k - - P
2o pan b Tkl gty plabg S Aidca & oo

o Heat e i nleats Lo g v
Hhotald b Clinob—

CONTINUING EDUCATION FOR
PRIMARY HEALTH CARE

Original: English

E:aCM. £, a_.g..,(,t,/{ - Q,.@_,.M,Q(-;, ¢ gt
(s o s - g et |
Pﬁim,'l_f.l---tr-f-} doatitd i e - f

Fremhls
g%/‘t..grf-f s
Report on a Seminar
San Remo
19-21 October 1981
WORLD HEALTH ORGANIZATION
Regional Office for Europe
COPENHAGEN
ICP/MPM 019
1982 4873K

{(‘0/1‘4()”:@6’5?“'




Nate

The issue of this document does not constitute
formal publication., Tt should not be reviewed,
abstracted or quoted without the agreement of the
World Health Organizatien. Authors alone are

responsible for views expressed in signed articles.




Annex

Annex

Annex

Annex

CONTENTS

Infroduction o 4 4 o v v 4w w v v e e e e e e e e s e s
Why continuing education for primary health care? . . . . , . .
Cempatencies and skills for primary health care . . . . . . . .
3.1 The methed used by the Seminar to identify PHC competencies
3.2 The new competencies and skills for primary health care -

Continuing educatien in support of primary health care:
conditions, organization, methods .+ & & - 4 v & o & « « « « &

Conclusion . v v v v i i i s e e e e e e e e e e e
1(a)} Regional strategy for sttaining healch for all . . . .
1(b) Regional programme in health education and lifestyles .
2 Identificarjion of functions and tasks in primary health

summary of work of groups e e h e a e e e e e

3 List of participant® .+ .+ & & 4 4 v 4 ¢ 4 ¢ 2 = 2 4 4 W

Page

12

13

1

0
23







ICPE/MPM 0%
5857 3K
page 1

1. Introduction

The Regional Committee for Europe of the World Health Organization at its 1980 wmeeting adopted
Lthe Regional Strategy for ALLainiEg Health for All by the Year 2000 as the Buropean component of
the corresponding Global Strategy” adepted ia 1981 by the World Health Assembly. The Assembly,
in 1979, had declared primary health care to be the key to attgining an scceptable level of healih
for all.® Earlier, in 1978, the Alma-Ata Conference on Primary Health Cared had described in
bhroad outline the nature and scope of primary healrh care; the sLrategy adopied by Lhe Regional
Committee for Europe is in essence the application of the Alma—Ata concept of primary heglth care
ta the Buropesn Region. It is for countries to adapt AL to Ltheir specisl needs znd conditiens, and
to gdd te it other elements as they see Fit to do so.

The regional strategy has far-reaching implications for the organizatien and practice of
healcth care in the ¥uropean Region. These implicatiens at present sre far from being worked our in
detail or in the many different forms in which the countries of the Region will evemtually put them
into practice. It has correspondingly important implications for the education and iraining of the
health care workers, professional and nonprofessional, who will be the practitioners of primary
health care, because the new orientation of practice will demand prefound changes in attitude,
competencies and skills, and in medes of heafth care practice. While education and training alone
cannol be expacted to briang abeut the necessary reorientation of health services and changes in
health care pragtice, these cannot come about witheut & considershle effort in education and
training. There are two crucilal censideratieons. One is that most of the health care
professionals - medical, nursing, sanitarian, social work, and others = upon whom Lhe reorientation
of health care practice will depend are already in practice or will be entering practice in Lhe
next few years; thelr training has not taken any accoun® of the changes that must be made 1in
primary care if their countries pur inte effect the strategy they have adopted for atiaining healih
for all. The other considerafion is that there are very fow "experts" in the practice of the new
primary health care; there is no comprehensive operational model, and there are few people with
experience, on which ro base the retraining of those health care workers already inm pracLice or the
education and training ¢f undergraduate students of the health professions. This means that the
countries of the European Region, now committed to the Regional Strategy for Attaining Healih far
All by the Year 2000, at the same time as they set sboul reorienting their health care servicas,
are faced with the problem of finding ways and providing oppertunities for the health care workers
concerned to learn the new competencies and skills that the primary health care appreach calls
for, This problem, therefere, of continuing education for primary heslth care, Lhe WHO Regional
Office for Eurepe sees 25 oné on which countries have to take early action and one which must be
given 4 high place in its programme, particulary for the six-year peried of Lhe Seventh General
Programme of Work of WHO, namely 1984-1989,

For this reasen the Regional Qffice, with the collaboration of the Government of [taly,
organized a Seminar on the Continuing Education of Health Workers in Primary Healih Care, at
San Reme at the Centre for Medical Education from 19 to 21 Oetober 1981. Itz main purpose was Lo
determine from an snalysis of the Regional Strategy what should be Lhe characieristics of a
continuing education
service that health authoriries or professional associations could use as a support measure tor
primary healih care. Another purpose was to demonstrate and test a method eor process of
formularing health-care and health-service problems, identifying and analysing the functions and
tasks required to deal with these problems, deriving the competencies, askills and attitudes that
primary health care workers will need in order to perform the identified functions and tasks, and
from there identifying the main characteristics of a continuing education system - its
organizaticn, its relations te the primary health care system, and its methodology ~ as a support
measure to primary health care.

The Seminar participants numbered 24, from 15 countries of the European Region, together wiLh

four WHO staff members (see Anmex 3, List of Paxticipants). At the formal cpening session they
were welcomed by Professer R, Vannugli, Director of International Relatiens at the Minislry of

8 Document EUR/RC30/S.

b Glabal Scrategy for Health for All by Lhe Year 2000, Geneva, World Health Organization,
1981.

€ World Health Organization: Handbook of Resolutions and Decisions. Geneva, World Health
Organization, 1973,

d Alma-ara 1978; primary health care. Geneva, World Health Organizatien, 1978 {Health for
All Series, No.l).
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Health of Italy; the Deputy Mayer of San Reme, on behalf of the Province of Imperim;@
Dr G. Letti, Director of the Centre for Medical Educatien gt the Villa Nebel, San Remo; and

Dr A, Wejtczak, Director of the Service of Research, Plamming and Human Resources at the WHO
Regional Office for Eurepe, on behalf of the Regional Director, Dr Leoa A. Kapria.

Dr G. Lotti was elected Chairman of the group, and Miss A. Lavan and Ms H. Semmalkorpi as
Vice=Chairmen; Dr J. Gellagher, Secretary of the meeting, was elected Rapparteur.

2. Why continuing educarion for primary health care?

In introducing the first working session of the Seminar, Dr A, Wojtczak described the
background to rhe Eurcopean Regicnal Strategy for Attaining Health for ALl by the Year 2000, a
strategy which should be seen as a collaborative effort between WHO and its Member States, drawn up
on the basis of a considerable ameunt of consultarion between the WHO Regional Office and the
countries of the Region. This background is reflected in the report of Lhe Alma-Ata Conference on
Primary Health Care® and, in relatieon te Europe, in the publicaticon Primary Healih Care in

Europe,® as well as in Lhe Eurcpesan regional sirategy documeni, of which an abridged version was
prepared for the Seminar (Amnex 1(a), (b}). It is essential Lo Ltake this background into account
in any consideration of the role of education in promoting and supporting primary health carc.

