dresser, laboratory 
assistant 

Auxiliary midwife, 
dai 

Dispenser,
 
compounder
 
Psychiatric aide
 

Dental aide
 
Home health aide,
 

public health nurse, etc. 
health educator 
Sanitarian 	 Malaria assismant, 

sanitary inspector, 
etc. 

0-3-0.5X 	 0. 1-0.2X 
0"2-0. Y 	 0.1-0.2Y 

Including consideration of private practice as well s government salary. 

* Teamwork for World Health 

http:0.1-0.2Y
http:0-3-0.5X
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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.
 

4 I 

(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 ieamwork
 
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
 
member of the team should be able to handle at least some of the measures
 
directed against problems outside his usual province.4 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,
 
4
planner and manager. The nurse's role can range between working with the
 

physician in planning and policy, on one hand, and implementation with other
 
paramedical and with auxillary workers, on the other.4 Scarcity of doctors and
 
nurses defines the role of auxillaries as that of extending the effectiveness of
 
professional and paramedical personnel.4 The auxillary makes it possible for the
 
physician to carry the role of leadership.

4
 

Table I. lists health workers by income and type of practice. 3 Based on the
 
premise that a physician 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 inmany 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 aeveloping countries leads
 
to more graduates than the countries can support. This then leads to iigration
 
of doctors to wealthy nations. 3 Developing nations cannot afford the ltixury of
 
training doctors for rich nations.3 One obvious solution to this problem lies in
 
increased and more effectiveuse of paramedical personnel.3
 

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 relatively low status accorded to paramedical workers and thE tendency
 
to allocate training resources to producing doctor. 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 personnel.
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I. 

The Role of the University
 

'The rapid 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. In 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


'3
 
against traditional patterns. Dissatisfaction is thus universal.o
 

There is systematic isolation of educational programs in the heqlth 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 relationship
 
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 thl . On the 
occasion of the 23rd World Health Organization Assembly, the Technical 1)L;cussions 
involved the various aspects of the education and training of health workers; the 
need for quantitative and qualitative improvements in their education i:raining;
 
the adaptation of curricula and teaching methods to national lnd
£ocal conditions;
 
and to need to innovate and adapt.

3
 

"Adaptation of education for the health professions, including rneditie, to 
the local health needs and resources, and a judicious distribution of fiTnctioni 
between physicians, other health professions and auxillary level per:: l, seem 
to constitute the most promising solution to the problem of expandi:g V ul-,iLh ser

'3

vices in the face of manpower and financial limitations."
 

A few basic principles may serve as guidelines in respect to educ::!.on uf
 
medical and allied health personnel. The first is that education of hie ;Ith per..
 
sonnel should be the means toward the development of health services, rather than
 
the final goal itself. Secondly, the types of health personnel and the kinds of
 
education programs to train them must be determined by local health prioblC!:s and
 
the corresponding health plans. The third is that education in the medical 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 (toial'health) oriented.

3
 

the 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 menk This is perhaps not irrelevant to the shortage of doctors and medical
 

needs.'
 

Figure 2 illustrates the typical features of the educational system of a
 

developing country.2 It 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 limited capabilities afe 
the
 

education and research.4 Despite
traditional areas of university function, i.e., 


long time involvement in these areas, disturbing deficiencies in health care 
are
 

traceable to university function.
 

The role of the physician in the universityl-style hospital and that of 
the
 

physician in the rural setting dre both essential to health care but miles apart.
 

Good education for one may not be adequate education for theother. Fgr the re

cent graduate, the transition from one to the other can be shattering." "It is in
 
not appreciating its
not recognizing the magnitude of this transition and in 


importance that the basis for the failure of universities to provide an adequate
 

education for health personnel largely 
lies." 4
 

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
 
The future
those problems will require sophisticated and rigorous research.

4 


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
 
If,however, the university forsakes scholarship
benefit the nation and its people. 


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 community need.4 The challenge to the universities lies in resolving
 

this dilemma.
 

"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-

The changes that
cating the leadership that can bring those changes to reality. 


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 itmust be asked
 

how these purposes can be changed."
4
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*The above background infor..tion is supplied in order to emphasize the need
 
for more health manpower 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 INTERNATIONAL CONlERENCE
 

"HEALTH PROBLEMS OF BLACK POPULATIONS"
 

HEALTH IMANPOWER DEVELOPMENT AND THE ROLE
 
OF THE UNIVERSITY
 

The following recommendations are brief condensations of
 
afterdiscussion group I chaired by Dr. Hamad El'Neil, Monday 


noon, February 3, 1975 . The publication of the complete 
in 	 a report to be prepared by theproceedings will 'e contained 

11oward University College of Medicine African American Scholars 

("otUnc i. 

Working Group I recommendn: 

a cadre of health scientists without.[. 	 the development of 
the general compartmentalization by professional categories. 

2. 	 the developmcnt of a methodology for the training of health 

personnel that could be utilized by countries whose political
 

and 	 econLomic philosophies are in transition from a free 
onterprise to a socialist system. 

. cta]h p]anning be done in conjunction with the govern-
m..riL'; political ideology. In countries where there will 
be universal free primary and' secondary education, it can 
be 	anticipated that within fifteen years there will be 
large mnanpower resources that could be directed towards the
 

health sciences. 

t. 	 that a firm operational system for rural health service 
';ii 	 .vetr, inust be developed which could possibly be linked 

p graduate recertification, salary incenpost 	 training, 
tives or military service.
 

ifl:eve..open of instrumenrts that could be used to collect 
cnn mct ivaticn of health scientists who are missionary 

:.' ,-P:te.. Tnc information would help educational adminis
[liaters in the health sciences design curricula which w6uld 
n- ,:>inize on these attitudinal qualities. 

8. 	 the development of "mini" health training modules that could 

be 	used for short term intensive training of "non-degree"
 
health educators who are indigenous to the intended service 
areas. 

7. 	 the development of a system of professional mobility that is 
btised upon the degree of competency in training, the degree 

of initiative and the level of motivation of the health pro
vider. 

fU
 



Recommendations (2)
 

8. 	that training for health service delivery be linked to

training on the social, psychslogical and economic needs
 
of the particular country involved.
 

9. 	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.
 

10. 	 that the faculty of health institutions should periodicall

be assigned to the field for "on site" refresher training.
 

11. 	 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.
 

iz. 	 the encouragement of researchers among the ranks of lihealth
 
s,- ence students as 
an essential aspect of professional

training and institutional survival.
 

Submi.ted by:
 

Alyce C. Gullattee, M. D.
 
ACG/cc 
 Rapporteur
 



Tuesday February 4, 1975
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Historical Bac3round 

The University College of the Gold Coast, in special relation 

19408 mid became the fullywith the University of London, was founded in 

fledged 	University of G.hana in 1961. Discussions and consultations 

begun in 1951 but 
on the 	establishnent of a faculty of medicine were 

not until 1962 that the first premedical class of 40 studentsit was 


near Lccra.
 
were admitted into the tniversity of 	Ghana at Lego/,. 

