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Note

This report has been prepared by the Regional Office for Europe of
the World Health Organization for distribution to the governments of Mem-
ber States in the Region and to all who participated in the Meeting of Deans,
Teachers in Medical Schools and Senior Administrators, Copenhagen, A
limited number of copies are available for persons officially or profession-
ally concerned with this field of study from the WHOQ Regional Office for
Europe, Copenhagen.

The views expressed are those of participants in the Meeting and do
not necessarily reflect the policy of the World Health Organization,

The designations employed and the presentation of the material do
not imply the expression of any opinion whatsoever on the part of the
Director-General of the World Health Organization concerning the legal
status of any country or territory or of its authorities, or concerning the
delimitation of its frontiers,

This report is also available in French and Russian,
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1. INTRODUCTION

The WHO Regional QOffice for Europe organized a Meeting of Deans,
Teachers in Medical Schools and Senior Administrators of ministries of
health and education at the Regional Office in Copenhagen from 26 to
29 Novermber 1974,

Forty-nine participants nominated by 22 Member States of the
European Region attended. Five temporary advisers were invited and the
[nternational Federation of Medical Student Associations (IFMSA) was rep-
resented.

The participants were welcomed by Dr Leo A. Kaprio, Regional
Director of the Regional Qffice for Europe. He explained that the meeting
was, in a sence, a continuation of the Conference of Deans of Medical
Schools held in Copenhagen frorm 30 April to 2 May 1973 (EURO 6007) and
that it was hoped to pursue further some of the topics which had been
raised at that time. The main topics chosen for discussion were:

(1} development of medical school policies: a joint responaibility
of ministries of health and education;

(2) =assessment of the guality of medical care;
(3) the education and training of the general practitioner;
(4) the training of environmental health manpower.

Dr Kaprio spoke of the need for each Member State to f{ind its own
solutions through country programming. He referred to Europe' s obli-
gation to educate for world needs: in a sense the world problem was not
one of manpower but of distribution and quality. He stressed the import-
ance of the trend away from hospital care and the development of new roles
for primary care.

Continuing education was too often left to the pharmaceutical industry
and not only medical schools but ministries of health and education had 2
responsibility to ensure that knowledge was updated. The rapidly chang-
ing environment and the growth of technology, for example the use of
atomic energy, threatened health to an extent far greater than had hitherto
been realized. Finally, he suggested that a case could readily be made
for a joint meeting of deans and rectors of universities, teachers in medi-
cal schools and senior administrators, who could make an irmportant con-
tribution to the solution of certaim health manpower problems.

Professor B. Paccagnella was appointed Chairman; subsequent
plenary sessions were chaired by Professors H.A. Tiddens and
I.F. lsakov. Professor J. McCormick was appointed Rapporteur. The
list of participants is given in Annex IV.




2, DEVELCPMENT OF MEDICAL SCHQOL POLICIES: A JOINT
RESPONSIBILITY OF MINISTRIES OF HEALTH AND EDUCATION

This topic was introduced by Professor 8. Halter, who presented the
point of view of a rministry of health, He listed the responsibilities of the
medical faculties under these headings:

(1) to provide basic medical education;
(2) to undertake research, both fundamental and clinical;

(3) to provide high-quality medical care both within the hospital and
for out-patients;

(4) to provide not only curative medicine but alse prevention and
rehabilitation;

(5) to provide postgraduate training for specialists in clinical
medicine;

(6) to provide postgraduate training for public health physicians;
(7) to undertake biomedical and social research;

(8) to assist the authorities in defining health policy;

(9) to contribute expert advice to government departments,

To date, medical schools have been interested primarily in the first
three of these tasks,

Turning to some current health problems, Professor Halter spoke of
the increase in the number of doctors in Belgium, from 5.7 per 10 000 inhab-
itants in 1910 to 17.7 per 10 000 inhabitants in 1974, of whom more than
one-half were specialists. In 1973/74 there were 17 256 medical students
and it might be anticipated that by 1983 there would be 28. 2 doctors per
10 000 population., There had been 2 rapidly increasing expenditure on
health care, but that increase had been in the field of curative, not preven-
tive medicine,

Professor Halter went on to stress the importance of health education,
pointing out that the higher income of clinicians as compared with public
health doctors tended to perpetuate the imbalance between curative and
preventive medicine,

He also emphasized the importance of research - the fuel for keeping
knowledge alive - and regretted that so rnuch money was allocated for non-
programmed, non-directional research.




He listed the wide variety of experts needed to provide for the public
health needs of the cormmunity:

(1) doctors expert in: (a) hygiene; (b) epidemiology; (c) biostatis-
tics; (d) occupational health; (e) sports medicine; (f) schools;
(g) health insurance; (h} ecology; (i) ionizing radiation;
(i) health education; (k) genetics;

(2) =anitary engineers;

(3) ecologists in a variety of disciplines: (a) biologists; (b) agri-
culturalists; (c) zoologists; (d) chemists and toxicologists;

(4) administrators: (a) public health; (b) hoespital;
(5) medical sociclogists;

(6) auxiliary health personnel: (a)} nurses; (b} kinesitherapists;
(c) logopaedic therapists; (d) ergotherapists.