The key role of primary health care in the strategy, as the most important parl of a countey's
comprehensive health care system, justifies a major diversion te it of a country's resources,

ancluding educational resources. It is for thiz reason that the waim continuing-education efforL
must be directed at primary health care.

If it is accepted that primary health care means making the fullesr and most econcemical use of
resources to improve health, WHOQ and national health authorities have teo consider whal Lhis means
in terms of Lhe basic and coantianuing education of primary health care staff. Primary health care
has to be a gcientifically sound, socially acceptable form af health care related to people's needs
rather than enly te Lhe interests or concerns of the health professions, and the educational gystem
for heslth personnel has to reflect this. It depends uwpon the full participation of the public,
individually and collectively, in exercising responsibility for its own health, and on Lhe
callaboration of Lthe non—health sectors with the health sector in assuring the physical and social
environmental conditiens that will promote health; this has likewise Lo be reflected in the

edycational system. Primary health care thus has to be distinguished from primary medical care,
which, however, is an important part of it. Another essential feature, with imporianl educaiicnal

implications, is that it must be adequate, accessible, and acceptable to all sections of the
community. One implication of this, particularly for developed countries already well covered by
primary medical care, is that special atteation must be given to wvulnerable and high-risk groups:
the system must extend its direclt health care services to such groups rather than wait for them Lo
approach it. How health care services are reorganized Lo permit this kind of access will vary
amgng countries, but it vannor be dissociated from the other ¢lemenis of primary health care and
must be reflected in basic and continuing educaticon.

It has been estimated thar in the European Region about 73% of health care is lay care, abuoul
20% is provided by primary care professional workers, and 5% at the secondary and Lertiary care
levels - so~called high Lechnology medicine. Primary heslth cere must be supported by the
secondary and terciary levels of health care so that it can provide essential care on a continuing
basis. Thiz implies Iin most countries a fundamental change in the relation belween primary care
and secondary and tertiary care, and the nead for each couniry to study carefully how,
particularly, sccondary care can best play its role vis—3-vis the primary health care system, and
be assisted by continuing education to do so.

Dr Wojtczak referred to the three main components of the regional strategy: the prometion of
lifestyles conducive to healch, the reduction of preventable conditions, and the provision of
adequate, acceptable and accessible health care services for all. In additien, the Regional

4 The Pravince of Imperia covered the board and ledging cxpenses of 20 of the participants.

b Alma=-Atz 1978: primary health care. Geneva, World Health Organmizatien, 1978 (Health for
All Series, No.LJ.

© Primary health care in Eurcpe. Copenhagen, WHO Regional Office for Hurepe, 1979 (EURO
Reports and Studies, Ne. 14).
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Committee had asked that anather companent be included, relating to the reductian of poverty by
various measures, since, although this is a matrter primarily of national policies, poverty has =
considerable bearing on health. The strategy includes also SUppeTL measures Lo primary healih
care, mainly health sérvices research, and ¢ducation and training. The Seminar had to LonSder
continuing educatioen in this supperL role,

In designing national strategies for health for all, and rhe use of the primary health carg
approach, countries will have to take account of certain facts about heslth manpewer. One is that,
in general, in EBuropean countries there is an oversupply of physicians, even to the extent of
unemployment among medical graduates in some countries. There is the problem, in relation to the
manning of health services, of over-specialization particularly in medicine; it derives from
increasing scientific divisions of disciplines without regard Lo practical needs of healrh
services, and leads consequently Lo an uneconemiv use of manpower. Similarly, there has been in
Europe a proliferation of catepories of health manpower, upwards of L5350, all tending Lo develop
independently, with their own technologics and special interests, and not particularly responsive
to the varied and varying needs of health sefvices or inrerests of consumers.

To 2 greal extent, therefore, for the best and most ecomomical use of manpower resources in
the vause of health, Eurcpean countries have to take a very critical leook aL these manpower
problems and at the educational systems that produce them. The need Lo orient medical and nursing
education, as well as that of ether health professions, towards primary health care, to strike a
betrer balance between it and high rechnology medicine, has now become pressing if these
professions are to realize their gredat potential for primary health care and "health for 2l11". In
this Seminar the focus was on the continuving education component of health professional education:
how, by means of continuing educatien, cam health practitioners and all others c¢eoncerned with
primary health care ¢btain the new orientation and acquire the new skills and competencies Lhat
will equip them for the necesaary teamwork for betrer health? This demands new ways of using
continuing educalion, ways of applying well established but gemerally ignered educatieonal
principles and metheds in support of primary health care.

The $San Remo Seminar marked for the WHO Regional Office for Europe the beginning of a new
phase in its promotion of continuing education of health personnel. Previous activities®,b,.c.d,e
had covered exhaustively principles, purpeses, organization, metheods, shortcomings and olher
aspects of continuing education for health personnel and there is neo need for WHO to go ever that
ground again. Results, in temms of application L¢ naticnal health-r¢lated centinuing education
systems, have been meagre. Now, however, there is a very definite goal to which the education and
training of health persennel has to be oriented. The commitment of countries of the Region to
health for all by the year 2000, and te primary health care as the key approach te achieving that
goal, cannct be realized without very substantizl support from conlinuing education. The generally
prevailing methods of centinuing education in the European Region have almost ne veniribulion Lo
make in this respeci. WHO, in cocperation with countries, has to give special arrention now Lo
prometing centinuing education in a form that health authorities can use flexibly and with
discrimination to promote and support primary health care. GCountries musL begin that process by
spelling oubt fhe particular form that primary health care will take in each country apd Lhe
resources they will apply teo it. Only then can educatieon begin Lo funciion &3 8 supporl measure.
The Eunrepean regional strategy document is a statement of policy and methed from which ¢an be
derived principles and guidelines for organizing a continuing education service an support of
primary health care, The Seminar was the first opportunity for a group of European educatoers of
health personnel and of others concerned with primary health care and ¢entinuing educalion ta carry
out such an exercise.

N A . ‘ ! ; A . .
WHO Techaical Report Series, No. 534, 1973 (Continuing education for physicians).

b Relevance of educational planning to healith preoblems: repori on a Working Group.
GCopenhagen, WHO Regional Cffice for Eurbpe, 1976.

¢ Continuing education of health perseonnel: report on a Working Group. Copenhsgen, WHO
Regional Qffice for Burope, 1977.

d ConLipuing education of health persomnel as a facter in career developmenl: report on a
Werking Group. Copenhagen, WHO Regional Office for Eurepe, 1979 (EURC Reports and Studies, No. 6).

