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1. Introduction

Within the perspective of the health for all movement, asystems of continuing education {(CE)
should be developed that will allow practising healch professionals to bring their work more
closely in lipne with the health needs of the populatiom and to improve their qualificarions. This
task 1as clearly expressed in the regional targets in support of the regional atrategzy for health
for all by the yesr 2000 (HFA2000), approved by the Eurcpean Member States, Target 36 states trhat
".s- in 3ll Member States, the planning, training and use of health persennel should be in
accordance with health for all policies, with emphasis oo the primary health care appreoach™i.

GCE programmes ahould fake into account the need for existing health workars to adapt
themselves to the changing patterns of health care and public health administration and to give
batter gervice to the community. Since meat of the health professionals who will be working in the
vear 2000 are studying now or have already completed their studias, CE programmes are needed that
take inks account changing national health needs and policies.

Consequently, the European programme for health manpower developmenc (HMD) has given priority
to promoting the development of organizational 3systems and proper methedology for the CE of health
personnel. The Consultation ou Multiprefessional and Coutinuing Education, held in Copenhagen from
31 Qctaber to 2 Novewmber 1984, gave new impetus to the activities in this field.

As a follow—up to the Comsultation, a "Study on systems and organization of continuing
education at country level' haas been implemented to accumulate evidence and prove the feasibility
and potential efficiency of CE programmes for peimary health care (PHC) tasms. The Study
demopatratea thak CE ia one of the important insCruments of health services manpower
development (HSMD) leading teo the gradual achisvement of the regional PHC targets related o the
HFA200Q goal. Af the sams time, the Study supports and enhances efforts already being undertaken
in Member States and stimulates new lnitiatives im prowoting CE programmes for members of PHC teams.

Ag part of the Sktudy, an initial survey was undertaken to collect selected information ¢on the
existing situation and tendencies concerning CF activities in eight countriea of the Eurapean
Region, with partiecular reference to CE programmes for PHC teams. Within this framework, the
present meeting of country investigators involved in the initial survey was coavenad in order to
digscuss the outcome of the survey and te plaa further collaborative activities in the Study.

z. Purpase of the meeting

The objectives of the meeting were:
~ to analyse the present situatiom and trends in the fisld of CF in the European Region;
- to disenss priority issues and to outline straregies with regard to che CE of health persounel;

- to plan in detail the case atudies in selected European countries providing evidence and
identifying the prerequisites and circumstances leading either to the success pr failnre of CE
programmes f[or members of PHC teams and indicating any visible impact on the quality of health
CATE .

The meeting was attended by the eight country investigators, the study coordinator and five
WHO staff members (see Annex 2). The haclkground documentation conaisted of eight country reports
prepared by the respective country investigators and a review of the overall giruation by the
coordinator {(see Annex 1).

The meeting was opened by Dr A. Wojtczak. He emphasized that the PHC approach is the key to
implementing the straregy/philosophy and targets relating to the goal of HFA2000 in the European
Regien. CE systems must provide new cowpetencies, attitudes and motivation for efficienr PHC.

Profasser B. Paccagnellas was elected Chairman and Profeassor J. Vysohlid Rapportaur.

% Targets for health for all. Copenhagen, WHQ Regional Office for Europe, 1985.
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3. Review of initial survey

3.1 Country report

The following countries were included in the initial survey, or first phase of rhe Study:
France, Hungary, Italy, Spain, Swaden, Union of Soviat Socialist Republics, United Kingdom and
Yugoslavia. The authors and ritles of the reports are given in Annex L.

In general the country reports covered all basic issues and took inte account the policiaes,
existing aituation and problems as well as future trends in the respective CE systems. On the
other hand, one had to recognige that ¢ountry reports compilad by a single invesrtigator, asaistad
perhapa by a small group of collaboraters, could not include all relevant information and facts
concerning an entire country. -

3.2 Characteristica of healch care aystems

The particular health care syatem in 2 country forms the snvirooment in which CE systems
develop and function. Among the countries involved in the aurvey, various types of health care
gyatema can be found: systemsa whereby fases for health services, mostly private, are reimbursed
partially or fully thtough insurance schemes or sick funmds, combinations of state health insurance
and private health aervices: national health sepvicea; goverumental, state budgeted systems with
free health services: an independent system based on decentralization and salf-management.