He stressed particularly the immportance of administrators.

Finally, the medical school must encourage a reorientation towards
public health and primary health care and must work in close collaboration
with departments of éducation and health.

During the discussions a2 number of immportant points were made.
Professor Isakov pointed out that the young medical student now beginning
his studies would spend some of his working life in the twenty-first century.
All those concerned with his training needed to be conscious of their respon-
sibility to the future and to become much more dynamic in their response
to change,

Professor Remier suggested that relatively short periods of retraining,
much shorter than those required for specialists, could equip doctors to
meet local needs in such fields as occupational health and sports medicine.

Dr van Leeuwen then presented the ministry of education point of view,
His position as a doctor of medicine in the department of education was,
in some respects, a public recognition of the joint responsibility of depart-
ments of health, departments of education and medical schools. His func-
tion was that of bridge-builder, In The Hague there was now an interdepart-
rmental committee to achieve close coordination between health and education,

The department of health should decide, as part of health planning,
the number and quality of the required personnel. However, the problem
of selection of students had not been satisfactorily solved. At times of
economic stringency research budgets were often the first to be cut and
that would increase the need for international cooperation in research.




There was a danger in the growth of professionalization, which ten-
ded to weaken the ties hetween the university and faculties of medicine and
might lead to increasing isolatjon,

In the discussion which followed the Chairman stressed the need for
medical schools to retain their autonorny. He was supported in this by
Professor Borghgraef, who pointed out that the price to he paid for exter-
nal financing was external supervision and contrel. However, multiple
gsources of financing diminished the threats to autonomy.

Professor Tiddens noted that universities sornetimes felt threatened
by the coat of medical education and that they found it diffienlt to under-
stand the relationship of service commitments to the traditional academic
roles of teaching and research., He stressed the importance of social
scientists and the contribution which they could make to much-needed re-
search into the effectiveness of health care delivery.

Dr Bannerman referred to the need for Europe, which trained one-
half of the world's physicians, to continue to prowvide medical education
for doctors of the developing countries. Sometimes that might best be
achieved by sending doctors to help with training in the developing countries
rather than by bringing students to Europe,

Dr Fulbp stressed that medical education was still disease-oriented,
not health-oriented, and that there had been little success in relating the
products of medical schools to the needs of society. He warned that if
medical faculties continued to disregard the needs of the people they would
be byspassed, HMe outlined a cybernetic system in which health services
would influence the training of health care professionals and in which the
performance of health manpower would be constantly monitored, Omne
should not think of "health manpower development” but of "health service
and manpower development'. Unfortunately, the cybernetic model did
not yet exiat, Health planning was rudimentary and did not influence pro-
duction, while monitoring of the performance of health manpower was al-
most totally absent. '

The third plenary session, deveted to the university point of view,
was opened by Professor Geindre, who began by stressing the need to
train the doctor for his social role and for ecology and preventive medicine
to be more adequately represented in medical curricula. It was much
easier to grasp the essentials of a medical specialty in educational terms
than it was to understand the essentials of general practice. It was egsen-
tial for teachers to be clear about their educational cbjectives and to become
skilled in educational methods and in the educational media for achieving
the objectives. There was a growing need to establish more chairs of
medical education.

Assessment was too often merely a test of memory. Teachers, as

well as students, required assessment of their effectiveness and a eyber-
netic model of planning, execution and evaluation was required. Medicine
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was an art, the art of human commrunication. The quality of a faculty
depended upon the clarity of its sense of objectives and upon its teachers.
Professors should be recruited from a wide field, not merely co~opted
from among available clinicians.

The next speaker, Professor Trzebski, pointed out that increased
emphasis on research and clinical work, especially as they determined
advancement, had led to a relative neglect of teaching skills. The medical
school should take account of health needs, but it also had an important
role in providing the data on which departments of health and education
could base estimates of future requirements. Medical schools should de-
fine or redefine their educational objectives in the light of those needs.

Medical schools had to respond not only to the expanding demand for
medical education but also to the growing nwmber and diversity of special-
ist disciplines, while at the same time striking a balance between the qual-
ity of the product and the cost of production. The medical school's primary
aim should be to produce a "pluripotential’ basic doctor capable of later
specialization.

The medical school should alsc have a role in training health care
professionals other than doctors, for example pharmacists and nurses.

During the discussion which followed, Professor O'Dwyer raised the
problern of attracting medically qualified personnel to teach preclinical
subjects. Many contributors referred to the inappropriateness of training
to meeds, That was particularly obvious in the case of those students from
developing countries. Professox Tiddens stressed the need to examing
the process of decision-making and enquired if training in some 33 digei-
plines was appropriate to those whose destiny was to work primarily as
problem-solvers, An understanding of the process was necessary before
the problemn could be solved.