€ Continuing education of health personnel and its evaluation: report on a technical
discussion. Copenhagen, WHO Regional Office for Eurcpe, 1980 (EURQ Reports and Studies, No. 33).
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Professor €. ILandele, Vice-President of the Eurcopean Academy for Conlinuing Medical Education,
in his opening address warncd against a tendency Lo ascribe shortcomings of health care services
exclusively to lack of professiomal competence. Many other factors had te be corrected or
canditions satiafied, without which even highly competent heslth professionals could not functian
adequately. Laws thal obliged health care practitioners to attend coursea rhough the necessary

educational resources were lacking, or health service deficiencies other than lack of competence of
medical or nursing practitieners not attended te, could only bring continuing education into
disrepute.

Besides Lhe necd to reorient technical staff to the primary health care approach, Professor
Iandolo referred to the need to train health sdministrators snd managers in the new approach. An

imporrant aim of continuing education must be to contribute to such standards of orgsnizarioen and
effectiveness of primary health care services as will enable primery health care teams to satisfy

L t I . . . . ,
communities’ needs with much less recourse to the aspecialized e¢linical services than occurs al

present. An efficient and cost-effective use of continuing education demands an organizarien and a
methedology thei can meet the cducatiemal needs of multidisciplinary teams at the place of work and

in respect of actual health problems.

3. Competencies and skills for primary health care

3.1l The method used by the Seminar to identify PHC competencies and skills

The purpeose of the Seminar was to determine from the functions and tasks that comprize primary

health care in the Europesn Region, and the corresponding competencies (or combinatione of skills)
that PHC will need, what sheould be the characteristics of a continuing educaiion sysitem ar service

which health autherities could use in & systematic way in suppert of PHC. Since the regional
strategy document is a statement ¢f Lhe main groups of problems that PHC in the European Region is
to be designed to reduce, and an outline of the strategies that healrh authorities are expected to
apply to their reduction, the document was used, in an abridged form (Annex 1(a)), as the main
working paper of the Seminar; participants drew also on their own knowledge and experience of the
health—care and heslth-service problems of their countries,

The firat working session of the Seminar was given over Lo an explanarion of the regional
strategy and of the nature and scope of primary health care, as a background to the werk on the
role of centinuing education in suppert of primary health care. Participants then had an
opportunity te obtain clarification on various aspects of the strategy and Le relale it to
conditions with which they were familiar in their own countries. The study of the problems for
which the strategy was devised was continued further in the firsi group sessions when participants
were assigned to four groups according to the classificarion of problems used in the strategy
document, viz., problems related to lifestyles, problems related to the physical and social
envirenment, and failings in the health services (twe groups). Each group wag given the task of
listing, within the category assigned re ir, typical preblems and their different clements and
dimensions. The outcome of each group's discussion was then presented teo, and further elaberated
in, a plenary session. A summary of this part of the work of Lhe groups is attached as Annex 2.

The groups werg then asgigned according to the three compenents of the regional strategy: the
premotien of lifestyles conducive to health, the reduction of preventable conditions, and Lhe
provision of adequate and accessible health care services for all. H®ach group analysed one or more
typical problems of those it had listed, im order to derive the PHC approach to its reduction and
thence te identify the functiens or tasks of PHC teams that this approach implies, and the
corresponding new competencies and skills rhey will need. The groups also indicated some of the
changes needed in the structure and organizatien of health care services, and in educational
systems for health persennel, in order to permit the use of the PHC approach and the exercise of
the pew competencies it demands, and without which centimming education canmat be expected Lo have
g significant impact.

~ From the output of rhis group werk and its further elaberation in plenary sessions Lhe groups
derived the characteristics of a continuing éducation which would meet the educztional aceds they

had identified and accord with the main features of PHC: the assumption by communities, families
and individuals of responsibility for their own health; multisectoral cooperation in heallh
promotion and disease prevention; extension of health care coverage for underserved or vulnerable
groups; and appropriate techmolegy far health. The characteristics of continuing education
included iis orpanization as a system or service, its relatien to the PHC services and to other
parta of the educatienal system for health personnel, its functions a&nd methods.

Since all four groups found that, in general, the three componentz of the regiomal strategy
called for the same range of new competéncies for which ceatinuing sducation would be needed, their
conclusions are summarized in the following paragraphs.
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3.2 The new competencies and skills for primary health care

The essential role of community responsibility for its cwn heaith, which PHC is intended to
promole and support, requires a decentralized, locakized approach which will vary with physical,
soeciocultural and ecencmic condirions, with the oature and degree of community invelvemenl and
multisevioral cooperation in the health care effort, with attitudes and rraditiens of the health
professions, and with other factors. PUC teams must be able te react and adapt te such
circumstances rather than impose stereotyped forms of healrh care. It follews that they must, te a
great extent, be able te¢ identify their own educational deficiencies in relation te Lhe demands of
the local situatiom, thereby determine their own educarional neecds, and take 8 considerable degree
of responsibility for rheir ocwn learning.

The multifaceted nature of PHC requires tesmwork, which must be multidisciplinary within the
health sector, and multisecteral. The best use of all other PHC skills will depend greatly on
skilful team functieoning, and inm this respect leadership and supervision are crucizl. The
possibilities for joint healrh aerien on the part of the health and other secters opened up by PHC,
te which wseful contributions can be made by many social sectors, both govermmental and veluntary,
call for high standards of teamwork competence on the part of the nuclear PHC team since, for one
reason, the centributiens rhat "sutsiders" can make to health protection will ofren be just as
essential as those of health care workers, and this must be recognized by the PHC team. With
regard to community health and primary care in the European Region, there are few models or litrle
cxperience on which te draw for purpeses of either team develepment or continuing education for
team davelopment; primary care teams, of which there is a growing number in some European
countries, cannot often be said teo function as teams or Lo provide more then conventicnal primary
medical care. ‘

There are instances of primary medical and nursing care practitioners coming together with
social welfare staff te learn from eone another how Lo function in an integrated way in respsct of
patients/clients and families whom they serve in commen, sometimes using for learning purposes
instances of obviously unintegrated and inefficient ways of providing services., This suggests
thar, ar least at an elementary level of ream functioning, where different kinds of service are
heing provided to the same families or communities, team leaders and supervisers should be able to
recognize deficient team functioning and take appropriate actien, This is5 a problem also for PHC
manpower mansgement: those responsible should be able to apply criteria of teasm functioning in ihe
gelectlon, assignment, training, and perfermance evaluation of PHC staff.

aApart from teamwerk skills such zs supervision and leadership, the new operational
competencies identified can be classified as (i) those needed to keep the PHC team and its
population informed of their heaith problems - their incidence, prevalence, disiribution, severiLy,
effects - and of preogress in conitrelling them, and {ii} those needed in performing direct
health~care and related or suppeorting functions. The first group includes mainly epidemiclogical
and socielogical skills and relsted informsticnal, statistical, and communication skills. The
second group, apart from the conventionzl health-care skills, are mainly educatiomsl,
communicatieonal, organizatienal, managerial, and supervisory skills.