In all countries, a tendency was revealed towards central policymaking and decentralized
dacision—making to a greater or lesser degree, bearing in mind local needs apd conditions. Ar
least some attenfion iz being paid ip all countries to enhaocing efforts made to develop or
strenghthen existing PHC systems oriented towards prevention, health promotion and community
participation,

3.3 Bealth sarvices manpower development policies and procesa

The policies and process of HMD, i.e., plamning, "production” amd management, are c¢closely
related to the differenc aysctems of health care. In countries with proncuncaed state reapomeibility
for health care policy and process, the two are usually coordinated. This coordination includea
all phases of education: basic/undexrgraduste, poatbasic/postgraduate and CE. It covers moat
categorisa of health workers and wembers of PHC reama. In other countries, policy and process axe
less comprehensive and coordinated, including only some of the above apheres. In countries where
reforms in PHC are takiag place, a c¢lose relarionship to the HMD mechanism is maintained. In a
minority of casea, reaponsibility for healch care and HMD lies with the miniatry of health; more
frequently, responsibility for university education is placed under another miniscry {e.g.,
ministry of education or cultura).

As stated previously, a temdency can be observed towards establishing policy and concepts in
the HMD process at central level, while at the same time promoting decentralized decision-making in
aceoydance with local prierities and couditions, Qualitative aapacts of HMD are more proncounced
now than in the past, but one cannot overlook problems in relation to quantitative aspecta, e.g.
overproduction of aome categories of heslth personnal and shortages of others. Alchough
basic/undergraduate and postbasic/postgraduate education still occupy a priority position,

CE - especially for members of PHC teams - is attracting more attentiom.

3.4 Stzategies for continuing education with particular reference to
primary healch care

Some promising developments in CE are baing observed which support and eohance existing
activities. Specifi¢ bodies and institutions have been ereated and are furthering the planning,
provisien, management and evaluation of CE systems for health personnel, including PHC tesma. They
are either part of the formal health care structure or are in some direct or indirect relationahip
te it, e.g., a professional voluntary movement in a country. . These resourcea oparare at central
and regional levels, and sometimes at district or local levels, and include:

institutes/schools for postgraduate {advanced) medical educationm; colleges for ather
professionals; Lo ‘ . :

the organizational structure of postgraduare education within che_Na&iénaliHealtb‘SerViCE:oﬁ
the Uniied Kingdom, which includes postgraduale deans, clinical tutors and regiomal advisers
in general.practice, and a national health aervice training autherity;
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- professional organizations, ¢.g. union of associations for continuing medical education,
association of distriet physicians;

- local authorities/ggyernments, e¢.g. federation of ecounty councils;

- health manpower rasearch groups bringing together experts from both the health and the
educstion sectors.

Nearly all these instirutiona and bodies include variocus committees CO ensure necessary
coordingtion in plaoning, implementing and evaluating, as well as funding and supporting
activities. Such coordination usually operates within the health sector. Sometimes it is
intersectoral ineluding, for example, education, social services and trade unions of health workers.

The systems of CF are ser up either with compulsery, regular or pericdical attendance, ox with
participation on a voluntary basis. Depending upon the specific cheracteristics of the health
system, CE syatems are either fully budgeted by the State or subsidized by governmentzal,
semiprivate or private funds with eor without enrolment fees.

Iuterestingly, one can observe a recent tendency to view the CE of health workers as an
important agent and impetus for speeding up foreseen changes, including a new orientation of health
" gayvices towardas the targets of BFA2000. CE should not only update knowledge and skills, buc
ensure necessary changes in competencies relevant to health service orientation and development,
Curriculum planning for CE activitiea is based increasingly on objectively established needs and
prierities in health care {(e.g., programmea oriented toward care of elderly, families with
children, the mentally ill, the handicapped, drug addicta). Although there are still many problems
of a persomal, financizl, material snd/er organizational nature, community-based aducatiomal
experiences are being intreduced more and mare often within CF programpes for PHC teams. Past
axperience is a motive force for devising and establishing of wore efficient coordination in CE
activities through some of the bodies mentioned above.

3.5 Providers, participants and teachers invelved in continuing education

Erugrammes

With regard to providers of CE activities, two types dre menticmed most often: main providers
and partners.

The main providers in some cases are central authorities, such as the minzatry of health,
ministry of health and secial security, ox natiomal board of health znd welfare, which are
represencted inm some instances by imstitutes/schools for advanced/pestgraduate education or by other
postgraduate education organizations or networks. Ia other countries, the main providers are the
local governments or county councils, independemt health organizations, professional asscciations
and private eatablishments (e.g., pharmaceutical industries).

The partnersg to these main providers are usually, awong others, medical schools, scheals of
public health, or other educational institutioms; sclentific and research inatitutes;
regional/teaching hospitals; and professional nom—governmentzl orgamizations.