Negotiations for foreiLm financial aid uoe.' bro:-on off in 1 S63
 

and as a resClt a -urely Gh,,-: an I:ecical 6choo! in special relation
 

with the 1.1 r..i.. , o".':.ealth was established hurriedly to receive the 

first precli: icUl c) iss for trainina 	on the Eorle Du Hospital Campus,
 

Th s the .oole : X{os),ital in

about 12 miles from t:he -niver;ity. 


and was able to fulfil the role
Accra became the teachinj .o=pital 


"
 -isber	 , had destined for
that the Coloniial 'ovornor, Sir Gordon Gu 

it 40 years before.
 

The net Ledical School was integrated into the University, as 

the University of Thana Ledical School in 1969. 

Physician mannooer shortape 

The_'e is an absolute shortage of physicians in Ghana, but there 

is also 	an eorcour-oing trend of improvement. In 1952 the doctor 

1 :11 ,000 andpopulation ratio was 1 :30,000; twenty years later it was 

in 1973 it was 1 :10,000. 

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

*ByV ... .	 , ,-na ',"ed....1.hool,
1::
o, .
 
.0/2.
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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.
 

ITeeting Physician manpower needs 

The first graduates (39) joined the health service in 1969. 

At that time the doctor/population ratio was 1:23,000. In consulta

tion with the iinistry of Health it was agreed that it would be 

realistic to students year 1970-1980.for the decadeadmit 50 each 

Tis was not hob;ever intended to be an inflexible number and the 

student intake has been increased; first to 55, then to 60 and last 

year to 65. 

Since 1969 about 250 doctors have graduated from the School. 

A number of Ghanaian doctors trained abroad have also returned home 

to practise =nd altogether there are now over 1 ,000 doctors in the 

country.
 

Student selection
 

University entry requirements follow the 2rLtish tradition and 

are based on the results of the examinations of teo 'West African 

.Lxaminations Council at the Advanced level.
 

There are 3 universities in Ghana but only the University at 

Legon in ;1ccra has a Facult: of liedicine. Last October over 4,000 

Legon University in Accra. Onlystudents applied for admis: ion to 

about half of this number qualified to be admitted and placeskfinally
 

offered to 1,056. About 200 candidates applied to enter the Kedical
 

.. /3" 
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School; 111 had-the prerequisite qualifications for admission and 

the 65 academically best qualified candidates were selected, after 

an unstructured 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 

'Zhere are 80 full-time senior faculty and 73 of them are 

on the staffGhanaians. In addition there are 10 part-time faculty 

of the teaching hospital. Vhe 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 tanagement Board for the use of 

the hospital. 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 anzr.tomy. 

Programmes 

(a) Underr adu ate 

(i) 1edicine. The undergraduate prograime is under review 

and a new curriculum, now in its 4th yea.r, is phasing out the old one. 

**/A0 
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The course is a 5 year programme of which the final year 

is a subinternship year in which there is a series of clinical 

rotations designed to strengthen the vocational aspects of the 

training. 

Co=.nity health is given appropriate emphasis and the 

Department of Corunity Health fulfils its important role by main

taining strong links with the Ministry of' Health. In addition to 

medical students, the department assists vrith the traimng of non

physician health personnel in both rural and urban health facilities 

under field conditions. The Denfa Rural Health and Family Planning 

Project, a joint undertaling with U.C.L.A., is already well kniown. 

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

in Accra. :Hopefully, the School might obtain permission and resources 

to accept responsibility for the health care of a defined area around 

the urban health centre as a pilot project in hcalth care delivery. 

(ii) Dentistry. It has been gettin,./dlTficult to find places
 

abroad for the 8-10 students who are awarded Government Scholarships 

for dentistry every year. The 1Nedical School hac therefore devised 

an intercalated course by arrangement with Dritish schools of den

tistry. 1t.e students do their preclinical dental courses in Ghana 

and at thiS level take University of Ghana e::ainations. They thon 

continue their nrofessional training in clinical schools in the 

United 1hingdom. Then they have successfully con:'leted the U.K. courses 

they are to be recommended for the aw:ard of the Ghana degree. 

0.15. 



" 5-

The first .1roup of 10 dental students were admitted with 

the 65 medical students in October, 1974. 

(b) 	Postaraduate: 

Residency programmes in Nedicine, Surgery, Obstetrics and 

Gynaecology and Pathology were begun in 1972. At present British 

Postgraduate diplomas are taken, but plans are being made to prepare 

candidates for the qualifications of the West African Postgraduate 

INedical College, as soon as these qualifications have beeh establi

shed. 

Costs 

There is no single methodological approach to determining 

the cost of education, which meets every contingency. 

In Ghana, tniversity education is sponsored by the State and 

for medical students this imposes a 5 year mandatory service in the
 

public sector after graduation.
 

The Iedical School is financially autonomous from the rest
 

of 	the University and obtainsits income entirely from Government 

sources. Although the Faculty carries over 8,. of the consultant. 

responsibility in the teaching hospital, no revenue accrues from 

patient care - either to 2chool chest or to individual pockets. 

Conversely/the school incurs no expenditure for the use of the
 

hospital facilities, though it pays part-tide teachers a small
 

honorarium. 

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

million is provided to meet ruring costs. It is probably not 

0*1/ 	 0 
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legitimate to prorate to a cost of ;5,OO0 por su.dont por year on 

the basis of a total student body of 00. Development estimates are
 

prepared and financed separately.
 

projectiona for the future.
 

-'hat the University of Ghana .edical School considers in the 

best interests of the nation, in terms of health manpower development
 

projections, is to continue the trend of phased expansion to the
 

level of an intake of 120 by 1980. Preclinical courses will be done 

centrally out clinical students will be farmed out to other 'Rcgional 

hospitals for prts of their clinical training. This idea has several 

advantages:
 

(1) It obviates the need to duplicate expensive basic
 

science facilities aid personnel who are difficult
 

to recruit.
 

(2) It gives notice to the Government that certain
 

Reional health facilities will become affiliated 

teaching institutions if they can be brought up to 

certain minimal standards by 1982 or 

(3) It provides a rate of expansion of health manpower
 

development which we feel the economy and the Ministry
 

of Health can support and absorb.
 

enter the 21st Century with a physician/On this basis, Ghana will 

This is considered inadequate in some
population ratio of 1 :5000. 


quarters in Ghana and I shall take up the subject again 
the
 

of Health 'Nanpower Development".
Nferspectives 

S./
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No projection for the future can ignore the spectre of 

In 1970, 7 of our graduates took the EoC.F.M.G.physician migration:-


Last year 40 graduates took the
examination at the Accra Centre. 


170 have taken the U.C.F.IE.G. and 120 haveexamination. Altogether 

rate of 7Oi as compared ith the usual overall passpassed, a pass 

At first I thought the young Craduates were onlyrate of 38,. 

in testing their performance on the world market. If this
interested 

the point; but on a compeis their intention they have clearly made 


titive market and in an open society, it io 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
 
(Presented at The Coference anHealth Problems ofBlack Populdin)
 

February 3-7, 1975 Washington, D.C. 