Miss Dittrich deplored the increasing emphasis on science at the
expense of care, and on disease at the expense of health promotion. She
also stressed the importance of the health team,

Summary

While no consensus was reached, there seemed to be very general
agreement that:

(1) departments of health, departments of education and medical
schools were not only all concerned, but each had an important part
to play in medical education and that they had to work together;

(2} much medical education was inappropriate ox took too little
account of health needs; in particular, medical education had neg-
lected preventive aspects as compared with curative aspects, and
had paid insufficient attention to health promotion;
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{3) monitoring and evaluation were neglected and the processes of
education should be studied as a eybernetic model;

(4) medical education itself required rmuch more intensive academic
study and recognition as a discipline and a service to a teaching
institution:

(5) the responsibility of medical schools extended beyond the train-
ing of medical students to the training of other health personnel;

(6) the medical school was part of the national fabric and should not
only train to meet the needs of the nation but also help to define those
needs in termng of advice and appropriate research.

3. ASSESEMENT OF THE QUALITY OF MEDICAL CARE

Dr Glyn Thomas introduced this subject (see Annex I), Reference
was also made to the study entitled Education of the health professions in
the context of health care systemsl and to A new perspective on the health
of Canadians. &

The meeting then divided into eight discussion groups. The following
points represent an atternpt to delineate the major areas of agreement in
the various groups.

1. ' The concentration of attention by health services and medical schools
on established disease and curative medicine has produced an imbalance,
in which our resources, which are now much more clearly seen to be
finite, are being used in ways which produce a progressively diminishing
return in terms of cost-aeffectiveness,

2. Insufficient material and educational resources have been devoted to
primary health care as distinct from secondary health care.

! Organisation for Economic Co-operation and Development (1974}
Education of the health professions in the context of health care syaterns,
Study by the Centre for Educational Research and Innovation, Paris
(doc. CERI/CD(74)16-restricted)

2 Lalonde, M. (1974) A new perspective on the health of Canadians;
a working document, Ottawa, Ministry of National Health and Welfare
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3. Notwithstanding their importance, mortality, morbidity and other
health statistics provide an inadequate measure of the quality of care.

4. The medical profession has insufficient awareness of the economics
of health services and such knowledge should form part of the undergraduate
curriculum.

5. Continuing education is essential and in some countries mechanisms
which would ensure that doctors can avail themselves of such opportunities
are still lacking.

b, Systems of medical audit or guality control are now considered as
an essential; audit is an important feedback to educational planning and
teaching.

4, EDUCATIONAL PLANNING FOR GENERAL PRACTICE

Dr J. Gallagher introduced this subject.

As genexal practitioners constitute such an impoertant component of
health manpower, the planning of their education and training provides a
very suitable subject for a study of communication between health services
and education systems. A rational approach to educational planning re-
guires that health administrations should have clear policies on primary
care and general practice, that these should be reflected in the health man-
power planning process, and that the roles and functions of general practi-
tioners should be clearly described. On such a basis it is possible for
practitioners and curriculum designers to identify the skills which students,
whether in the undergraduate, postgraduate or continving education phases,
should acquire and to design suitable learning experiences, However,
there must be a suitably organized and administered educational system
with its own goals in relation to meeting health service needs, and with
well defined objectives in respect of primary care practitioners.

The educational systermn on which health services depend for the
training of general practitioners comprises medical schools (mainly for
underpraduate education), professional bodies and associations, and a
variety of health service facilities (mainly hospitals)., There is in most
countries little coordination between these three components of the educa-
tional system and it is therefore very difficult to direct their activities
towards specific health service needs. Algo, training for a service implies
that students should acquire professional cormpetence, while most educa-
tional systems emphasize the acquisition of information. Undergraduate
curricula which are organized and administered on the basis of departments
and disciplines are not appropriate for training students to be problem-
solvers, It is unusual to find special attention being given to the training
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of students in the skills which are considered crucial to medical practice,
such as clinical and medicosocial problem-~golving, diagnostic and thera-
peutic interviewing, applying critical judgment to complex situations,
clinical decision-making in ambiguous zituations, evaluating one's own
pérformance, and independent continuing learning.

The emphasis in most medical curricula is on excessively didactic
education organized on the basis of academically designated disciplines
and departments rather than on the basis of the skills needed to practize
medicine, Examinations are used not so much for teaching and learning
purposes a8 for tests of memory, often divorced from medical competence.
Educational systems are, in general, not administered or managed with a
view to the attainment of educational objectives but rather, it would seem,
to support organizational structures which have developed piecemeal over
the years and have become increasingly dysfunctional educationally. As
a rational approach to programme evaluation is almost nowhere a feature
of medical education, it is generally not possible to say to what extent the
outcome of an educational programme is consistent with either the needs
of a health service or the goals of the programme.

It was generally agreed:

(1} that the objective of the undergraduate currieulum was to pro-
duce a "pluripotential' basic doctor;

{(2) that while postgraduate training was necessary for specialists
in prirmary care, all doctors should, as part of their basic training,
have had experience and taught in that area: some of that teaching
should take place in the early years of the course;

(3) that existing traditional attitudes within medical schools were
a bar to progress;

(4) that research in primary care was insufficient and was essen~
tial, not only on its own account, but alse to provide a firm academic
base:

(5) thzt not only demography, but the social sciences, behavioural
sciences and psychology were important in rnaking students aware of
the needs of society, the impact of social and emotional factors on
illness and behaviour, and, perhaps most important of all, in im-
proving skills of corrmunication;

(6)  that the role of the primary care physician (general practitioner)
was continually changing and that he had an important and relatively
neglected part to play in health education and preventive medicine;