Physicians are the principal participants in CE programmes in almost all countries,
Nevertheless, other health professionals are an important component, e.g., nurses, midwives and
social workers. GSince the greatest emphasis is still placed om training members of one profession
or specialists in ome particular narrow field, it is morve an exceptionm than a Tule that
mltiprofessional and multidiseiplinary groups of health workers are trained together. Whereas in
some countries compulsotry attendance im CE activities is fully accepted and considered am asset, in
athers attendance is voluatary or facultative.

It most instances, teachers of CE are high level experts, university teachers, teachers of
postgraduate schools, heads of departments of teaching hospitals, etc. Omly recently have the
teachers of PHC Ceams themselves begun working at this particular level of health care. In most
countries, courses in medieal pedagogy have been organized for teachers of CE; in some othevs,
courses are considered g necessary prerequisite for teaching.

The country reports revealed efforts to ensure regular, periodic and sequential attendance af
health professionals in both systems, i.e with obliigatory and veluntary participation. Another
tendency, still more an exception than daily practice, is to organize multiprofessional,
community-based CE acrivities for members of PHC teams at the piace of work. Thia is closely
linked Eo an effort to prepare teachers for PHC from smeng the experienced members of PHC tesms.
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3.6 Current forms and methods of learning/teaching

In prineiple, there are fow major differences among individual countries in either the forma
or the methods of learning/teaching.

The usual forms include courses, seminars, workshops, meetings and conferences., Scometimes
week-end or evening seasions are offered.

Tt is worthwhile to mention several orgamizatienal gpproaches used, although they are not
necessarily common in all countriea;

- distanee learning with controlled homework and exercises as a prerequisite for participation
in a4 formal coursa;

= CE courses/activities provided in selected fieid settings to local health parsonnal by
travelling/mobile teama of teachers from postgraduate or other educational institutas (theze
courses may be combined wirh consultationa on patients);

~ vregular CE activities involving one half~day release per week aver a two-year period;

- distance learming based on printed materials for individuals or groups with a possibility of
gelf— or formal assesasmemt.

Again, learning/teaching methods are rvather similar: e.g., lectures, group work followed by
discussion, project work, problew—bazsed learning using real or simuwlated situations. Hedical
literature, texthooks, tand-outs, periodicals with quizzes, sélected self-learning marerials with
self-aseessment, etc., are common. The uae of audioviaual and other didactic rasources is no
longer an exception. Regular television programmes for physiciana are availables in few countriss.
Computer—basad or computer—asaisted insrruction and learning have been rare up to now,

In general, oue can conclude that growing attention ia being paid to self~learning and
self-aggessment, to problemacolving and decision—meking, and to structured and well-organized
reviews or summaries devoted to specific, priority health areas.

3.7 Outcome and impact of continwing education

Almosat all the reports referred to evaluation of the outcome and impact of CE activities as a
problem which has not yet been sufficiently tackled and is not certainly solved. Thia does not
mean that evalpation 13 not performed in CE. The usual method is thet gained and memorized
knowledge, and sometimes also skills, are assessad immediately at the end of the aducational
activity. OQften pre— and poat—tests are administered. In one country, short papers or
bibliographic surveya are requirsad at thae end of a formal course. CE activities are usually
assesged through the completion of a questionmaire or by expressing personal opinion on Che
quality, usefulness and adequacy of the activity. It is generally accepted that evaluating che
long-term (delayed) impact of CE on improved compatence, and theraby quality of health care
provided, is essential. So far, there are no proven methods for zssessment of this type. Buch
assesament should necessarily involve teachers, health care specialists and preferably also the
communi kY.

Although the situation camnot be considered optimal, some reports mentionad intarasting
initiatives. Specialized bodies dealing with quality of health care have been established, e¢.g., a
national eommittee for evaluation of quality of healch care, and a foundation for the evaluation of
medical practices and techniques through conferences of consensus. In some countries, sxperiments
are under way to measure the impact of CE on the quality of PHC.

In conelusion, the survey on CE systems in eight Europesn countries has, without any deoubt,
improved knowledge about the state of the art and has providad an impetus for further efforts in
thiz field.
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4, Discussion of key issues in comtinuing educaticm

4.1 Background

The above teview of the existing situation and of plans to improve the relevance and

afficiency of programmes, especially for the members of PHC tesams, dewonstrated the nead for
addressing in depth a numbar of key issues.

4,2 Gontinuing education within primary health cgre

All eight countries have already formulated new national gtrategies or are in the process of
reviewing or adjusting existing strategies to bring them into line with the PHC approach. They
have secepted that the essence of PHC is "democratization”, which is the reason why sometimes
rather radical changes are foressem or are being made. Primary health care from this point of view
requires an active and collaborstive approach, ineluding efforts on the spot and subatantial
support from higher levels of management. Such am approach requires both decencralizacion and
input from the most peripheral parts of the system.