Anna B. Coles, R.N., Ph.Do 

Dea, College of Nursing Howard University 

Manpower planning in any field cannot logically proceed without a
 
careful assessment of requirements, 
 qualitative and quantitative, current ind 
future. Manpower requirements in Nursing must be measured in all manpower 

planning projects to provide a framewark for assessing the c€dequocy of the 

supply of nurses. Furthermore, supply requirements must be determined for 
broad geographic areas, nationally and internationally for the black populations, 

as well as for the particular fields of nursing and the various types of Institu
tions and qgencfes. where nursing services are rendered or nursing programs 
are carried out. Such measurements are essential for setting goals, developing 
meaningful recommendations, and establishing guidelines to meet requirements. 

Projections for requirements must be supported by determinations that attainment 
Is reasonably possible and should Indicate measures required for that attainment. 

Future supply estimates provide a framework for assessing the likelihood of 
meeting requirements. Perspectives on educational resources necessary for 
meeting manpower needs and demands can be obtained by a careful examination 

of projected manpower requirements agoinst projected manpower supply. 
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Measurement requirements fall into two broad categjories, demand and 

need. Demand mts t consider economic factors. Need must consider the 

standards, expectations, Md values as determined by the people of the 

cultures who are recipients of the services. Both Demand ard Need derive 

fom the quality of health care wanted and needed. Ratios ere the frequent 

determinants, ond can be expressed in manpower-population ratios or nurse

patient ratios. 

Demnd 'Is difficult to measure because of the variety of health 

services and personn.! from which demand is derived. Ratios of current 

demand may be computed by relating budgeted pc!tions to some population 

base, Ratios for future demands may be computed by applying current 

demand ratios to future population projections. 

All of the measurements that have been identified and utilized to 

estimate nurse manpower needs and requirements have limitations and thn 

mvi t critical lack is the serious lack of precision in projection lechniques 

thct can best be accommodated through pieparation in ,esaarch techniques 

and methodologies olit are usually, r:hieved by means of graduate education. 

In,/our black population, nurse researchers are scarce or non-existent, and 

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

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

colleges of nursing that prepare undergraduates at 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 annual basis is a 

token 5.5% or 550 out of 10,000 graduating. 

At the end of 1974, there were 857,000 registered 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 can only be estimated since ethnic origin is not recorded by most 

employers; at least that is what they report. 

Ratio by population is roughly 407 nurses per 100,000 population. 

Full time ratio would calculate this to approximately 347 nurses per 

100,000 population. Research to arrive at the black raio for this group 

Is sorely needed, but will have to emanate from the 55 or 60 block nurses 

prepared at the doctoral level (which is the accepted research degree). As 

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

Black colleges and/or schools of nursing are most perceptive of 

manpower needs in black nursing education, and we, at 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 

significant initiative, since we are the youngest of the institutions that have 
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this capability (the program accepted its first students in 1969). Movement 

will be slow,, but.'deliberate, and our attempts are paralleled by the recent 

struggles for survival occurring in all non-black nursing programs that are 

seriously threaened by the gradual but certain decrease in financial asslstance 

for undergraduate as well as graduate students. As always, financial resources 

seem to be the name of the game. 



Medical Alliance 
MEDEX 

RICHARD A. SMrni* 

Schools of Medicine and Public Health, 

University of Hawaii, 1960 East-l,,t Road,

Honolulu, Hawaii 9,822 
A TEMOLOGY aimed 'at helping to solve the grow. 

ins worldwide crisis in health manpower has beendeveloped and successfully applied in the UnitedStates of America under varying geographical con-
ditions. Medexf (these are new providers of primaryhealth care services) is now deployed in thirty States,
including remote areas of Alaska. In addition, medex are being trained to provide primary health servicesto some of the most remote populations in the worldin 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 healthservices to a large number of people in a relatively

short time. The concept is derived from analyses ofhealth-manpower development in numerous coun-
tries, including the United States. Its basic elements 
can be applied with relatively little capital investment,
It can then be continued until the desired level ofmedical-care accessibility is reached, with modestmaintenance expenditure. MED.x has characteristicswhich make it adaptable (as opposed to -transplant-
able) into many areas. It uses only the human and 
fiscal resources available and trains health manpower
according to the specific needs of a community orcountry. Medex are integrated into existing healthsystems by extending the reach nf physicians, rather
than by substituting for them. In the United States
the recruits are former medical corpsmen and nur-sos; in Micronesia they are former nurses and healthassistants. Individuals with or without previous
health backgrounds can be trained to become physi-can extenders when the MEDEX concept is appliedto enhance the delivery of health services in variouscountries. 

MEDFEX has developed over the four years since the
demonstration programme was initiated at the Un.-versity of Washington in Seattle. Since then, eightadditional American medical schools (serving asregional training centres) have begun trainir.g anddeploying medex into areas where health services 
were hard to secure. The reasons for emergence ofthis kind of system were partty stated last year at the 
First International Conference onHealth Sciences. Education in theDr Bror Rexed, head of the Swedishhealth system, described some of the pressures thatbound to produce changeae in the "scenario ofmedicine of the future "-among them, increasingcost, expansion of demand for ambulatory care, and


introduction of new technology.' 
 Prof. Isador Gordon
has pointed up the problems of trying to 
 train onlytraditional categories of health professionals. In hisview, present efforts to meet the global crisis in healthcare 
f__ls 

solely by training more physicians are likely to 

Formerly director of the MEDEX Program at the Universityof Washington in Seattle (1969-72).
t MEnEx is derived from the FrenchEXternsion meaning words. MgDecinan extension of the physician. Twowords with identical spelling but different meaning aredistinguished in this paper by use of capital letters:MiSvx refers to the programme or to the cuncept of this 

new teshnology; medex (used both for the singular and forthe plural) rcfcn to this new paraprofkssional, and is also 
used as a title. 

It is ag0inst he bi6*04. descrA.i;vo bi,
and #'oedonthat ME=m has beenidvag 
.... to, cI-mt OD the malt my ,+-freaped by basic research W.-I. it to the ¢,r ".
lug helth ace of may natins iwa
a-'- . ..
research method; a flexible systm o increase Primary 

health services has been devised which hssix bi . 

e , adaptable as .tatedle, bn lof *nee&a-es,,,-= 77ese six basilements of mom . arM 
described below. I 
I. Collaboatipv Model

To obtain as much information as posmble rerdingthe reasons a programme will not work, as well as reason$
why it must work, groups with a vested interest in seeing
tothe health field become moresmial efcetadrsosvneedsto heal ned arebout ogefficient and responsivebrought togetherThis includes Professionals at the topatofthe beginigthe medicalhierarchy, whose control should not be threatened. Majorprofessional organisations, as well as organisations onlytangentially involved with the new paraprofessional, arealso brought into the group. They are encouraged to
work cooperatively rather than Competitively towards common and urgent goals. An essential facet Of thecollaborative model must be a respected medical traininginstitution (preferably a medical school orhospital). This serves teachingthree major purposes. First, itensures good teaching during the relatively short acadeirt

training phase. Second, it gives tie programme stability
and permits certification -of professional 
 competece.

Third, it provides the sort of credibility absolutely
necessary to instil confidence in the medex's work, 
 inthe eyes of both employcr/supervisor (the highly trained
doctor) and consumer 
(the public). These collaborativeelements are given the opportunity to establish programmepolicy, especially if medex are going to work in "
remote practices" at considerable distances from physicians

to whom they are responsible.