Such 2 listing and classification of competencies amd skills must be complemented by reference
Lo the conditions in which they are to be applied, to their purpvses, and te the level of
competence demanded by the functions and tasks of PHC teams. The conditions in PHC include the
exercise of community responsibility for health, the cooperation of nen-healilh secteors, snd Lhe
balaacing of cliniczl/medical care with preventicon and health prometion by a consistent effort eon

the part of all collaborating sectors to deal with causes of digsease and ill health in lifesiyles
and uchealthy environments. Consequently, demands on PHC teams will vary from one community teo
another, and the aecedod combinations of skills and different levels of skills will vary accordingly.

Examples of competencies which the primary medical practitioner will need are; bhow te deal
with patients' psychosocial problems without "medicalizing' them; how to combine clinical care
with an epidemiolagical approach to disease control; how to take part in a concerted aational
educational campaign simed ar specific target groups in respect of lifestyle problems such as
smoking, alcohol abuse, and unhealthy diets; how to practise secondary prevention by adepting
methods of practice that facilitate early diagnosis of chronic diseases; how to stimulate PHC
actien by non-health sectors in the interests of vulnerable groups.

Epidemiclogical competence in PHC was described as more a "way of thinking' than the use of
specialist epidemiological methods, or as being able to employ a public health appreach, or "field
epidemielegy', in health care in conjunction with clinical care. Participants referred to the
difficulty or impossibility of medical practitioners applying this kind of competence when Lhey are
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remunerated for specific services or irems of sepvice, However, even where an epidemiclogical
approach te health protection in primary care seems feasible and, as in the United Kingdom, where
almest the total pepulation is listed for primary medical care purposes and age-sex registers have
been established, rthe potential of the epidemiolegical approach to health protection and to the
reduction of inequalities in health is not being realized. Comperence in this respect is basic to
PRC, as well as a srructure of health care gervices which permits its application.

Educational compectence is another set of skills basic te PHC, mainly for health educatien of
the public but alse to some extent for professienal education since it is likely that some members
of PHC rteams will have professional education functions. One important aspect of educational
LQmPELe“CE is that needed for self-educatien ipcluding, as stated above, being sble to identify
cne's own educatieonal defICLEnLLEB and needs in relatien to the communities being served, and
taking responsibility for one's own learning.

The role of health education in PHC in the European Region, especially in the promotion of
lifeatyles conducive to health, is discussed in a WHO document of which an abridged veraion was
provided to the members of the "lifestyles group" at the Seminar (Annex l{b)}. It indicates Lhe
main aims of health educatien in PHC and suggests in general terms the competencies needed to
achieve thege aims. An important issue for countries to resolve, before definite decisions can be
made about competencies and training needs, concerns the roles of professional health educaters and
of health professionals who are not specialist health educarors. The exrent to which communities
and families exercise responsibility for health and for self-care will influence also the demanda
that will be made on health education.

With regard to lifestyle problems the health educatien competency expected of a PHC team must
bz that which can set feasible and worthwhile objectives and produce the planned degree cof
behavioural change. 4 key educational skill for the PHC ream, ther¢fore, must be that of ability
to evaluate its health education effert against the degree and consistency of behavioural change
produced. Specific health education skills ideatified by the group in relation te a lifearyle
problem (smoking) included those of classifying problems or dimensiens of problems acccrdlng to
feasibility, identifying and sclecting target groups according teo degree of risk, carrying out
gpidemiclogical surveys with community participatien and disseminating their resulls te produce a

planned effect.

4, Continuing educatien in support of primary health care: conditions, organization, methods

From the exercises that the groups carried out im relarien to the identification and analysis
of problems, tasks, and skills they derived the follewing characteristics of rhe organization,
funLtlonlng, and mathods of a CDnLlnuLng education service, and of the relations between such &
service and a health care service. This series of charascteristics can be regarded as a checklist
of conditions and requirements which organizers of continuing education cam usc when appraising

existing educational pregrammes or planning new systems or services. Also they suggest studies of
feasibility, cost-effecliveness, methodolegy, and ather factops, in which WHO and Member States can
collaborate.

(1) As a condition for the effective use of continuing education in support of PHC the nature of
PHC and its scope and objectives must be made clear to the health protessions and to the public,
and distinguighed clearly from primary medical care.® It must be a widely accepted and a highly
valued and respected made of practice; otherwise, continuing education or any other support
measure cannot be productive. Acceptance by the health care professiens will meap subscantial
changes in organization and methods of practice from existing predominantly primary medical care
practice bur, while it will be the task of continuing education to facilitate those changes, the
basic steps to restructure the services must first be taken by health autherities and the health

professions.

AL present neither the public nor important eorganizations such as trade unions or political
parties are aware of the goal of health for all or the primary health care approach. Mcans muslL be
found of publicizing and popularizing the goal and the appresch, in view particularly of the
eggential part that individual and collective responsibility for health has to play in primary
health care. Communities, families, and individuals must be well-informed about the

% See Kaprio, L.A. Primary health care in Europe Copenhagen, WHO Regional Office for
Eurepe, 1979 (EURD Reports and Studies No. 14) See Secrion 3 foar a diacussion of the problems of
digtinguishing primary health care from primary medical care in the European Regien.
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nature of their health problems, and particularly their social and removable causes, and of Lhe
stresses and health hazards Lo which they are subjected, so that they are motivated Lo sssume

responsibility for taking actien te protect their ewn health.

(2) There cannot be a uniform system of primary heglth care for all countries. It has Lo develop
from what exists already. Continuing education is one of the means that a health avthority will

have Lo uze to moadify a service gradually in the direction of primary health care and to integrate
networks of services — both health and health-related - inte a primary health care system. It may

be considered as a means by which PHC teams learn and improve the skills for working with their
communities to define and formulate their common health care problems and solve or reduce them; it
15 not a matter of "filling the container" of health professionals with knowledge or infeormation.

{3) A national continuing~education system as a support measure re primary health care weuld have
two main roles. One would be, as part of a systemapic implemenifation of national policy, to
"injecr" into a natienal PHC system new skills and perspectives, mainly educational,
epidemiological, and sociological, and ta promote team develepment. This would need Lo be
undertaken in associatien wirh various non-educational measures — legislative, organizatiocnal, and
others - withowt which education would have little impact ¢nu health care praciice. The other, aL
the local level, would be to respond to specific educarion and rraining needs of PHC teams; this
conld include assistance in assessing competence and performance, and inm determining causes of
gsub-standard performance or of failure te achieve health care objectives, adviszing on methods of
learning new skills or erganizing training activities when necessary, and helping teams to develop
and function as teams.

(4) Participants considered that a continuing=-education service office (CESCJ), responsible in =
district or region for meeting the educaticnal needs of a number of PHC teams, would best meet
corganizational needs. It could function as the main educational resource, or the resource agent,
for the local PHC services, providing some educationzl services direct and others

indirectly frem other educational organizatienms snd from other parts of the health services; it
would also help to develop the teams' own educational resourcefulness, including their capacity for
self-learning. It would have the educational-evaluation functieons of training team members to
carry out internal evaluation, including self-evaluation, of competence and performance, and of
participating in the evaluation of the impact of the PHC effort, equivalent in some respects to an
evalvation of the continuing-education service itself. Besides its evaluatien functioms it would
carry out educational research and have the capacity to draw on and apply the Ffindiags of such
research carried out elsewhere, especially in relation teo adult education.