Collaborative aspects ean be seen in two dimensions = vertical and horizontal. Ragarding the
vertical dimemsiom, PHC should form a broad base for the overall health services systam. FPHC,
however, cannot be separated from the secondary and/or tertiary levels of health care., It should
tharafore be stressed that CE should be an efficient and meaningful tool, and be instrumental in
strengthening professional links wich PHC at the higher lavels of a health care system. This
function is important not only within the health sector, for an intersectoral link may be eghanced
with other providers of care, i.e., the social welfare services. Such ¢ollaboration has been
coufirmed as useful many times, and i3 condidered as cagential in various areas such as care for
elderly and handicappad peraons.

CE activities can, by shaping interesta and commitments, foster support for the PHC approach,
but opposition does still exise. Efforts at reorienting existing systems are still problematic in
gome places. Apart from well-known coustraints {e.g., shortage of funds or manpower, limitred
technology), there is also resistance to change from withio the health system, from the aducational
institutions serving it and sometimes from the cowmunity itself.

The most importaunt dimensiom, however, is the horizoutal dimension. Horizontzl Links are of
direct relevance to the function and role of the PHC team. CE aerivities can prepare the way far
development of a team appreoach for community-oriented health work. Although the principles of team
training may seem obvious, their intryoduction im practice is often difficult. The reason for this
is that not only do the participants in CE need to be zeoriented, but also teachers and existing
managers and leading health workers. Fach of the tesm members must be prepared ro contribute fo
common objectives and targets.

4,3 Stroug and weak factors in continuing education for primary health
care in eight Eurgpean countries

1t was recognized that a system for CE in 3 country genmerally raflects the system of health
services in the country. Thase countries with uniform naticnal health services ars those with the
most struatured system of CE. The more pluralistic and decentralized a health services system, the
leas compact and visible its aystem for CE.

{a) Nature of continuing education

CE should be continuous and sequential, as well as pluralistic and flexible, with refexence to
content, design and methods. In most of the eight countries under review there is, for instance, a
plurality of providers., While plurality has its value, a more centralized and unified system of
providers canmot, at the same time, be underestimated. In those countries with numerous aad
various providers, it is no doubt necesszary to strengthen the links among the diffarent providers
30 as to ensure greater coherence in apalysing the needs of CE and more efficient utilization of
resources. The importance was stressed of establishing close links and coliaboration between the
nerwork of providers and those makimg decisicns on strategies and policiea for CE and health care.
This is especially true in those situations whers decision— and policy=-making bodies are not
identical with those providing the CE activities and programmes.

Although it was not possible to penetzate in depth the issue of strategic approaches to CE in
the different countries, it was considersd to be a major and impertant one needing further
elarificarion and investigation. The following questions may be asked in this connection:
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“ Whe is respensible for formulating the strategy for CE and what are the essential slements for
developing a systematic stratagy?

= What kind of input must ther be from the health services systam?

- What kind of mechanism is supportive of the observed tendency Cowsrds decentralization of
health services and CE?

(b) Communication and collabaration

While recognizing the positive aspects of plurality in CE activities, it is important to
investigate whether there are easily available, functional chammels and means of communication and

collaboration. The formulation of CE programmes is heavily dependent on the existence of diverse
and reliable information, inter— and incrasectoral consultation and negotiation, & eritiecal

appraisal of the needs and priorities of health teaws and the community; a syatematic examination
of existing peliciesa, procedures and strategies conceraing the PHC; and a clear understanding of
the resources avsilable and che possibilities of transferring the resgurces in the direction
indicated by new policies. Commuuication and collaboration are necesaary, preferably on a
permapent basis, between policy—makers, providers, participants and employers in order to guarantee
the required resulc.

(e) Continuing education as part of Health Services Manpower Development (HSMD)

Most of the eight countries appear to have some integration between hemlth services planning
and health manpower development, According to tradition, the health sarvicas manpowey development
wechanism iz the past coucentrated mainly on quantitacive needs, asuch gz producing z ecertgin number
of physiciana, nurses or other cztegory of health workers in accordance with estimated needs
axpresged by the health services system. In most cases, CE was not focused upon the intagrated
planning represented by the HSMD mechanism. The fact that initistives are baing taken to davelop
methoda to facilitate the integration of CE in the HSMD mechanism was considered to be very
rewarding. Nevertheless, theve was a consenaus that this area needs even more effort and
inveatigation.

Several aspects were highlighted:

- What would be the consequences for the health services sector if CE activities were a part of
heslth services planning?

= What kind of background documentation and information is neaded?

= Would the creation of quantitative norms for participatiom in CE activities be necessary, and
what would be the practical comnsequences?