2. ReceptivcFraework 

Creation of a new health professional demand careful
preparation of the milieu 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 legal profession, and insurance

companies. 
 All groups and systems affected are contacted and art preparcd for the arrival of the inedei.Community preparation is of paramount importance, andparticularlyskillshere the developeduseful. by community psychiatryOvercoming arecultural barriers Willin many instances make the difference between successand failure. Building an acceptable image and acquiring
a special identity are difficult obstacles AIEDEX 
 seems to
have hurdled. The importance of these cannot 
 be overestimated in contemporary health-manpower programmes.

Legally, too, the status of the medex needs to be clearlydefined. Where applicable, malpractice insuranco mustbe made available.
 

3. ProfessionalInvolvearens
Recognising the need for change in any endeavour is,e first step towards that change. Important to asuccessful outcome, where paraprofessionals areccmed, is leadership by professionals. If doctors conthe agents of change, innovations such AIEDEX

act as as are
skewed to succeed. Because physicians are involved

from the beginning of the programme they 
are receptiveto the newcomers. Their involvement includes
ticipation in job/task analyses 

par
to ensure that training isdirected toward Paraprofessional skills that will be usedon the job. The

selection and training
physician also participates in the


ultimately hire of the trainee whom he will
or supervise as a mede. This personal 

involvement tends to make the physician more carefulabout selection; and he is anxious, too, that his selectiondecision should demonstrate good judgment. Involve-.ment helps to stimulate medical practitioners to delegatesome of their tasks, as well as train them to shareresponsibilities and he comfortable with the delegation.If the "effective demand " for medeg is to increase, this 

will depend Upon increasing physician involvement 

(Vol. II, No. 7820, pp. 85-87)
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4. Compttecy-based Training Thc MEDEX approach is producing individuals who, 
if the emphasis at the mid-level of the medical hier- already areticreasing physichin cflidcency (mestired

afchy is placed on dcvelopment of competence to perform 
specific tasks, rather titan on accumulation of diplomas 
or degrees, medex can be produced and deployed rapidly. 
An assessment is completed before the start of training 
in order *to document 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 
experience on entry, 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 needs 
and by taking ilto accountassessment and task analysis,

the students' entry-level skills, a currictnm emphasising
the e s the community is Li do which 

makes the training relevant to the practirc settafr;. The 
•academia training progranime can be orlon:' if tle 
trainee leams only those skills which will b'v rcttired 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 he in the 
hands of an integrated programme of continuing pro-felsional education (see the sixth element below).
.elonauct sethe scommunications 

5. Deployment Systcm 
In order to direct training programmes towards relistirequirements, ME~rS has a built-in system to deploy 

graduates into areas of need. This is accomplishcd in 
part by involving physicians in the selection, training, 
and employrhent/supervision of these new porapro-
fessionals. Such physicians should be selected, %%iheever 
possible, from among primary-care .phsicians %io-Arg 
in or near areas of need. They should agree to assist in 
the training and subsequently in stupervision of the new 
manpower. After an intensive academic (didactic) training 
phase' in a medical schc,l or teaching hospital, medex 
trainees are integrated into the office, clinic, and h0ipital 
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 and for whom he will be working before he begins 
his training.
6. Contining P'rofessionalDevelopmnt 

.or a h programmDtoromai relevant toIa1. 
For a MnEX programme to remain relevant to a 

rapidly changing society, %amechanism is included to pro-

mote professional growth of the medex. Thus, in 
addition to filling gaps in knowledge identifi-d bv the 
trainee himself and his professional eniphvtr.!r7se-viser, 

a planned programme of continuing edtiation is regarded 
as an essential responsibility of the training institttion 
and/or other elements of the collaborative model. It is 


promotion of the medex's education as a dynamic con-


tinuum that allows competent (and perhaps non-degrccd) 

personnel to extend 

7 
the capacity of physicians to meet the 

needs Of societies.'

Each of these six elements reflects the designing-out
 
of specific problems encountered in health-manpower
 
programmes in various coutitries. Competency
based training is a considerable d.partur from the
 
traditional training of hicalth professionals.
 

Newer training technologies such as algorithms and
 
video-tape packages substantially reduce the time
 
needed to train these new professionals. A short
 

-(three-month) but intensive didactic training phase 
is followed by a nine-month preceptorship training 
phase. Building upon the previous competencies of 
medical corpsmen, nurses, or health asst.:ants, 
competency-based training does not waste time by 
teaching inappropriate material. 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. 

by patient visits-nnd hour jbent In practice) by,
75-125%.1 In "supervisd r practices"c hmot m dey. ' c 
alone may adequately handly 80%' or more of the 
problems in an outpatient clinic." This is possible 

a 	 because these new paraprofessionals perform many 
of the routine, repetitive medical tasks' that have 
hitherto been the solc domain of the physician but 
which do -not require the sophisticated training and 
experience of a fully trained doctor. Mcdex. are. 
taught which patients require the physician's, more 
intricate and profound diagnostic and therapeutic 
WHillsnO
 

By far the most important elements in MFDFX as
 
a tool for enhancing and expanding delivery of health
 

75o5e Inauaeryiscd rem ote more mfithe" 

services is the building of the receptive framework. 

Two usually neglected facets-community prepara
tion and imagery of the mcdex-rcquirc the skills of
 
the emerging sphere of community psychiatry. To
 
augment the public's perception of the providers of
 
primary health services requires the developmcnt of
 
a new identity. Creation of an image of a competent
 

a eath-y r resional, wrig witainmhisn
 
primiry-halth-cire professional, working withini s/
her limitations, requires skills in grC~lp dynamics and 

not 	usually considered important in. 

health-manpower development. Further, the inven
title and form of address (Pld,xtion of a bisyllabic has aided in the creation of*Jones, Aledex Guernet) 

aonew anddistict aide intt chen-o
 
a new and distinct nonpcjorativc identity which Fel-,
 
daft " and Kesic 13 regard as essential if heaith
manpower development is to progress.
 

The mrnx system is now being adapted to multiple
 
socioeconomic, cultural, and geographical settingS..
 
MEMrx is being adopted by medical-care systems in
 
highly industrialised as well as less developed settings.
 
Taking advantage of advances in task analysis, 
copncad ti in and c n t ysi
competency-based training, and community psychi
atry, this approach to the training and deployment of
 
physician extender, into areas 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 ass
 

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

generally accepted for their particular discipline. The
 

training is usually but not always of the University type.
 

Professional workers function in their field of competence
 

without supervision.
 

2. Auxilliarv 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. 



he various members of the ProfeSional or Auxillilay 

Health team were discussed. A new'cadre (ComunityAide in
 

(Ghana): Communitythe West Indies; Assistant Health Educator 

village Worker) drawn from within the village who were given 

These acted as a link betraining relevant to the tasks. 


tween the Public Health Nurse and community 
was considered to
 

be essential. 

All workers should be given multidisciplinary 
training
 

was realised that in practice, workers could not
 although it 


practice all areas e.g. preventive or curative.
 

All workers should have undergone courses in
management
 

or administration.
 

It was also recommended that manuals of instruction 
be
 

prepared by the Universities in collaboration with Ministries
 

of Health for these 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 old as
 

history and the development of man himself and parallels this development.
 