The continuing-education service should be highly skilled in the use of eduvationszl technology
se that it can make available the needed advice and expertise on all aspects of educational
planning, from the assessment of professional competence as a basis for identifying educarional
deficiencies and needs to the evaluation of the impact of education in relation te the objectives
of the health services. It should be able to uge education in a discriminating way so as to ensure
that educaticonal reseurces are dot misused in trying to selve problems for which other solutions
would be wmore apt or for which other solutions are indicated besides an educational one.

{5} A continuing-education service can be part of a health serviece or of a separate educational
service; or it can be an autenomous organization with clearly defined responsibilities towards

health services and professional bodies. Clearly, a continuing-education service which is
independent from che healrh service in its structure and financing can undertake other activities

besides meeting specific PHC needs, but as a support measure its relatien to the healih service
wmust be that of a partaership, responding to identified needs of the service and of healih reams
rather than dictating the content and form of its educatiional services.d

(6) 1In the same way as a primary health care service at & local or district level will take rhe
form of a coordinated, articulated network of previously uncoordinated facilities and services, it
iz likely that & continaing educatien service in support of primary health care will also aften
take this form. To establish and maintain such a network of educational resources is a basic slep,
and one that will require considerable effort, in organizing a system of conlinuing education

Relevance of educational planning to health problems: report on a Working Group.
Copenhagen, WHO Regienal Office for Eurcpe, 1976 (Sections 2.2 and 3.2).
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for primary health care, sinee most institutions or agencies on which a continuing-education
service can draw have grown in isolation from one another and from the health services that they
will ba supporting.

(7} A naticnal continuing-education system will have its own different levels of functioning,
interrelating with one another, its peripheral level being supported by its regional and national
levela. Their respective responsibilities ghould be clearly specified, and sg far as possible
their functions in support of primary health care decentralized to the health service level where
they are most necded and can be used to best effect.

The PHC team in its own distriel, in close contact with the local community, will be concerned

with local health problems and their secial and other dimensions {or the health manifestations ot
such problems as unemployment or poverty or occupational hazards). One of the tasks of continuing

education will be to help the team to see the same problems in their regional or mational
perspective because this may, for example, modify how ir will deal with them lvcally eor affect the
prierity order in which it will try to solve them, influence the centributions of other secters Lo
their solution, or determime the demsnds that the PHC team will make on a centinuing—educatien
service.

(8} The organizatiom of continuing education in support of PHC should permit natiocnal health

palicies to be reflected in peripheral continuing education services, and it should permit alse Lhe
experience of peripheral education services ta be communicared te a central authority, particularly

30 that successful educarienal experiences may be propagated.

(9) In view of the wide scope of primary health care (as digtinct from primary medical care) and
espacially its multisectoral dimension, and the explicit responsibility of governments for
protecting their citizens' health - particularly that of the poor and underprivileged, who are moat
in need of measures to promote health and prevent disease — the respensibility fer ensuring the
quality and coverage of primary health care, and of continuing education as one of iis main suppori
measures, MUSL rest uitlmat&ly with governments. Alse they must ensure ihat just as access LO
primary health care is assured to the whole populaticn, #6 also must access te continuing education
be assured to the eéntire primary health care system.

(10) Countries may need t¢ review legislation and regulations concerning continuing education
because the official concept of continving education may not be consistent with ita role as a
support measure to PHC. There may, for example, be legal obstacles Lo the systematic approach Lo
continuing education to meet health care needs as ocutlined by the WHO Working Group on Continuing
Education of Health Personnel.® Thus, in one country, funds are no. provided for continuing
education of any group of health workers of fewer than ten salaried staff. In a number of
countries, continuing education iz very formalized and, as almesiL everywhere in the Burppean
Region, exclusively profession-linked. These and other instances of incompatibility between Lhe

concept of a health-service-linked continuving-education service advocated at the Sgminar and Lhe
established view of continuing education cali for a profound review and revigion of conventional

educational concepts; to begin with, health and education autheorities need to lay down criteria

against which existing and new systems of continuing education should be evaluated for impact on
health care and health services, and the educational systems should in all cases provide this
evaluation function as an essential component.

(11) Buresucratization in health services may hinder innovation in both health care practice end
continuing education. In particular, it is likely to present obstacles to community participation
and intersectoral ceoperation in solving local health problems, and to unorthedox ways of extanding
health care te vulnerable and underserved zroups.

Obviougly, bureaucratic procedures that gre incompatible with the exercime ot community and
family responsibility for protecting and promoting health, with multisectoral and multidisciplinary
teamwork, and with innovative forms of health care, will have to be reviewed and replaced; a

continuing-education service in conjunction with the healith service must be able Lo identify the
peints at which educatienal intervention can help to overcome bureaucratic obstacles, and apply the

necessary educational measures.

= Continuing education of health personnel: report on a Working Group. Copenhagen, WHO
Regional Office for Eurepe, 1977.
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(12) The basic or undergraduate education of health professienals, particularly of doctors and
nurses, concentrates almest exclusively on clinical training and the mansgement of rhe sick, and
hardly at all on meeting the health needs of populaticns. One of the tasks for continuing ]
education therefore, in respect of doctors, nurses, sanitarians and other health workers already in
practice or coming into practice, is to redress the consequent imbalance inm their competencies.
Eventuzlly, if the necessary changes are made in basic education, especially in undergraduate
medical and nursing curricula, this task of continuing education will become less pressing.

The community nurse is a pivotal member of the PHC team in that she iz usually more cloesely in
touch with the public and more health-oriented than other kinds of health worker, but community
nursing represents a much smaller propertion of all nurses than deo clinical nursing and its various

specialties. A reorientation of basic nursing education in favour of PHC should draw heavily on
the cxperience of pilot studies of PHC teams and of continuing education for primary health care,

Since progressive medical and nursing schools, sometimes joinily, are now incorporating
elements of primary health care in their community health teaching and research activitles, and
this is likely to be a growing trend, it is obvious that it would often be beneficial teo a
continuing—education service to establish an asscciation with such community health departments,
drawing on their training and research experience, and indicating problems thal need educaticnal or
health services research,

(13) Once a health authorily or national geverument takes steps Lo implement primary health care,
PHC teams will have to be trained in the elaborarion and practical application of such basic PHC
concepts as community participation, intersectoral collaboration, the extension of coverage to
underserved groups, and appropriate technoelogy for health. The application of these conceprs in
practice calls for special kinds of managerial, organizarional, communicatien, education, and other
interactional skills, largely new te primary care. Effectiveness in applying these skills ta
preventing disease and promoting health should be valued by the professions and the public as much
ag clinical skill is valued at present, and it will be a central fusction of continuimg education

in support of PHC ve help teams t¢ develop and maintain this effectiveness.