(d) Legislation

Some of the eight eountries have adopted legislation specifying whether attendance in CE
activities is directly or indirectly compulsory for selectaed programmes. In other countries, no
such legislation ewists. The metter of legislation concerning CE is an important area for further
inveatigation in relation to the following quescions:

= What would be the practical couseduences of recently issued legislation dealaring that
attendance in CE is obligatory in a countty where participation was previoualy voluntary?

= What are the advantages and disadvantages of such legislation?

- Would gufficient human vesources be available for replacing thase partisipating in CE
progyratmes?

= Doez compulsory attendance interfere with the quality of and personal motivationm for Further
education in different health care gettings?

(e) Funding

In almost all the countries reviewed, the major funding body is the national health services
system. Financial aspects of CE have two dimensious: direct costs of providing CE and indirect
aosts of participating in CE acrivitries.
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Direet costs are easy to eatimate and measuxe, but indirect costs are more jmportant and
gmount to approximately 75% of the total costs, These are thus a matter for negotiation befween
employers and employees.

The problems related to indirect costs iavolved in CE are especially gensitive, and may
sometimes become a factor hindering participation. Various situations need to be investigated:

- 15 it possible and feasible to close a health centre when the team participatas in CE?
- Who should takas over the activities and rvesponsibilities?

- Is the employer willing to replace the team with other health workara?

~ Will such replacement influence the quality and centinuity of cara?

-~ In which way should the HSMD mechanism, and particularly health maopower planning, avoid
problems ¢onnected with absence from work due Lo participation in CE activities?

{£) Incentives and ¢career prospects

In most of the countries concermed, thers are neither financial noer career incentives for
participating in CE programmes. Only in countries with velevant legislation and obligatory
attendance in saelected CE programmes was there an evident liak to career development. The

importance of linking CE systems to betfer ¢areer prospects was confirmed., The importance of mors
intensive investigation and study in this sensitive area was zlso strassed.

(g) Monitoring and evaluation of continuing education

Whereas it was unanimously agreed that momitoring and evaluating of impacet are indispensable
in the management of CE systems, the curtent methods utilized seem to be the weakest link inm the CE
chain. Evaluarion and monitoring were viewed as a decision-oriented process closely linked with
decision—making 2t both operational and policy levels. Conclusions drawmn from the evaluation and
monitoring process could provide feed-back information and data necessary for subsequent
improvement and the development of new programmes, policies and strategies.

There is a need to momitor CE systems with regard to the number of activities and
participation, main focus and orientation, costs incurred, ete, Aspacts of impact to be evaluated
include the quality of health services provided and community satisfaction.

The need for a very realistic and pragmatic appreach adapted to these desiderata was
stregsed, For instance, it is very costly to develop new systems of monitoring based on a large
amount of quamtitative data. One should consider what kind of information is indigpensable.
Qualitative and process—oriented data may be very useful in achieving a better underatanding of a
situation and in analysing difficulties, and may offer a useful tool for aeffectiva management.

All relevent quantitative data are already being regularly collected in some of the countries
reviewed. These data, concerning staff, are usually collected in an indirect way within the
administrative and managerial system. In such cases, it i3 important to develop programmes and
means for effective utilization of the existing data within cthe BSMD mechanism.

(h} Tesm training

The team approach in CF for PHC was cousidered of majer concerm. The beat method of team
training would apparently be for team members fo participate together in CE activities in their
practical work, This provides an opportunity for sach persom to consider and solve relevant heglth
problems from the particular viewpoint of his/her own profession. However, it was observed that
mozt health workers take part in CE gativities separately, for the compartmentalization of various
professions has not yet been broken down everywnere o produce a situation which would allow
multiprofessional and multidisciplinary learning/teaching experiences. Nevertheless, evident
rrends in the direction of strengthening of the team approach have been observed in many of the
countries raviewad.

In order to enhance thase positive trends, it would be useful to undertake further studiegs to
derermine the proper balance between CE actaviries for undiseiplinary groups and theose designed for
multiprofessional and multidiscipiinary attendance. 1Ia this connection, a need was indicated for
more appropriate and realiscie job deseriptions and job preofiles. Health manpower could support
nealth syscems development more effectively if the roles and regpomaibilities of each team member
ware defined. This would slso allow closer limkage of health manpower planning and health manpower
management.
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(i) ZIraining of teachers and continuing education managers

The adequate preparation of teachers in CE may have critical implications for the changms
foreseen in the education and training of health workers, Teachers need to be trained so that they
understand their role a3 teachers. They should be able to promote the process of learning by
guiding and assisting participants in CE to achieve learning objectives. Thay should aiso be able
to understand the wvorking conditions and social atmosphere within PHC tesms, Teachers in
possasaion of these Craits are better prepared for programmes with a multidisciplinary orientatiom.