Ancient man learned the healinq arts by trial and error and observation of
 

birds and beasts, and eventually applied his newly acauired 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;
 
subsequenLly, 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 programs leading to baccalaureates and doctorates 

in pharmacy are offered by accredited 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
 

Formerly,

range and better quality of health-care services in the community. 


the pharmacist was trained to be a "pill" maker and dispenser of medicines.
 

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

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

Today, the pharmacist
as well as medical technology has changed all of that. 


compounds very little; he counts and pours (oopsl); but most importantly, he
 

now spends more time with the patient and fellow health professionals, 
counsel-


He remains

ling them on proper drug use, storage, administration and handlinq. 


the custodian of drugs and drug products but has shed the more pecuniary 
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. In 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,
 

They are able to
physical diagnosis, and pathology as well as basic pharmacy. 
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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 alonq with the medical, dental, nursing and
 

allied health professional student. He develops and analyzes patient drug
 

profiles, engages in drug reaction studies, develops and implements drug inform

ation programs. During training, the pharmacy student completes clinical
 

clerkships which include clinical rotations; rounds anq Grand Rounds of the
 

medical, surgical, pediatric, cardiovascular, infectious diseases, nulmonary
 

diseases units. Today's pharmacy qraduate can apreciate the role and value
 

of high speed automated, electronic computers as aids in diarnosis, treatment,
 

and health-care systems manarement.
 

One may wonder how the pharmacist will be able to utilize such clinical
 

training and at the same time fill the ever-increasing numbers 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 today. The wonderment can, of course, he extendod
 

to other black populations of the world since medical care, including pharma

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 manipulative,
 

repetitive duties to a non-pharmacist while reserving the responsibility to
 

supervising such personnel in order to protect the patient's welfare.
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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 meaningful 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, zepetitive tasks which are involved in the Preparation,
 

storagc, handling and distribution of drugs and drug products. The types of
 

tasks being performed by supportive pharmacy personnel are widelv varied.
 

However, in the hospital pharmacy setting, they are the key elements which make 

possible such proqrams as the I.V. admixture program, unit dose drug distri

bution systems, parenteral preparations laboratory, pre-packaging and manufac

turing programs, materials management or purchasing/inventory control programs. 

Supportive personnel 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 monitor 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; maintain 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.
 

The materials management technician is responsible for assisting the
 

pharmacist with extemporaneous compounding; tax-free alcohol withdrawal,
 

dilution and dispensing; stock control and automatic floor stock replacement.
 

In fulfilling these responsibilities, the technician may replenish nursing unit
 

stock weekly or biweekly as needed in order to maintain adequate stock supplies
 

on the unit; receive and check all incoming stock and properly place in the
 

storeroom; maintain records of stock received and dispensed from the storeroom;
 

maintain records for all stock delivered to the nursing units; and maintain
 

records and receipts for all tax-free alcohol dispensed.
 

A parenteral laboratory senior technician will supervise parenteral
 

laboratory junior technicians and generally assist the parenteral laboratory
 

supervisor in manufacturing large-volume parenteral solutions. He may be 

involved in supervising environmental control or proper cleaninq of the entire
 

parenteral manufacturing area daily; consulting with the parenteral laboratory
 

supervisor reqarding the parenteral manufacturing schedule; weighing out
 

manufacturing ingredients 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; maintaininq accurate batch process
 

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
 

packaging records are basic responsibilities of the packaging technician.
 

These duties include prepackaging drugs for dispensing purposes; labelling all
 

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

and released by the pharmacist; maintaining all required records, including
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..batch number, lot number, company and quantity for each prepackaged product; 

and maintaininq an adequate supply of prepackaged items. 

While I have discussed only a few of the various types of pharmacy
 

technicians in use today4 
one need only use the imagination in order to begin
 

to realize the virtually limitless number of possibilities for use of such
 

supportive personnel in pharmacy, provided the pharmacist remains account

able by legal, professional and ethical standards.
 

Supportive Pharmacy Personnel Trainin2 Programs
 

Unfortunately 
-- or perhaps, fortunately -- uniformly designed and 

accredited training programs for supportive personnel in pharmacy are not 

available. The training programs in use today may be classifi'ed as one of
 

the following three types: formal, informal and combination training.
 

While some programs dre presently conducted by 
 schools and colleges of pharmacy, 

commi 
 '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 usually weak in theoretical
 

and classroom instruction.
 

In a combination training program, the opportunity to utilize both
 

classroom and laboraiory 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 considerably 

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 (usually 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 -- the type and
 

length of training are frequently debated. 
At this juncture, suffice 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
 
wh i chnon-professional tasks/can 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 area depends
 

on the level of delegation of responsibility which can legally and ethically
 

be made by the pharmacist with respect to each of these tasks. The number
 

and complexity of the tasks 
to be performed by the techni cian as well as 

the depth of training in each particular subject matter area will larqely
 

determine the required length of the training program.
 

summary
 

Health-care services are costly. 
Black communities universally
 

share in an acute shortage of primary care health professionals. 
In order
 

for the pharmacist to contribute maximally to cost-effectiveness and improved
 

patient care, he must continue to join the growing community of health pro

fessionals utilizing supportive personnel in order to extend their services
 



to rapidly growingr health conscious and health-care deprived populations.
 

The American pharmacist is becoming more and more clinically or
 

patient oriented in concept and practice by 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. In 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 involved in the performance of such vital tunctions,
 

pharmacist extenders or technicians become increasingly 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 roles.
 

Health-care systems planners for predominantly Black communities
 

should and must consider this alternative 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.
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Working Group I Wednesday Feb. 5th. 1975
 

"Field Training for Auxiliaries"
 

(a)Types
 
(b) Facilities
 

Participants 

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

6. 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 tra$; Lng of each
 

type of auxiliary could be comprehensively covered under the
 

following heading.s
 

(1) Category of worker
 

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

(3) The criteria for selecting trainees
 

(4) The length of the training programme
 

(5) The content of the course
 

(6) The supervision and directing of training
 

(7) Evaluation
 

(8) Estimated cost per person 

It was agreed that although many developing countries
 

had similar 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 for eachup 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 
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duties that the trainee will be called upon to perform in the 

field, 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 this 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 Dreventive
 

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 upon to do 

so. 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 ao 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 programnes must be
 

feasible and realistic. 

In summary, the main recommendations from Working Group I-

Field Training for Auxiliaries weres (1) To survey the health 



needs in the community of a particular locality in order to 

staff capabledetermine the type and number of health units and 

of dealing with the specific problems; (2) To train every health 

worker in health services described as 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 ill operating 

programs in the community on a continuing basis. 
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THEME: The Team Approval to Health Care Delivery
 

a. 	 Techniques
 
Leadership
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Tasks and Procedures.
 
Health Problem Alanysis
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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 abpects related to administration techniqces,
 

coordination, etc.
 

Wurapa also suggested that the group accept the following defi-
Dr. 


a health team here is
 
nition for dLscussion purposes this afternoon; 


in a certer setting.

designed to deliver comprehensive health care 


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

The four man team includes:
model used in Jamaica. 