(7) that coordination between health administration, primary care
and medical school should be close and continuing,
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5. THE TRAINING OF ENVIRONMENTAL HEALTH MANPOWER

This topic was int#b'duc:é"d by Professox Valic (see Anmex TII),
it was generally agreed

(1) that environmental health had not be.en given a sufﬁmently
prominent place in faculties of medicine; the topic should be intro-
duced early in the curriculum and a multidiaciplina.ry approach was
NEeGEsSSATY; a

(2) ' that the profession had failed to respond quickly enough to the
threats to the environment posed by modern technology and population
growth;

(3)  that existing State departments had not, as a rule, been able
to deal adequately with environmental changes; because the problem
involved not only faculties of medicine and universities, but even
more departments of health, industry and commerce, land, finance
and economy, there might sometimes be a case for creating a new
and independent ministry of the environment;

(4}  that not only were physicians, engineers, scientists (e.g.,
chemists, PhYSICIStS_. ecologists, agronomists and toxlcologzsts),
economists, lawyers and administrators invelved, but psvchologists,
socmloglsts and ‘statisticians were _als:: needed

(5) that h1gher spemahst trammg in environmental health should be
equivalent in length to that in other branches of the profesamn and
lead to the same status and rewards;

(6)  that because of the rapidity of change in the nature of environ-
mental harards, continuing education in that field was essential;

(7) that education in environmental health required a multidisci-
plinary approach involving disciplines not necessarily ingluded with-
in the ambience of medical schools or faculties;

(8) that public awareness should be increased by all possible means,
ing¢luding the use of the mass media.

The general reaction in the discussions was that rmmedical curricula
were too disease-oriented and the time had come to change their orientation
in favour of environmental health., There was general agreement that an
environmental health course should be included in the curriculum of the
medical student, As an alternative, a multidisciplinary approach was
suggested, not only for multidisciplinary teachers but also for interdisci-
plinary students in mixed classes. An environmental health course should
he offered, at least as an option,




It was also suggested that inter-faculty multidisciplinary departments
of environmental health be developed., Schools for health professionals
(redical schools and schools of public health) should participate in the
training of environmental health professionals, preferably by offering multi-
disciplinary courses and postgraduate courses to multidisciplinary students
or, if that wa= impracticable begause of lack of staff or teaching facilities,
by covering health aspects of envirommental protection educational prog-
rammes organized in other schools.

Professor Valic, reviewing the reports of the group discussions,
stressed that:

(1) the approach to environmental health should be multidisciplinary
in respect of students as well as teachers;

(2) the multidisciplinary departments of environmental health
should be univeraity-based.

6. CLOSING PLENARY SESSION

FProfessor Isakov, in his closing rernarks, said that he felt that the
meeting had been well worthwhile, The meeting had been enriched by the
participation of nurses and medical students, It could be argued that
medical students were, indeed, the most important participants, On
behalf of the participants he thanked Dr Kaprie for making the meeting
possible and for ensuring its smooth running and success,
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ANNEX [

ASSESSMENT OF THE "QUALITY" OF CARE

by
Dr R. Glyn Thomas

There is an old Welsh proverb which, literally translated, states
that "the greatest gift is the gift of knowledge". Unfortunately it does not
g0 on to explain how knowledge once attained shall be communicated. Con-
sidering the subject of the quality of medical care we find that there are
many problems - problems, which we may have the knowledge to =olve -
but the difficulty is how to apply such knowledge,

Likewise, omne may have knowledge but no skill, The application of
skill implies action and the identification of tasks bhecomes necessary,

In a WHC document the statement is made that one of the most effec-
tive ways to obtain "efficiency" of a service is to reassess from time to
time the skills and tasks of people within such a service. However, there
seems to be evidence of the reassessment of the nature of required know-
ledge but very little reassessment of the skills and tasks necessary for
conveying such knowledge in practice,

Attempts to define parameters of the efficiency of medical care are
hampered by a lack of particular information, or more strictly, the diffi-
culty of translating data into '"'meaningful' information which can be used
and applied by those with knowledge at any given level. We should not
forget that as the "knowledge" in a community grows, this ""knowledge' in
itself must contain the possibility of application to skills and tasks, and
thus extension of "self-care' by individuals., Moedical care, however, in
the connotation of this paper imnplies strict application of what the doctor
does, and I wounld like to concentrate on this point, rather than try to cover
the whole field of the quality of "health care™, There is, however, an im-
mediate paradox, well defined in an article, "On the limitations of modern
medicine!, written by John Powles for the journal, Science, Medicine and
Man. I quote; "One of the more striking paradoxes facing the student
of modern medical culture lies in the contrast between the enthusiasm asso-
ciated with current developments and the reality of decreasing returns to
health for rapidly increasing efforts. "

It may be noted that it is precisely during the last two decades that
scientific medicine is alleged to have blogsomed, the guantity of resources
allacated to medical care has been rapidly increased, and the decline in
mortality associated with industrialization has tapered off to virtual zero,
We may be forced to ask the question of whether we should now be studying
the quality of life rather than the care of life,

! powles, J. (1973) Sci., Med. & Man, Vol. 1, No. 1, pp. 1-30
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Annex I