In additien te teacher training, the need for training of CE menagers was stressed. A very
close relationsahip exists between health manpowar management g8 a whole and the management of CE
programmes, the latter being an indispensable part of the former, A systematic approach to CE
management mesns muchh more than aimply arranging courses or workshops. Rather, one must bear in
mind zll aspects of health manpower management when dealing with the management of CE,

5. Planning of future case studias

5.1 Background

In accordance with the Study deaign, the next phase will consist of the praparation of case
atudies on CE for PHC personnel in selected European countries. The countty reports and
discussions on key issues in CE served as very useful background for formulating soma specific
suggestiona on the orientation and content of these cage atudies. Detailad plans were drawn up for
the future case studies as follows.

5.2 Nature and aim of casze studias

A case study i3 a detalled study of a single and well-defined unit -~ the case in its natural
enviyonment. The case may be a ¢lass of students, a health centre, a system or subaystem astudied
as an entity. The aim of the case study is to help underatand how a umit or 4 aystem functions as
a whola; to discover the comprehansive relarionship that exists within a particular entity; and
Ee atudy relations among human attributes and activities, Although statistical methods may be
uged, the case sfudy is npormally associated with a qualitative approach, The information iz
collected by the investigator(s) through a variaty of techniques: interviews, direct observations,
review of records, reports, teats, ete. Tha informition collected is to & large extent descriptive
and presented in narvative form. The ressarcher examipnes a complex, dynawmic, bounded social
system. In ghe process of data gathering and interpretation, he looks Ffor patterns, connectious,
trends, eic.

5.3 Objectives of case studies

In the future cage studies, the following objectivea should be borne in mind with the
understanding that it may not be possibla to adhare to all of them in every case;

- to describe the current situatiom regarding the CE of members of PHC teams, taking into
account the health care system in general and the PHC subsystem in particular (both previcus
evolution in these fields that is importamt and relevant development should be investigeated):

- to descvibe mechanisms for allocating and uaing resources for CE activities and programmes and
to asaesns how efficiently the resources are used;

- o investigate the use, appropriateness and effectiveness of educational methods and
techunigues;

= to assess - whenevey feasible and demonstrable - whether specific CE activities have
ultimately resulted in improved quality in particunlar fields of PHC,

— to identify the struetures which enable on a continuous basis the planning, davelopment and
evaluation of GE in the context of health wmanpower planning snd management.

2 Bankewski, J. & Bryant, J.H., ad, Health for all - a challenge Co research in health
manpower development. Proceedings of the XVIth Round Table Conference, Ibadan, Nigeria,
24=26 November 1982. Ganeva, Council for International Organizations of Medical Seiences, 1983,
p. 32.
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5.4 Organization of case studies

The following sequential steps were suggested to prepare and carry out a case atudy:
deaignate a reliable institution or a small group of knowledgeable persons to compile the
relavant information available from diffarent sourzes concerning the evolution and the

existing situation of the chosan case;

analyse, interpret and/or complement the information and prepare & succinet statement ou the
case, which can be used for the firat versiom of the case study;

convene a Cwo- or three-day meeting when possible and feasible, briaging together 10-13

well-informed experts in the fiald of CE from health and other relevant seators in order to
gxamine che firat versiom of the case ztudy.

The case studies may assist in enhancing initiative and imtewest in the furthey develspment
improvement of CE systems. In particular, the case studies should:

stimilate increased intarest io the development of CE strategies and programmes;

provide guidelines for the improvement of CE systews, acrivities and programmes in the
European Region;

develop collaboration within and between countries through the ideptification of rescurcas,
including learning waterials, training techmiques, expertise and supportive frameworks, for
the development of CE initiatives;

identify major trends and new developmenta in CE systems, programmes and aotivities;

provide information to other professicnal asaociations or organizations which might take part
in CE programmes;

promote the implementation of work studies to develop relevant and realistic objeactives for CE
aystems, to inform decision-making bodies and thereby to improve rescurce allacation.

5.5 Main aspects to be followed in the selection of cases

The following main aspects should be followed as f£ar as possible in galecting CE programmes Io

be included in cese studies.

{a)

8.9

{c)

(d)

{e)

The programme should be part of a HSMD system which in turn should be an essential ¢ompoment
of health manpower planning and aducatigmal plamning. It shouid take into account and provide
avidence of the existence of & structure emzbling CE to be plamned, developed snd avaluated in
the context of the HSMD process. The activities should be ¢ontimuous, forming part of an
on—going process of life-long educatiou amd training. They should not be viewed and provided
in a spasmodic way, orieated culy to the updating of knowledge. Direet or indirect links
should be established through a feed—back mechanisw, and neceasary relations should be
esrablished and maintained with basie/undergraduate and postbasie/postgraduate education.