The elaberation of these concepts for practical purpeses can best be done in actual
prablem-solving contexts because of the great variety of forms they will take in different
countries and sociopelitical circumstances. Bince there can be pe universal pattern or meodel for
the application of these elements of PHC and they will take a great variety of forms in the
different countries and sociopolitical conditions of the Eurepean Region, their elaboration must be
an empirical process which can only take place in actual problem-solving contexts. A
continuing-education service wmust therefore be in a position to respond to educational needs which
ceme to light in local circumstances; consequently it must be problem-oriented, geared te
problem-solving rather than te. "theoretical™ teaching. PHC teams can acguire the combinations of
epidemiological, managerial, organizational, communicational, educaticnal, and other interactional
akills gradually in the ceurse of their work, with educational assistance; it is inconceivable
that these competencies can be learned once and for all in formal educatiomnal courses.

Health autherities and PHC workers should not feel intimidared by the list or range of new
skills that the PHC approach demands. These skills have to be assessad in relation to the problems
with which PHC teams become concerned; in the practical, preblem—solving, comtext it will, in
general, be seen that they do net require forbidding degrees of expertise. Certain skills such as
those of leadership, supervision, education, and communicatioen will have to be exercised at a high
level of competence and it is likely thar a continuing=-educztion service will need to be
particularly geared to training for such skills, especially because of their potential "cascade"
effects. The necessary revaluing of primary care vis-i-vis the secondary and tertiary levels of
medical care will depend heavily on the success with which continuing educatien can s3sist selected
members of PHC teams te develep these skills. It should not be forgotten that the secondary level
of health care will have new respenszibilities in support of primary health care, which should alsc
be a concern of continuing education,

(L4} Loglcally, in the light of its responsibilities for health care, the PHC service, and the
teams that comprise it, should have the primary responsibility for depermining their own
aducational needs, or at least for playing an important part in doing se. These needs are
determined mainly on the basis of an assessment of a team's competence for its functions and tasks
and of an evaluation of its performance in respect of its health care respomsibilities. The heslih
authority should set criteria for evaluating a PHC team's formulation of health-care and
healrh-service problems, and of its objectives in respect of these preblems, so rhat they conform
Lo PHC principles, particularly that they reflecr the community's perspectives. These criteria are
needed also for the design of continuing—education programmes. A continuing-education service
should be able to make available to a FHC service and its teams the skills they may lack for
identifying educational needs, and designing training or self-learning exercises or programmes
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accardingly; it should alse train PHC team members in these skills and provide them with
consulianl services as necessary sincé the team should be able to assess its own competence and
performance. Teachers or ecducational programme organizers must guard themselves against the
tendency to determine arbitrarily what PHC {e¢am members should learn, neglecting teo assess the
team's educational needs in relation to its health care functions.

(L5) One element of & continuing—education system for PHC should be, in each PHC team, a designated
team member responsible for educatienal tasks, maintaininmg liaisen with rhe continuiag-educatien
gervite, whe would take the initiative in assessing educational needs of the team and finding ways
of meering them. A coatinning-education service would be responsible for training selected team
members for this functien.

(16) Hesearch - eperatienal and educational - may be aeeded to ascertain the true nature of
problems o be selved and the best mix of functions, tasks and personnel, both within and ocutsaide
the nealth sector, that would solve them. This should be a joint function of the educational and
the PHC services, and also one for which PHC teams will need to be trained.

Good quality information is needed to ghow the points in the chain of ericlogy of a health
problem where intervention can produce worthwhile effects., Good epidemiological and sociological
data are particularly needed, and they must be well interpreted so that health care problems may be
identified and formulated in comprehensive terms which will permit an attack on their seurces
rather than oaly medical or nursing care. Im such a complex context a continuing education service
must be able to assess the validity of the preblem feormulatien that a primary health care team or
service has made, and of the tasks and skills that it has idenrified as these that are nceded Lo
deal with the preoblem.

(17} The cemmunity's perspective of a problem or of the means of solving it may result in PHC teams
having to undertake tasks for which they have not been trained; this is one respect ia which the
community may take part in identifying educational needs both of the nuclear PHC team and of others
who enter the team for a specific purpose. An important function of continuing education will be
ta train PHC teams in ways of metivating communities to take action in respect of health problems
and gupperting such action. Teams will have to learn how to apply the principle of maximum
delegarion of responsibility for their own health care to families and communities, and to promete
and support Lhe exercise ¢f such responsibility.

(18) A= a support service to FHC, continuing education has te be available to all categories of
primary care staff. In view of {he wide scope of PHC and the essential reles in it of non-health
gecrors and the community in general, primary care workers will ¢ften include professicnals from
non-health sectors and members of the public who undertake to take part in PHC activities. By
focusing on the PHC team rather than on separate disciplines, and en problem-solving rather than
didactic teaching, a continuing education service will ipse facte be concerned with all categorics
of team member, Health professionals must be open to educational guppori from nom~health
resources, particularly in learning from joint problem—seclving with nen-health~zector workers.
Multidisciplinary coentinuing education for PHC need not praclude profession-linked continuing
education whether for PHC or for other purposes, organized, for example, by medical or pursing
associations for their members, or by postgraduate medical institurions as is commen in eastern
European countries,

(19) The compogition of PHC teams can vary considerably according to the nature of the problems
that they set out to solve. It i2 usnal Le consider the PHC team as composed of dockors, nurses,
social werkera, and other professionals and non—professienals specifically assigned to FHC duties.
However, in relation to problems of lifestyles and of social and envirommental pathology, and to
failings of health services, the feam af any particular peint or in relatien to any particular
problem will have te include or employ the skills of varieous professionals and other workers from
ather gectors as well as members of Lhe public, Mewmbers of Lhe pnuclear PHC feam can be abt the same
time members of different PHC teams concerned with other problems.

This variability in the ceompesition of PHC teams has obvious educational implications;
continuing education can be used, for example, Lo better enable personnel from different sectoers Lo
work together towards common health objectives, or to provide health professionals with the akills
of cooperating constructively with members of the public or community representatives. Another
implication is that a PHC team need not always call on an educational service in order to obrain
new skills., It can sometimes "impert" them from other sectors. Often those who need Lo acquire
new skills can do so in the course of their work if they are well supervised, or from one or other
member of the basic or expanded team responsible for dealing with a particular problem. It can
also happen that defective teamwerk i1s not amenable to formal educational remedies but that people
from dirfferent sectors, for example, whe are motivated to solve a problam in coordinatiecn learn to
do so by becoming aware of Lhe problem and making an effort to solve it.
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{20) The premetion of team development throughout the whole PHC service of a country - helping each
team to establish a team identity and te function as a2 team — is likely to be the area that will

make the mesl formidable demands on continuing—education services. Health and educatiocn
authorities should not underestimate the skills which such a service must be in a position tao

supply and the difficulty in obtaining the services of qualified educators. They include as s
major element psychodynamic group-skills as well as organizational, managerial, informational, and
evaluation skills, and the ability to guide team members in acquiring the necessary teamwork skills
in the context of the health problems with which they are concerned.