There is need for concern with a situation in certain countries where,
although services are available, they are not accessible or acceptable, not
only from a geopgraphical peint of view but also because of cost to the con-
sumer, professional attitudes and legislative constraints, so that even if an
ideal and comprehensive medical care structure may exist, its availability
and in turn its acceptability by the community becomes less and less., I
refer not only to the problems of rural areas, but to populations even within
highly-developed communities which for many reasons have difficult access
to medical care centres. If this is so, then how much more difficult it
muat be to decide whether the quality of such medical care ig adequate.
Surely, it would be impossible to define the quality of any particular facil-
ity if it is not available or acceptable to the majority of people at the time
that they require it. We rnust algo think not in terms of waiting lists but
of waiting tirme in relation to access to existing services, and the con-
straints brought to bear to prevent their use and their acceptability,

It has often been said that many services are developed to satisfy the
needs of the professional health provider rather than those who use such
services. The definition and the identification of quality iz once more
difficult, especially when we identify thig through the eyes of the provider,
not through the eyes of the receiver, In the field of teaching and the con-
veyance of knowledge, do we teach the essentials of any good managerial
process, the setting of an objective, the attainment of such an objective,
and the need to constantly qualify objectives by evaluation?

Do students, do doctors, in fact, constantly evaluate the application
of their knowledge and their skills? Should medical schools accept the
prime respongibility of teaching the processes of patient management, de-
cision-making, evaluation, monitoring, and of '"social conscience'? If so,
they must be directly involved in service delivery and the evaluation of
such gervices,

I should like to quote from an interesting book by Dr Richard Cabot:
"Social Service and the Art of Healing'. Dr Cabot states that in his view
'"the modern doctor is afflicted with a blindness to backgrounds'. He
gives this example: 'l see a case of tuberculosis in a sad-eyed Irishman,
but I cannot see, as he dees, ‘his children at home, the coldness of his em-
ployer when he asks if his job can be kept for him, the dreariness of this
great hospital with its suggestion of nameless horrors behind doors which
open for a moment and are swiftly closed again, a self that is pushing pain-
fully through these experiences, [ fail to see, though it is all written in
the stoop of his shoulders, the fear in hic eyes, and the swift snatches of
hesitating speech as he guestions me about hm lungs.' This may be a very
dramatic example.

I have personally heen struck by the fact that when one attends meet-
inga attempting to identify, evaluate and provide parameters for the effi-
ciency of medical care, there often seems to be a lack of coordination and
understanding between the problem-definers and the problem-solvers., Fur-
ther, both groups often forget a third group, those who must implement what-
ever findings may come from the decision-makers, based on investigation
and research.
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Annex L

[t seems to me that before one can define the quality of medical care,
one must involve very closely and teach very effectively those who have
the responsibility of implementing change within any given system, How
we do this is a problem beyond my knowledge and experience, but there
seems to be a constant relationship, often forgotten, between thase who
need medical care and those who provide it. We need very clearly to
identify our priorities, which are based not on the success of any partic-
ular technological achievement, but on whether such an achievement will
imnprove the quality of health and consequently the quality of life of the
particular individual,

One is again conscious of all the problems related to prioxify, I
quote from a recent document prepared by Miles Hardy, director of the
King's Fund Centre in London, in which he states that at the middle of
1973 there were seven professional chairs in the field of geriatric medi-
cine in the United Kingdom, but only 43 beds out of séme 50 000 teaching
hospital beds in the country were allocated to geriatric patients,

And what has all this to do with quality of care? I would like to make
the following points.

Quality surely should always be related to outcome, and this implies
the following: '

(1) Every decision needs to be evaluated and the outcome must also
be evaluated in terms of the set objective,

(2) If it is not possible to cure, then we should say so, and indicate
that we are maintaining rather than curing.

(3) If it is accepted that the trend is towards a multi-diseiplinary
or multi-professional group, then we must study the interaction and
interrelationships between various sectors of health care s0 as to
ensure that the group is aware of these interactions.

(4) Are we always right in using the hospital, which is inevitably
case-selective, as the basis not only for the assessment of guality
of care, but also for teaching and training health personnel?

(5) Problems of operational costs need to be solved so that facili-
ties can be used effectively in narrowing the widening gap between
the potential range and sophistication of medical care and that which
iz economically feasible,

(6) (uality of medical care implies quality control, a system of
monitoring and audit, This has been described in various ways but
has usually been rejected for various reasons. This may imply that
a change in attitude, particularly among the professions, is required.
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{7) The growing incidence of duplication and fragmentation of medical
activities leads obviously fo lack of ""quality of care' as well as being
a complete waste of resources, There surely cannot be any juatifi-
cation for the duplication of procedures at various levels within a
medical care systemn, within a short time-span, apparently because
each level does not necessarily trust the other level, and yet all lev-
els have at one stape or another been taught the same basic princi-
ples - or have they? So often an organizational structure is changed
in the hope of changing the pattern of delivery, but how often is this
the case?