The programme should be a part of an existing health service infrastructure {PHC facilities)
in one or more specific areas: rural and/or agricultyral; urban and/or industrial.

The programme should be relevant to the specific needs and priorities of PHC. Its oriemtation
and content should be based on the realities of the situatiom. It could even be related to
PHC activities for a partieular target group of the popularion, such aa industrial and/or
agricultural workers, elderly or handicapped persons, mothers and children, abusers of drugs
and/or sleohel. Teaching/learning should be problem—oriented ag far as possible.

In addition to knowledge, the programme should develop artirtudes and skills appropriate to
changing demands in PHC. Mocivatiom sheuld be enhapcad both for furtharing continuous
learning and for accelerating the implementation of new tremds in PHC. Teaching/learning
methods should preferably follow a problem—selving approach.

The programme should assist as much as possible in developing wultiprofessional and
multidiseiplinary teamwork within PHG, This leads to wmere efficient utilization of skills
and resources.

il
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(£} Career development prospects for staff should be given importance, making CE an essential part
of profesaional development and integrating it, whenever possible, with supervisory activities.

3.6 Content of case studies

The ecase studies should deacribe, analyse and make judgements in a detailad manmer regarding
how organizational aspects facilitate or iahibit the planning, implementation and evaluaction of CE
activiries and prograwmes.

{a} Organizational pattern of continuing educaction

With regard to the organizational pattern of existing CE systems, activities and Programmes ,
the following aspecta should be explained in the casae studies:

= How does the organizational pattern of CE relate to the policies and scrategies of both health
services development and CE? The existing situation as well as foreseen changes should be
cansiderad.

= Is CE a part of the health services system and thus provided exclusively within the structure
and resources of health servicea? Or is CE offered on a private or public basis, or by
combining several providers? What is the responsibility of different providers and their
direet or indirect partiecipation in CE acrivities?

— What is the atructure of the CE gystem or subsystem, and what are the levels in
decision-making and execution of the activities?

= Who are the trainees involved in CE programmes for PHC teams, and what are the reasons for
their attendance? Is participation in CE compulasory or voluntary, and what are che reasons
for this?

= Who are the trainevs (physicians, nurses, sdministrators, etc.) and from where do they come
(PHC sertings, hospitals, aducationmal justituticns, health care management, atc.)? In what
way, if any, were teschers trained for CE getivities?

= Where do the CE activities for PHC ceams take place (PHC settingsz, hoapitals, polyclinics,
health centrea; educational institutions; community; etc.)? Are CE aectivitias parformed
within or outside working houra? Hew i3 a replacement, if any, ensured for those
participating in CE7

= Are CE programmes carried out consiatently on a long=term or moatly oo anm ad hoe basis? What
is the frequency and time allocation for CF activities? Are there any quantitative norma for
attendance?

— Who belongs to the team which manages the CE programmes at the PHC lavel?

{b) Pattern of planning, allocation and utilization of resources for comtinuing education
TOgT AMmes

= Who participates in the proceasz of planning resources (human, financial, material) for rhe CE
programmes of PHC taams?

= By whom, and at which level of management, is the allocation of these tesources made?

- Wno is responaible for ensuring that the resources allocated are afficiently utilized, and
what is the system of control?

= How are the facilitiea (buildings, classrooms, catering, transport, boarding, atc.) provided?

— How are teaching resources (visual, audiovisual, textbooks, etc.) provided? Are they prepared
locally or centrally? Whar is the system for their discribufion and utilizationm?

= What kind of anecillary personmel, if any, are used for the execution of CE programmes for PHC
workers?

- What is the cost of various CE activities?
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{¢) Pattern of informarion and communication

- What is the system of informatiom for those interested in CE programes for PHC workers, and
who is charged with disseminating such informatiea? v

- Ig the information on CE programmes disseminated in the health sector omly, ¢r also in other
sectors which may be intereated or involved?

- fg what way are intrasectoral communication and feed-back of CE activities and programmes
carried out? Are there any iantersectoral communicatiou channels, and what kipd of
communication i used for different problems?

-~ Are participants involved in the planning, forwulatien and implementarion of training
programmes?