(team leader)
1) the public health nurse 


2) t'he community health aide
 

3) the records officer
 

4) the pharmacist (which may be a nurse)
 

a Well Child Clinic setting
This model was used in a pilot project in 


It has now been set up as a module using the University
in 1972. 


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
 

In order for the health team to function effectivefor other duties. 


ly in this center setting, the center had to be reorganized so that
 

patient flow would be quicker and easier. The reorganization re

sulted in this scheme:
 

-2



1) the first station 1 ni the health center is the records 

officer. 

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 healthnurse for diagnosis
 

and treatment
 

4) 	the social worker and/or the community health works
 

with the patient if necessary at this station.
 

5) the pharmacist is the last station in the health center
 

If necessary in thi's setting, the patient'would be referred to the
 

doctor.
 

Before this health center concept with the public health
 I'\
 

fl 

nurse in the 'leadership rolei 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 helped with ,this task.
 

Dr. W. Rutasitara, Tanizania
 

The 	Ccelivery of basic health care depends upon local priori

ties. In Tanzania, health care is directed toward:
 

1) Care of ill persons
 

2) Environmental problems
 

3) Communicable Diseases
 

4) Nlternal and child care
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5) Health Education
 

6) Record keeping
 

7) Home visits
 

Secondary care recently introduced in one center setting include:
 

1) Dental care
 

2) Care of the aged
 

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

Dr. Thompson: Nigeria
 

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
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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 nembers knew the role they were to play. Tasks were clear

ly defined and each member worked 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 who 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.
 



Dr. Davidson: West Indies
 

Question: Why does a health team need a leader?
 

Dr. Wurapa: Ghana
 

Answer to Dr. Davidson's question -


A health team leader is needed for coordination, smooth functioning
 

Health teams may or may not be permanent but may vary from
etc. 


problem to problem and/or country to country.
 

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

Question: How is the education or the skill acquiredby 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) Quarterly 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) Training is done by the staff of the Department of 

Community Health. 
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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 role 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 community 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 canmunity (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.
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Dr. Wurapa: Ghana
 

Good coordination at,the local level may help health care delivery
 

dollars. Public relations becomes a prime factor when budget matters
 

are concerned.
 

Dr. Niles - 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
 

Dealcourse. However, physicians are not trained to consider this. 


ing with groups of people, their desires, needs and concerns must
 

be built intoo 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: In 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
 

The levels are as follows:
higher planning levels. 


1) Village level
 

2) District Development Committee 

3) Regional Planning Comnittee 

4) National Planning Committee 



Dr. Bwibo: Kenya
 

The Ministry of Planning and Finance assist in evaluating progress
 

in the country. At the district level, the 'district 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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INTRODUCTI CR 

The need to develop approprfate health care delivery systems that 

are acceptable to the isolated and rural communities in the less developed 

world is now recognised as a matter of great priority by health 

administrlators. However, there has not been a successfull demonstration 

of a combination of systems that can accomplish this objective. Within 

the Afr-min rerion, the basic health services through which the majority 

of the pcpi;' t on receive health care are still in the early stages of 

their deveoio c:t. !ost of these c,'untrics have theoretical plans for 

an inteoratoi basic helth services. In prLctice, however, the peripheral 

end of this bealth care systen has been neglected while the national 

hospitals and a felr rogonal hospitals rcceive most of the alloccted 

resources. Because o! the lerr-o populatiom's of tiese countries thrJt 

live in the r'rtl areas and cause of the poor environmontLd circumstances 

in these parts, even the nodest investment of resources in the development 

of curative he.lth services have feiled to ncrme the expected impact on the 

health of the population. It th,.refore appears thrt a study of more 

effective a-procches to health care delivery that emphasises the disease 

prevertive and health promotive aspects is called for in these countries.
 

Recently, several countries in the African region have embarked oa 

a rath-:' rirbitires programme Limed at strengthening their basic 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 strategics for resolving the problcms. Such 

strategies have set as objectives, the delivary of comprehensive health 

care to rural and isolated populations.
 

Because of the multi-disciplinary asptcts of these comprehensive 

health care progrxrmes, it has become necessary to adopt a team approach 

to the solution of the health problems. One might ask at this point 

why a team approach is needed for health caro delivery. 
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The first reason is that the multiple factors responsible 
for the occurrence and
 

distribution of disease requires the joint effort of interdisciplinary 
health team
 

for effective accomplishment of the task, Secondly the variety of skills needed
 

to plan 1,'1rmes, train health workers and provide both 
curative and preventive
 

services require the services of individual with various types 
and levels of
 

It must be added that for this kind of an interdiscitraininr cnP, bqckground. 

out their various programmes, the community must
 

plinary croup to c.ffectively carry 
s all


also be involved. For the purpose of this paper the health team is define 

erc needed within the community as well as the vrrious ce'res
members of "Staff" tatt 

'of trained health workers tc deliver camr-rahentive health care including i.c.:'., 
-personal first level mldical care,* Heelth Education, Immunization, Corrinic-ble 

and Family Planning to a Co-munty.diseases control, I.utrit-on cducation 


This paper will discium, the fclloiving aspects:

a. The concept and functions of a health care team. 

b. Strate-ies to develop health services. 
research
 

o. The potential role of the University in carryinF out trainini, 


and practical demonstration of more acceptable health care progr-mnn
 

The unique role o. the Univerzityin colloborction with the Government. 


to carry out:

a. Research to clarify problems and needs.
 

b. Demonstration projects to study approaches to rural health 
care,
 

c. Training health professionals in technical and managerial skills
 

and instill concern for improving health care in the isolated
 

communities into the graduates of the University.
 

The basis for developing a functioning health team is a careful plan that
 

tLakes into consideration the health problems to be solved in relation to the
 

manpower resources and.facilities.
 

By personal first level medical care is meant the management of
* 
those illnesses predominantly found in the rural areas plus the ability 

to screen out those patients who requilreattention of the medical officer 

or the hospital. 
.1..... 



First theremust be a definition,of the healt* problems within the population
 

to be served. This usually implied that a community diagnoris be carried
 

out. I1ext the priority health problems nced to be ranked according to s-6e 

mutually agreed upon criteria. ProrTprirvo embodyirW solutions to identified
 

problems are then developed. In the development of the progremne3, it iz,
 

important to relate the activities to te type of mztmpower and facilitie
 

thvt are available.
 

At this stoge, a clear description of tasks tht.t individual team
 

members will perform must be jointly developed, by the individupl workers
 

and the other team members. It is the interaction between these various
 

components of the planning matrix that defines the characteristics of 

progrE=e administration, execution and evaluation of the health team.
 

In general the pattern of health problems around which programmes should
 

be built do vary from country to country. However, it is true to say
 

in the African region that the high morbidity and mortality rates in
 

mothers and children constitute a common major health problem.
 

Accordingly programmes of most health teams engaged in the delivery of
 

comprehensive health care in the African region will continue to be
 

mainly concentr.ted on maternal and child health.
 

TIEADEIHIP: 

The successful planning of an appropriate programme and its
 

implementation dnponds on the availability of competent leadersip.
 