It is significant that in other fields of human endeavour there is a
trend, whether this be good or bad, to do away with large, self-perpetuating
institutions and to change thern into small, individualistic entities. If one
is to adopt a similar analogy, should one change the large, multidiscipli-
nary major teaching hospital which may not meet true needs, not only in
teaching and training, but also in the quality of care it provides? Can we
really objectively state that we shall have sufficient health personnel to
provide individualized care for all, care that is of the best quality?

It appears that the measurement of the quality of medical care re-
quires the determination of priorities on both community and personal
levels. It is necessary to define the roles of the different parts of the
system and the processes of care (patient management), and we need to
define more accurately methods to measure physical, social and mental
disability,

All such measurements must be related to the availability, access-
ibility and acceptability of the services to the consumer in the context of
his family circumstances and social situation. Let us notforget that mow-
bhidity experience of a community shows that two-thirds of all illness does
not bring the patient to the doctor,

Most important of all perhaps is the problem of the communication
of ideas and purposes so that all concerned, whether at central or local
level, are tuned in, as it were, to the same wave-length, Thus it iz hoped
that any steps taken to improve the existing unsatisfactory situation are for
the Wtimate benefit of patients and those responsible for their treatment
and well-being,

I began with a Welsh proverb and I shall end with one which, literally
translated, atates that if you wish to save, you must begin at the "neck of
the sack', Similarly therefore, in my view, if one wants to change guality
of care, one must do this at the beginning, that is at the level of the prima-
rvy conveyance of knowledge and education to those who are to serve the
public and who deliver medical care in its broadest sense,




ANNEX II

ENVIRONMENTAL HEALTH MANPOWER PLANNING

by
Frofessor F. Valic

Taking into consideration the rate of environmental degradation, the
education or development of environmental health manpower has become 2
topic of high priority.

In 1973 WHQ recommended that Member States provide adequate re-
sources and infrastructures for national environmental health programmes,
and take an active part in the WHO long-term programme in environmental
health (EH), particularly in the formulation of EH criteria and in prog-
rammes on the monitoring of pollution levels and trends and the effects on
health of environmental factors in air, water, food, soil and the working
environment.

The WHO long-term programme in EH can be summarized as follows:

1. Direct assistance to governments

1,1 Appraisal of the sanitary quality of the environment
1.2 Environmental health services development
1,3 Planning and management of EH programmes

1.4 Human resources development,

2. Development of EH ¢riteria, guides and standards for envirommentzl
quality and guidelines for preventive measures and control,

3. An EH code consisting of a set of principles, rules and practices
applicable to all countries in the planning, establishment and implement-
ation of EH programmes, In order to assess the effects of the environ-
mental influence on health, two further points have to be considered: first,
the development of sensitive indicators of deteriaration in health and, second,
the development of surveillance and monitoring systems,

The WHO Expert Committee on the planning, organization, and admin-
istration of national EH programmes stipulated in 1970 that EH includes or
iz related to the following: )

(1} water supplies, with special reference to the provision of ade-
guate quantities of safe water, sanitary surveillance of community
water supplies; '

{2) wastewater treatment and water pollution control, including the
collection, treatment, and disposal of domestic sewage and other
water-borne wastes, and control of the qguality of surface and ground
water;
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(3) solid waste management, including sanitary handling and dis-
posal;

(4) vecter control, including control of arthropods, molluscs, ro-
dent=s, and other alternative hosts of disease;

(5) prevention or control of soil pollution by human excreta and by
substances detrimental to human, animal or plant life;

(6) food hygiene;

{7} control of air pollution;
radiation control;
noise control:

occupational health, in particular the control of physical, chem-
and biological hazards;

{(I11) housing and its immediate environment;
(12) wurban and regional planning;

(I3) EH aspects of sea, land, and air transport;
(14) =accident prevention;

{15) public recreation and tourism, in particular the EH aspects of
public beaches, swimming pools, camping sites, etc, |

(16) sanitation measures assoclated with epidemics, emergencies,
disasters and migrations of populations;

{(17) preventive measures required to ensure that the general envi-
ronment is free from risk to health.

The majority of countries lack the methodology and crganization
necessary for the assessment of the comprehensive environmental impact.
However, only a comprehensive approach to human ecology and the integ-
rated aasessment of the effects on human beings of all adverse environ-
mental impacts can provide a justified basis for the forecast and preven-
tion of long-term harmful effects,

There is no doubt that the health aspects of control programmes are
essential parts of environmental policy, but it is obvious that a compre-
hensive environmental programme must consist of a wider infrastructure
of services, These are often provided by departments other than that
of health, Environmental problems concern many government

16
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departments, such as those dealing with social affairs, towa planning,
water resources management, agriculture, trade, science and industry,

Main argurmnents against a health department being respongible for
environmental protection ‘

1. It focuses its attention on the delivery of health care, giving second
priority to environmental health programmes,

2. It does not cover large segments of environmental parametgrs such as
transportation, land use, energy needs and alternatives, nature conser-
vation, '

3. Comprehensive environmental planning is impossible if only health-
related problems of the environment are considered.

Main reasons why a health department should be responsible for environ-
mental protection

1. Many environmental problems are based on health effects; the pri-
mary purpose of environmental control is health protection and promotion.

2 It has well established contacts with epidemiology, vital and health
statistics,

3, It has the longest experience in the field of environmental health and,
in many cases, the most qualified manpower.