A continuing-education service should be able to distinguish different levels of team
functiening, from the grossly inadequate to the excellent, and to establish indicators of team

funcrioning at such different levels, as well as eriteria which teams at different levels of
develepment could attempt to meet. In this respect continuing education should be closely

associated with PHC manpower management, which should see PHC team development a5 one of its main
objectives.

{21} The practice of primary health care in its medern sense, based on teamwork, with inter alis

its emphasis on community participation and the exercise of individuasl and collective
responsibility in health matters, and on the collaboration of public and private sectors other than

the health sector in the preveation and prometion of health, is largely new ground for both health
care and continuing education. Some European countries have made progress in applying the health

team concept, and there are health care tesms in which various aspects of the physical and social

environment are represented. However, in mapy countries of the Region there are formidable

abgracles = strucrural, organizatiensl, health-professional, legislative - to the kind of teamwork
that primary health care demands and che concept of the community health centre as its cperational

base,? as well as the expansion of the PHC team to include members of the public for particular
purposes.

For these reasonms an empirical approach iz indicated to continuing education for team
development, with the proviso that sound educational principles be obgerved inm devising educationsl
gsupport measures. This could begin with pilot studies of the functioning of health teams and of
continuing educatien for team development, in ordinary healrh care settings im different milieux
with different staffing patterns and practices; particular attentien should be given to ways of
overcoming or removing the common obstacles to teamwoerk in health care. Three types of setting
could be used for such studies:

{a) bhealth centres with an established primary health care team as ia feund in Finland and in
the United Kingdom, for example;

(b) places where primary health care teams are being esLabllshed for the first tiwme as ia,
for example, Spain, Portugal or Greece; :

{c} atypical primary care settxngs such as are found in the pelyclinic system of certain
egstern Huropean countries. .

(22) One of the conditions which must be met before a continuing-education service can make iis
optimum contribution to team development and team functioning is that the team's roles and
functions be well defined. This is primarily a matter for manpower planning and management on Lhe
part of a national health authority, but the team also, vis—&-vis ite approach to a healih problem,
must make explicitc its functions and tasks and those of its individual members.

There will often be an overlap of functions and rasks ameng some members of the PHC Leam;
these overlaps must be made explicit and an undue ragidily 3s regards "rights" or demarcation of
functiens aveided. However, care should be taken lest clinical tasks be overvalued at Lhe expense
of health prometion and dis¢ase preventien; a centinuing-educatien service can play its supporting
role particularly in this respect, to give health promotion and disease prevention their due place

in PHC.

{23) With regard te health education particularly for the prometion of lifestyles conducive ta
health, a cenditien for the effective use of a continuing-education service must be that the hezlth
educators’ roles and functions and expected level of competence, especially those of the health

2 Primary health care in Europe. (EURC Reports and Studies No. l4) Copenhagen, WHO Regiomal
Qffice for Europe, 1979 (Section 4).
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worker who is net a professional health educator, be clearly defined. A continuing—education
service should be able to contribute to this definition, to provide the necessary educational
support to both the professional health educators and the other health werkers, and Lo conlribure
to evaluating the impact of heslth aducational effarts, Iu some respects, both health education
and the digsemination of health information te the public will overlap with continuing cducatioa,

qiﬁce the artainment of some health-promotion and disease-prevention objectives will depend on
Jeint actien by communities, peliticians, and administrators and managers of health services and of

other related services with PHC functionms.

5. Cone lusion

The stated agim of the Seminar - to determine from an analysis of the Regional Strategies for
Attaining Health for All by the Year 2000 what ashould be the characteristics of a ceniinuing
education service in supperting PHC - had twe main elements: the process by which those
characteristics should be derived, and the sutcome of that process, viz., the characteristics of
continuving education in support of PHC, Of these two elements the process is the more important
because, if countries are to have effective continuing educatien in support eof PHC, these who make
the educarional plans and decisions must first master the process. The work of the groups in the
Seminar was a simulation, however imperfect, of that process.,

The outceome (section 4 abeove} is a series of statements of conditions and needs which the
organization of a continuing-education system in suppert of PHC should be designed to satisfy, once
a countyy goes ahead with reorienting its PHC services towards the model implied by the regional

stralegy. How these cenditions and needs will be reflected in actual organizational forms in
different countries and lecalities will have to be elaborared within countries. This will demsnd

in tutn a cevtain competence in educational planning on the part of both the health and the
education services, including the ability to evaluate the educational process apd iLs impact.

The primary lesson of the Seminar was that educaticonal decision-making hasz 2 logic which
depends on an analysis of the work to be performed and the circumstances in which it will be
performed, the previcus educational background and experience of those who need to be trained, and
an informed assesgment of the capacity of an educational service to provide the necessary support.
A health autherity should not aceept unquestioningly an educational solutien to a problem - at
national, lecal, or institutional level - which has not been derived from a diagnosis, against
well-defined ¢riteria, of the educational problems to be solved, and which cannot be shown by
evalualion to be achieving the purposes for which it was devised.

Health authorities cannot expect concinuing education to make 2 substantial comtribution to
primary health care unless they assure the conditions for the exercise of Lhe epidemiclogical,
sociological, educational, teamwork, and other competencies which must be the objects of continuing
educatien in suppott of primary health care. It would be wrong at the same Lime Lo take the view
that education can have no useful results before all Lhe obstacles to the practice of primary
health care have been swept away. A well-planned and well-directed educational enterprise can have
its own dynamic effects on a health service once its intended impact has been spelled out in terms
of health care. Despite the primacy of the health care service and the supporting role of
education, the educatianal service should be regarded net as being subservient to Lhe health care
service but rather as its partuer in implementing the national PHC pelicy.
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Annex 1(a)

REGIONAL STRATEGY FOR ATTAINING HEALTH FOK ALL®

The health gervices are poorly distributed. There are still groups who are grossly
underserved and without effective access to health care. The gap between the health standards of
different social groups has not been narrowed. Among the wealthier countries of the Region
progress has been uneven. It may even be questioned how much credit could be attributed to the
health care system. There are countries with infant mortality rates as low as 8 per 1000, while
others have rates which are twice as high; some countries have maternsl meortality rates as low as
5 per 100 00O live births, while others have three or four times as many maternal deaths, and
mortality rates among the middle—aged (41-54 years) range from 370 to 720 per 100 000 population.
These differences cannot be explained by levels of health spending, by the ratio of trained
manpower ar of haspital beds, or any other indicater of heslth resources.

The health investment of the past 30 years has been deveted mainly to dealing with the health
problems which have presented themselves, rather than te preventing these preblems arising in the
first place, let alone seeking out these at greatest xiek, Yet, for many health problems, the
curative actions have limired effect. Most imporrant of 211, much of the hezlth damage is
gelf=inflicted. In rhe nineteenth century, ceuntries were slow to respond to the accumulatisg
knowledge that impure water and bad sanitation were decimatin% the cities of Europe. Now, in the
late twentieth century, countries have been slow to find an effective response te the knowledge
that e¢ritical features of lifestyle and the environment are having major effects on health
standards. In both cases, the provision of remedial gervices is unot only a grossly inadequate but
also a grossly imbalanced response.