The successful implementation of the various steps described under techniques
 

above will depend on the kind of leadership the health care team has. The
 

traditional concept of leadership based on the role that each health worker
 

sees himself or herself playing as a member of a team, certainly impedes
 

effective team work. The physician, for an instance, because bf.his
 

traditional role as "the leader" of a patient care team has been considered
 

by some as an automatic leader of a health care team for a community. The
 

leader of the health team does not have to be the individual with the highest
 

level of training. Because of the multidisciplinary nature 6f the areas of
 

work of the health tem, whoever the leader of the team happens to be, must 

be prepared to exert a different type of leadership from that required for 
a patient care team. 
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Leadership of a health care team must aim at taking advantage of the 

sy .','is that can be croated among the various members of the team. This 

meann tbnt the leader mvst be prepared to deploy each member at his highest
 

level of co-petence. This kind of flexibility is es.-ential because or the 

multiei6ci nary areas t'm.t the modern health care tenn hCs 'o operate in. 

For exanple, the field svperintendent of a medical field unit in West 4frica 

can well be recognised as the leader of the incunization team as far -, 

certain ac-Pcts of t: e : l -. rnisaton are concerned. The 1-,Vician 
member of the team by encouraging thr field superintendcnt to direct the 

team in certain operations confers status and authority ofl the suprrintendent 

and consequently a greater sense of accornlui-nt in the superintendent. 

What effective leadernhip of a health toun implies therefore is a 

flexibility and willins.ieCo to cooprete and collaborste on the part of the 

leader so that capable inc'iviual member's of the team are given a chance to 

direct the teams effort in certain activities. There is therefore rnom for
 

informal as well as iormal leadership in the management of the modern health team. 

COORDINATION: 

An essential attribute of a good team leader is his ability to coordinate 

the efforts of other members of the team. 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 coordinate the efforts of the team than 

it is for a leader ok.a c-munity based health care team to do the same. 

This is essentially because while the leader of a surgical team has a 

relatively homogeneous teem dealing with a clear cut problem and an un

mistakable objectiv9, the leader of a compunity based health team is faced 

with a heterogenous team hose tasks and objectives are not usually so clearly 

defined. Furthermore, while the surgical team leader can use a one-wa, 

command hierarchy to accomplish the task of the team, the community based 

team leader can only successfully employ the group problem-solving approach. 

Such a two way channel of communication puts a considerably greater demand 

on the ability of the community based team loader to coordinate than that 

required for leading a patient care team. 
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In the absence of effective 	coordination one finds in a community 

health delivery system several organisational units each trying to solve an 

aspect of the community's problem but having no coordination of their activities. 

Tho obvious result is that the potentiatinf, effect that each one of these units 

can have on the other is lost. The laek of coordinotion in health care 

defined as comprehensively as possible today,delivery where health has been 

the effort to extend health services to the
has become a serious set back-in 

rural and isolated populations. 

Another factor that tends to impede the effectiveness of 
community
 

In the process or
inadequate communication.based health care teams is 


care
utilising the group problem-solving approach, must be taken to be sure 

clearly communicated tq the team.
that the objectives to be attained are 

As a bacis of a clear communication, it may be necessary to give the team 

the necessary resources required to
verifiable results to achieve as well as 


achieve the results. The participation of individual members in the
 

An aspect

indentification of the agreed upon objectives is very essential. 


'of effective communication also has to do with joint evolution of specific
 

Although task descriptions
tasks that individual team member should perform. 


it has been found
 are not easy to develop for coTnunity based health teams, 


that where the individual worker is involved in describing what he does,:- ,
 

the product - "a living description" comes closer to the actual workding
 

situetion of the individual members of the team than traditional 
job descriptiorz
 

Such mutually worked out task descriptions con help establish adequate
 

members. Pinally in evaluation of the team's
communication between team 

achievements, the criteria for evaluation should be clearly communicated
 

At the end of the evaluatior exercise,
to the team members, from the beginnings. 


to the workers. Eff6ctive
the findings should equally 	be made knoim 


of a team through a group

communication among members health can be achieved 

problem-solving approach.
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ADMINISTRATION: 

The comments so far made on the obstacles to effective team work can 

For, a systems approach to 
be applied to the management of team work. 


t1he functioning of the teem would call for 
the various obstacles inumerated
 

Some of the problims
 
above to be removed if an efficient team 

is desired. 


faced in the manacemert and administration 
of community based health care
 

teams are:
 

1. 	The different backgrounds and experiences represented 
on such teams. 

2. 	The cultural difference between the members of 
the team.
 

The difficulty of achieving effective first 
line supervision.


3. 

The problem of en inadequate record system 
leading to poor


4. 


commuMication between team members as well as inadequate
 

information about consumers of the team'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 

to cooperate
t"eir individual compartments without any desire 

or collaborate ith other sections of the team's 
effort.
 

By and large these have been problems that traditional 
organizational
 

structure of medical care facilities have created in 
the course of their
 

What then can the modern manager of a health team 
do to improve


evolution. 


Clearly, the answer appears to lie in the strengthening 
of
 

the 	situation? 


the various components of activity units of the health 
team as a whole.
 

But at the same time endeavour to articulate each unit of 
activity with
 

another from the operational level up to the supervisory 
level.
 

Organisational structure becomes
 The implication of such a proposal are that: 


much more demanding. The lines of authority are less clearly defined and
 

complicated and ambiguities arise. There is the

decision making becomes 

likelihood that tension and anxiety would be generated among the 
staff.
 

Undei such circumstences the tendency would be to revert to the traditional
 

system of a more corfortablc routine of clear authoritarian set up. However, 

the major virtue of the more difficult alternative is that it is dicteted 
by
 

that the health team is purported
the needs of the patient and the commun.ty 


to be serving.
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Modern health planners have recognised that involvement of the
 

consumers of a health care services, in the entire process is essential 

to 	the very success of specific programmes. What has been said about 

maintaininm good human and public relations within the he4lth team 

ther.-fore applied even more to the community for which th6-health-care
 

is or[.anised. Within the health team, good human and public relations
 

cen 	assist grzeatly in achieving maximum coordination of the team members's
 

effort. At the community level, effective human and public relation c,n 

be 	the only sure way to obtain the community's participation. For most
 

of the programmes thet health teams in the African region are engaged in,
 

community participation is crucial to their success. Some of the most
 

important health care decisions for example must be taken by individuals 

and 	 families to feed their children differently, to be concerned about the 

source of their water and to limit the number of their children or opace 
them differently. There has recently been a renewed effort in some 

Ministries of .iealth in the region to develop new progrenmes that place 

greater emphasis on the community's active participation in health prorL:,.ez. 

The modern techniques in health planning and administration would appear to 

me to be justified only to the extend that they succeed in achieving acceptable 

health progrcmmes for the people that the health teams are supposed to be servin, 

STRATEGIFF- TO DEVELOP .13ALTH STII1VICES: 

There is a need to strengthen the basic health services as a means to 

providing a frame work within which the health team would work. The 

improvements nccessary can be stated as follows:

1. 	A better information gathering and desemination system is need.
 

2. 	 Clear objectives about geographic and population target groups. 

must be set.
 