4. Criteria and environmental standards are based primarily on primary
standards which are of a biological nature 2nd related to the response of
the organism, .

5. The general public is most sensitive to health-related problems.

As far as environmental protection legislation is concerned, there
is a tendency in a number of industrialized countries to consolidate various
items of environmental protection legislation and to'introduce comprehen-

sive legislation covering the environment as a whole, '

Main profiles of environmental manpower mix (professionals only)

Environtmental health manpower planning is virtually non-existent,
nor does an accepted methodology for planning exist. The WHO Regional
Office for Europe initiated a study on environmental health manpower
requirements in pilot areas of five European countries in 1972.  On the
basis of the preliminary results of the study, which is still in progress,
the conclusion can be drawn that the number of environmental health pro-
fessionals per million population is similar to the number of physicians
per million population in countries with, say, mid-level development of
health services. The present expenditure on environmental health ex-
pressed as a percentage of annual GNP per capita already amounts to
aver 6%.
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PROGRAMME

Tuesday, 26 Novemher

09,00 - 09.30 Registration

09.30 - 10,00 Opening of the meeting

10,00 - 10,45 Plenary session:

Medical School Policy - A Joint Respon-
gibility of Ministries of Health and of
Education: The Ministry of Health Point
of View

Plenary session: Continuation and discussion

Plenary session:

Medical School Policy - A Joint Respon-
gibility of Ministries of Health and of
Education; The Ministry of Education
Point of View

Plenary session; Continuation and discusgion

Plenary sesaion:

Medical Schoel Policy - A Joint Respon-
sibility of Miniastries of Health and of
Education: The University Point of View

15.45 - 16,15 Plenary session: Continuation and discussion

16.15 - 16, 45 Other business

Wednesday, 27 November

09.00 - 049.45 Plenary session;

Continuing Education and the Quality of
Medical Care

Group discussions
Group discussions
Group discussions

Plenary session: Reports on group discussions
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Thursday, 28 November

09,00

09. 30
11, 30
14, 30

16,15

Friday, 29 November -

09, 30

11,00

12, 45

15,45

17,00

08, 30

09.15
11,00
14,00
15. 45

16, 30

09,15

10,30

13,00

‘15,15
16, 30

17.00

Annex IIT

Plenary session:

Training for General Practice : Educa-
tional Planning

Group discussions
Plenary session
Group discussions

Plenary session

Plenary session:

Environmental Health Manpower Planning:
The Role of Medical Education

Group discussions

Group discussions

Group distussions

Plenary session: Reports on group discussions

Resumé, and closure of the meeting

19




LIST OF PARTICIPANTS

AUSTRIA

Professor W. Platzer
Dean of the Faculty of Medicine, University of Innsbruck

BELGIUM

Professor R. Borgligraef
Dean of the Faculty of Medicine, Catholic University of Louvain

Dr R. Potvliege
Professor, Faculty of Medicine, Free University of Brussels

CZECHOSLOVAKIA

FProfessor G, Catar
Dean of the Faculty of Medicine, Comenius University,
Bratislava

Professor J. Rodling

Deputy Director, Institute for Postgraduate Studies in Medicine
and Pharmacy, Prague

DENMARIK

Dr Annelise Bach
Dean of the Faculty of Medicine, University of QOdense

Miss I, Dybdal ‘
Head of Section, Ministry of Education, Copenhagen

Dr P, Juul-Jensen
Dean of the Faculty of Medicine, University of Aarhus

Professor B. Sdrensen
Dean of the Faculty of Medicine, University of Copenhagen
FINLAND

Dr A,N, Marttila
Chief, General Office, National Board of Health, Helsinki

Professor J.K. Visakorpi
Dean of the Faculty of Medicine, University of Tampere

20




Annex IV

FRANCE

Dr P, Labrousse
Chief Medical Inspector, Medical Advisor to the Directorate-
General of Health, Ministry of Public Health and Social
Security, Paris

Frofessor J.-C., Renier
Dean of the Faculty of Medicine, Angetrs University Centre

GERMAN DEMOCRATIC REPUBLIC

Dr Maria Guertler
Deputy Director for Postgraduate Medical Education, Academy
for Postgraduate Medical Training, Berlin

Dr B. Mros
Head, Department for Undergraduate and Postgraduate Medical
Training, Ministry of Public Health, Berlin

Dr K. Seidel
Director, Department of Psychiatry and Neurology, Humboldt
University, Berlin ,

GERMANY, FEDERAL REPUBLIC OF

Dr O. Hovels
Dean of the Faculty of Medicine, Johann Wolfgang Goethe
University, Frankfurt-am-Main

Dr P, Huelsmann ‘
Ministry of Social Affairs, Land Schleswig-Holstein, Kiel

Dr B. Mondry
Ministry of Science and Research, Land North Rhine-
Westphalia, Dusaseldor{

HUNGARY

Professor F. Kulka
Deputy Rector, University of Medical Sciences, Szeged

Dr G. Szabo
Professor of Medical Biology, Rector, Medical School Medical
University of Debrecen




Annex IV

ICELAND

Dr O. Bjarnason
Dean of the Faculty of Medicine, Professor of Pathology,
University of Iceland, Reykjavik