B. Conclusions

Although CE activities have been and continue to be availsble practically im 41l the European
countries, their role is uokt yet fully recognized everywhere. Education in health sciences is a
1lifg~long procesas, and not a single event, During this process, imitial learning experiences muat
be improved and enlarged upon continucusly, and higher levels of competence achieved. FPlanned
aducational programmes relevant to sexvice needs must be established and introduced. Improved work
per formanca, enhgnced competencies, wmors appropriate work attitudes and greater productivity should
not be left ro chance, but pursued through CE.

The basic concept of CE is not new. What is, howaver, new in the eight countries reviewed is
the emergence - or more meaningful awareness ~ of CE activities as key factors in the axpected
peoriencarion and restructuring of health services with emphasis on PHC, CE ia an impefus for
change, and thus must be a concern not only for individual health workers wishing to keep abreast
but alse for the entire health ayatem, and for society as well.

CE needs to be made visible and to be recognized by politicians, administrators, healch
mansgers and health workers themgelves as a necassary component of their life~lomng professional
CATEETI -

In most countries under veview, however, CE has not been integrarad into strategie planning,
nor is it regarded as an impertant component of HMD. In these countries, the majority of CE
programmes are still planned and carried out in en uncoordinated sud piecemeal way. CE activities
have sometimes been episodic events without well-defined cbjectives. The resulr is often that most
of the programmes are not effective encugh and are even inappropriate. Such programmes are oot
relevant to pational health needs, nor do they rectify deficiencies in the current performance of
health workers.

The new gwareness of the importance of CE for restructuring and reorienting health services
towards the targets for HFAZ000 has reinforced the need for countries to develop a more systematic
approach to CE. A CE zystem requires a comprabienaive approach, for it invaolves a diversicy of
igsues, considerations and decisions in various sectors. Only seldom can all necessary support,
expertise and resources be provided by 2 single institution in & country. A systematic approach
mist be taken to CE, having comsequences for organizatiou, need assessment, Tesource allocation apd
setting of objectives. The development and introduetion of methods and measures for monitoring and
evaluating CE activities are also necessary.

In couclusion, the imitial survey of CE systems in eighr European countries contributed to 2z
better understanding of the situation. The survey also provided important and gtimulating iaput
regarding the orientation and objeztives of the case studies planned as @ subsequent phase of the
Study.

7. Recommendations

7.1 Mational lewvel

The initial phase of the “Study on systems znd organizacion of continuing education at country
level" was successfully completed with the submission of the eight country reperts by the countty
investigators. Following the discusaion of the counfry reports at the meeting, the following
racommendations were formulated:

- to start the next phase of the Study and undertake the case studies on CE in selected
countries (this will invelve the preparation of a protocol based on the suggestions made by
the participants which will serve as @ guideline for the eountry invescigarors);
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WHO

to request other countries of the European Region, particularly those which are less
industrialized, to prepare country analyses aimilar to thoss aplready submitted.

7.2 International Javel

Appreciating the inifiative and action taken by the Regional Qffice, it was recowmended that
ahould;

continue to 3support the collaborative study on systems and orvganization of CE for PHC teams as

.

a baaie prerequisite for the govermments to improve CE in pursuance of the targats for HFAZOOO;

prepare and publish che resulcs of the Study and diatribute the publication withip the Member
States:

maintain clese contact and collaboration with the Association of Medical Deans in
Eurapa (AMDE) and the Association for Medical Edueation im Europe (AMEE) in order to imprave
CE systems in general and to improve them for members of PHC teams in particular;

convene, at the end of 1987, a asemipar on systems and organization of CE in Che European
Region which will examine the curcomes of both the initiesl surveys and the case studies.
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Apmex 1

ADTHORS AND TITLES QF COUNTRY REPORTS
France

The present state of countinuing educatiom of primavy health care personnel in France (early
1986) - by br P. Klotz

Hungary

Health, health care and its institutional basis; health and health care in Hungary - by
Professer I. Forgdces

Iraly

The pressnt sitvation and surrent tendencies in the system for the econtinuing edusarien of
Italian health professiomals = by Professor B. Paccagnella

Spain

Study on the curreat situation and trends in continuing education systems in selected Eurcpean
gountries: Catalonia report —~ by Professor A. Oriol-Bosch

Sweden
Continuing educatrion withia primary health care in Sweden - by Mr B. Eklundh

Union of Soviet Soclalist Republics

Continuing eduycation of persemnel in primary health care (review) - by Professeor F, Vartaniam

Onited Kingdom

Continuing education programmes for primary health care teama; a zurvey of existing provision
in the United Ringdom - by Dr A.M. Gray

Yugoslaviz

Initial study on the state and development of continuing education for primary health care -
by the Working Group of the Andrija Stampar School of Public Health, University of Zagreb

Review of sight country reports

Short review of eight country reports - by Professer J,. Vysohlid
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