3. 	 Expanded use of auxiliary and voluntary coLmunity workers is
 

necessary to supply adequate manpower.
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As Bryant (197) has pointed out, all of these requirements have been 
known for some time now. However, the failure to concentrate enough attention 
on t he detclls of these principles has been responsible for the failure. 
What model pro1rrcmes of basic health services can one recommend? In view 
of the economic as well as the sociocultural circumstances of the countries 
in this region, a health care delvery for any co=ntry must be low cost.
 
Ephasis must be laid on thb: development of peripheral health facilities
 
i.e. health posts and satellite clinics. The development of suitable
 
cadre of auxiliary health workers must be given high priority. In the 
development of the various auxiliary staff, care must be taken to define 
clearly the tasks of each cadre and specific instructions regarding various 
procedures mast be carefully drawn out. Provision must be made for continous 
training as well as careful supervision by experienced professional health 
workers. The rationale for adopting these strategies has been that in most 
of the countries of the r~on, resources both manpower and facilities are 
scarce and a traditional orientation toward individual patient care as well 
as a low level of community involvement in health programmes have contributed 
to rather inefficient health services systems. 
THE POT72TIAL ROLE OP THE U-IVERSITY: 

Many African Universities have accepted the role of collaboration with 
their Ministries of Health in servaral 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 Nairo'bi, Kampala, Dar es Salaam, Ibadan and Accra. 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 Health. Finally, the University can educate health 
planners in technical and managerial skills and perhaps even more important, 
instil a concern in their graduates to become involved in resolving the 
serious inequalities in health care.
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The Medical School of the University of Ghana has been involved in 

medical research including: 

a. 	 Sickle cell haemoglobinopathies. 

b. 	 Liver disorders. 

c. U.;pertension and cardiovascul t diseases. 

More recently, th,, school has underTakern a ler'- scale de on+trqticn rural 

health project involving some 60,0(0 vfllr-ers w'th +liesupport of TSAID. 

The 8 year long Danfa Project is concern,d w th the test.np of several 

approaches to delivery of comprehensve health c:.xe, using a tcar of 

auxiliary health workers -nd stay'ng w th.n a er.s.'ble cost frame work. 

The basic research invcstirctions have ric.uded: 

a. 	Birth and Death rates.
 

b. 	Vital registrction.
 

c. 	 Naternal and child health prectices. 

d. 	Epidemiology of common health problems.
 

e. 	Functional analysis of the Danfa Health Centre Staff
 

and its satellite clinics.
 

f. 	Factors affecting attendance at health surveys and
 

other community health progremmes. 

g. Impact of health educat"nn and 'aternel and Child
 

HealtWFaily Planning (I.,TP0 rorrwnc.s in 

improving morbidity and mo"ta ity lovels. 

h. 	The use of traditional pr:.cti'tioners and volunteers 

in expansion of health seviecs. 

The Danfa Project has a training objective as well as its research and 

health delivery demonstration concern. A number of modical investi~itors 

are collaborating in field epidemiology studies, while University depcrtrcnts 

(demography, economics, sociology) are studying behavioral and socioeconomic 

factors related to health care. A number of faculty are also engaged in 

training paramedical health workers. Anothr area of cooperation bcturoen 

the medical school and the Ministry of Health is the planned administration 

of an urban health centre with a service population of 80,000 in the western 

part 	of Accra.
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also involved
The "'- n of Conunity Health ff the M~8ical School is 

Health in
in t -i experienced 	medical officers from the inistry of 

Cdiagnosis and the organisation and management of 
tech:.s of (...un..-

Naternal ard Chld 
' 

-.eOth Frojrammes. 

P-.as in whi ch Inl-versities can contribute by way of 
These arc only a few 

carrying out research aimed at
collaboratin'; v . th 1: Lrir of .1ealth in 

for planning heal-h c.rvi cs. 
generating u infr'rtic•eful vc is badly need 

There are other areas of collaboration in which Universities and Iinistrif,' 

training and nmnpowor development,
of Health need tc collaborate such as 

covered in this 
the health services - topics which havc been

planning 
It only remains to restate therefore
confdrence by othcr contributors. 


that the team approach to health care delivery will only succeed 
if a
 

the various members includingtrue team spirit is fostered betwecn 

the Universities.Ministries of Health cnd 

SUM14ARY 

The current need in the less developed countries to develop a
 

suitable health care delivery system that is also acceptable to 
the isolated
 

The special circumstances of these
and rural populations has been outlined. 


countries with regard to rcsources and facilities were related to their 
nebd
 

health care system delivered through an integrated
in dofining a coT2prehensive 

basic health service. The delivery of a comprehensive health care, to s-tch 

through the team approach.
communities, it was contended, cen best be carried out 


were

Some aspects of effective team organisation for delivering health care 

These included techniques, leadership, coordination, communication
corsidered. 


When a health team has been successfully put together their
and administration. 


effectiveness will depend on the care with which the health service 
strategies
 

Some
 
upon which their programmes are dependent are conceived and executed. 


suggested ideas that have been found useful in developing strategies were discussed.
 

Finally, some special features of the basic health services of countries in 
the
 

African region were enuerated and comnonted 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, 

ez:ecution and evaluation of the health programme must involve teems made 

up of staff from the Ministries of Health as well as the Universities. 

Some current collaborative prorrammes between Universities and INinistries 

of Health were mentioned with some further elaboration on the situation in
 

Ghana. 
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The primary role of the University in any community is
 

to spread learning through the prosecution of teaching and
 

research. From 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
 

subject.
 

The health team concept demands that for each doctor,
 

there must be many more health auxilliaries and paramedical
 

staff who are geared towards providing primary medical care, 

The training of doctors/dentists have previously been discussed
 

It is however still relevant to add that
in our earlier paper. 


the intimate doctor-patient relationship must still remain
 

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 :eplaced by a team of technical
 

experts. In the health team concept, the doctor must continue
 

to preserve the personal relationship as the leader of his team.
 

The University could play an important role in the
 

training over short periods of newly recruited trainees (medical
 

This would involve a redefinition of
 or health auxilliaries). 


tasks.and the provision of training relevant to the tasks these
 

This cadre of personnel who are
 new auxilliaries will perform. 


lower in status than doctors should be given avenues for further
 

educational and financial advancement through refresher courses.
 

With 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
 

Organisations 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 Professional examining 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 Project. Since its
 

inception, the Ibarapa Project has been used primarily by
 

the medical students in their Community Health posting.
 



- 4 -

These students learn to work with other members 
of the
 

health team and by working in a rural area, recognise 
at
 

an early stage the problems of those communities.
 

Involvement of other medical schools in this 
kind of
 

programme by an ever increasing number of 
medical students
 

could change the orientation and motivation 
of doctors so
 

Necessarily, the
 
trained to offer service in rural areas. 


admission requirements of members of 
the para-medical
 

health team will be lower than customarily 
accepted by the
 

Proper Job Evaluation and performance 
would e
 

University. 


enable this cadre of workers contribte 
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
 

The existing requirements for 
admission to the
 

interest. 


Faculty of Medicine are so high 
that only students with
 



poorer grades than comparable medical students in any one
 

year get admitted into the para-mcdical areas* Should
 

integrated lectures with medical students be adopted as
 

has been advocated in some schools, the need 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
 

graduates 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 promotion of research in all aspects of
 

health will make a positive contribution of the Health
 

team's delivery of care to the community.
 