IRELAND
Professor J. McCormick (Rapporteur)

Dean of the Faculty of Medical, Veterinary and Dental Sciences,
Trinity College, Dublin '

Professor E.M. O'Dwyer
Dean of the Faculty of Medicine, University College, Galway

Dr A, Walsh
Senior Medical Officer, Department of Health, Dublin

ITALY

Dr G, Lotti
Director, Italian Centre for Medical Education, San Remao

Professor B, Paccagnella (Chairman)
Dean of the Faculty of Medicine, University of Ferrara

NETHERLANDS

Mr B, T,G, de Jong
Fublic Health Qfficer, Medical Adviser, Department of Educa-
tion, Ministry of Public Health and Environmental Hygiene,
ILeidschendam

Dr P.D, van Leeuwen
Head, Department of Training Hospitals, Ministry of Educa-
tion and Sciences, The Hague

Professor H, A, Tiddens
Dean, Medieal Faculty, Maastricht

SPAIN

Professor J.R, del Sol Fernandez
Chair of Gynaecology and Rector, University of Valladelid

Professor J,R, Zaragoza Rovira
Faculty of Medicine, Head, Radiology Department, University
of Seville 23




Annex IV

SPAIN {(contd)
Professor A, Rodriguez-Torres
Directorate General of Health, Chair of Microbielogy, Faculty
of Medicine, University of Valladohd
SWEDEN
Mrs B. Hedman
Head of Section, Office of the Chancellor of the Sweldish

Universities, Stockholm
Mr L. Werks
Department of Medicine I, University of Gothenburg
SWITZERLAND

Mr I, ~M. Barras :
Scientific Assistant, Sw1ss University Conference, Bern

Professor G. Floersheim
Dean of Studles, Faculty of MEdlClnE, University of Basel

Dr U, Frey

Director, Federal Public Health Sexrvice, Bern
TUREKEY

Dr T, Alan
Director-General of External Relations, Ministry of Health
and Welfare, Ankara

Dr Qlcay Neyzi
Professor, Faculty of Medicine, University of Istanbul

USSR

Dr XK. M. Lakin
Rector, Stomatological Institute, Moscow

Dr V.I. Petrov
Rector, First Moscow Medical Institute, Moscow

23




Annex IV

UNITED KINGDOM

Mr C.A. Clark
Secretary, Medical Sub-Committee, University Grants
Committee, London

Professor R. A. Shooter
Dean, The Medical College of St. Bartholomew's Hospital,
London

Dr Mary Tate
Senior Medical Officer, Department of Health and Social
Security, London

YUGOSLAVIA

Dr M. Bajic
Asgsistant Professor of Physiology, Dean of the Faculty of
Medicine, University of Novi Sad

Dr M. Nikolic
Secretary for Education, Science and Culture of the Socialist
Aytonomous Province of Vojvodina (SAPV), Executive Council
of SAPV, Novi S5ad

Professor B. Radmanovic
Department of Pharmacology, Faculty of Medicine, University
of Belgrade

Professor ¢, Ravnik
Dean of the Faculty of Medicine, University of Ljubljana

REPARESENTATIVES OF OTHER ORGANIZATIONS

International Federation of Medical Student Associations (IFMSA)

Mzr J, Hansen
International Medical Cooperation Cornrnittee (IMCC),
Copenhapgen

Mr M. Krasnik

International Medical Cooperation Committee (IMGCC),
Copenhagen

24




Annex IV

OBSERVERS

Miss F, Dittrich
President of the Western European Nursing Group, Amt d, 8tmk,
Landesregierung, Landessanitatsdirektion, Graz, Ausgtria

Dr J, Nystrup

General Secretary, Northern Federation for Medical Education,
Statshospitalet FII, Risskov, Denmatk

Miss B. éstling

Northern Nurses' Federation, Director, School for Nursing
Professions, Gavle, Sweden

Dr E. Reerink

Medical Faculty, Instltute of Health Care Research, Maastricht,
Netherlands

Mr J. Tgrning
Ministry of the Interior, Copenhagen

TEMPORARY ADVISERS

Professor M, Geindre

Dean of the Faculty of Medicine, University of Grenoble, La Tronche,
France

Professor 5, Halter

Secretary-General; Ministry of Public Health and Family Welfare,
Brussels, Belgium

Professor J.F, Isakov

Chief, Central Department for Educational Institutions, Ministry of
Health of the USSR, Mascow, USSR

Dr A. Trzebski

Dean of the Faculty of Medicine, Departrment of Physiology, Warsaw
Medical Academy, Poland

Professor F. Valic

Dean, Andrija Stampar School of Public Health, Faculty of Medicine,
University of Zagreb, Yugoslavia

25




Annex IV

WORLD HEALTH ORGANIZATION

Regional Qffice for Europe

Dr J. Gallagher
Regional Qificer for Education and Training

Dr R. Glyn Thomas
Regional Officer for Organization of Medical Care

Dr R. Wiedersheim (Secretary)
Chief, Health Manpower Developrment

Headquarters

Dr R.H, Bannerman
Chief Medical Officer for Medical Education

Dr T. Fulsp
Director, Health Manpower Development

z26