Very significant knowledge about health risks has been gained: the damage to health from
cigarette smoking, the abuse of alcohol and other drugs, and unbalanced mutrition is well
established, and it is well known thai & high proportion of accidents could be prevented. Progress
in combating these risk factors has been slow and relatively ineffective, so this iz where a major
healeth effort must be devoted over the next 20 years,

Within the healrh sector the emphasis has been on cure, or more often remedial treatment,
rather than on health promotien and health preventien, The mainly curative services have
concentrated on secondary and tertiary care, which treat health problems when already well
advanced, rather than on primary care in the community where problems can often be prevented or
treated earlier and more effectively, The ewphasis has been on what health care professionals can
de rather than on what people can do for themselves.

To achieve health for all will require a fundsmental reorientation of priorities over a period
of 20 yeacs. It has major implications for research, manpower training, cemsiruction, information
systems and evaluation. This reorientarien will need to take place against a background of an
aging populatien, social instability, and new lifestyles. The evolution of techmology,
particularly in energy preduction, electronics, chemiatry apd biology will further affect the
environment and the quality of life, and more structural changes are bound to occur in industry,
agriculture and service occupations. If chronic unenploymeat continues to grow in some countries,
or there are continual changes in employment in others, this is likely Lo lead Lo groups with
particularly high health risk, and to pockers of social deprivation and relative poverty, leading
to psychosocial disorders and socizl disruption.

What iz required is a planned and steady reorientation of the system. More cost—effective
ways must be found of doing what iz now done and needs to be deone, so thal resources can be
released te do what is currently left undome. This will require:

~ less use of costly Lnpatient care by a further development of day hospitals, outpatient
diagnosis, and early discharge policies with the full gupport of heme nursing and other
domiciliary services;

= 2 greater use of generalist care and a more selective use of specialist care;

T H e Ly : = . -
This abridgad version of the regional strategy document was prepared fo serve as & working

paper for the Seminar participants.
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- amorc cost-effective use of drugs, diagnostic tests and medical equipment and a wmore careful
evaluation ef innovations;
a greater delegation of selected tasks;
the promotion of self-care and risk avoidance.

The key instrument for putting the regional strategy inte effect iz an organized system of
primary health care to which all have access. This system of primary health care musti

be builct on the principle of community participatien,

be staffed by a mulridisciplinary team,

be supperted by an effective referral aystem,

prevent dizeases, promote health, care and rehabilitate,

reach out inte all homes and werkplaces systematically to identify those at highesi risk,
help people to assume greaster respensibility for their own health.

Problems related to lifestyle

Health problems due to lifestyle can be reduced by chamges in behaviour. They are, however,
the result of deep-seared cultural influences, the exposure given in the mass media to certain
unhealthy habits, and the sales promotion practices of manufacturers of producis some of which,
such as tobacca, alcohal and baby foods, directly affect health. Of major importance is the
prevalence of cigarette smoking. Alse of great concern is the abuse of alcohal which is an
important cause of road and werk aecidents, can be mssociated with mental illness and suicide, and
playa an aggravating role in several major disedases. The abuse of other drugs vonstitutes a
grOWing problem. Obegity and unbalanced nutrition are major problems in the more affluent
countries while the lack of nutrients leads to stuntad growth in the poorer countries. A high

incidence of sexually transmitted diseases has accompanied changlng lifestvles and sexual
attitudes. Lack of physical exercise may well prove te be an impertant facrer in ill health.

The physical and seeial environment

While concerted action is being taken througheulL the Region to improve Lhe eavironment in
which peaple live, work and take their leisure, there are still problems of gress pollutioen -
particularly of raivers and of the sea. The rapid introduction of pew ¢hemicals which affect aie,
water, foed and the working enwviromment has posed new problems of ideniification of risk,
surveillance and control.

There are still parts of the Region which lack the mest basic requirvements of pure water and

effective sanitation, and pockets where overcrowded and inadequate housing are major risks Lo
health,

The Region has been experiencing rapid secial change. Certain segments of the populaLien feel
alienated from society, dissatisfied with current social institutions, and yet unsure of what
should be put in their place. The incressed imstability of the family creares insecure conditiouns
for ¢hildren and leaves some people in leneliness. The rapidly growing trend for wemen to work
outside the home has altered the role of the family in previding care to children, the aged and
disabled. Furthermere, housing developments of the past 30 years have not been conducive to a
sense of community, anmd large numbers of people live isclaited lives in vasi suburban estates,
having little personal contact with their neighbours. Individusls become more exposzed and
vulnersble as moral and behaviazal rules change and social and econemic barriers are reduced, so
Lthey muzl take more responsibility fer their own success or failure in Lhe general educational and
gocial system. Social tensions arise from the presence of underprivileged ifmmigrant groups,
especially if their nerms and ways of living are different from theose of the rest of the pepulatisn.

Failings in the heallh services

Of critical impertance is the availability and accessibiliiy of services. In few couniries of
the Region can it be zaid that there is & geographically even distribution of services. In general
it is the poorest parts of countries and the poerest countries which tend te be deprived of
adequate services, especially for primary care. These are usually rural areas, or deprived city
centres — the areas that need health care most.

Secirl security systems in some countries deo nol cover important minorities such as the
self-employed, and small farmers and their dependants, and may make inadequate provision for
one-parent families, the unemployed, and immigrant workers who have not obtained sufficlently
stable amployment t¢ become eligible for social sevurity benefits.
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Unchecked technological development can result in an increase in iatrogenic problems and alse
leads to an increase in the professional menopely of health knowledge and a reduction in

self-reliance. Medical training is only te a small extent geared towards primary care, family
problems and lifestyle counselling, and often excludes teaching on the scciceconomic aspects of

health ¢care,

Under fee-for-service payment systems, provisien is made to pay for specific medical acts:
lifestyle counselling and surveillance are time-consuming yet inadequately rewarded even where
specific provision is made for them. Under capitation systems of payment, curstive services must,
of course, be provided, but the system may not require primary care doctors to provide counselling
and surveillance. For these and other reasons, not least the arientation of medicsl edvcation, the

most important persenal preventive services are grossly upderprovided,

The extent to which public health nursing and community oursing are developed varies widely.

In some countries they are integral parts of primary heslth care teams, im others they work in
almost teotal iselatien. Io seme countries community nurses are independent practitioners paid on a

fee—for-service basis. There are often no definite links with domestic help services or with
social work services.

Community participation is virtually nonexistent im rhe primary care systems of most

countries. The health services have developed as a service to the population rather than as a
service for the populatien. Users could play a greater role in stimulating what is provided anmd
participate in the key decisions which influence the health of their lecal communities.

A major demegraphic change will be a continued increase in the proportion of elderly peaple.
Substantially greater provision will need to be made to deal with the chrenic diseases of old age,

and services atrengthened with the aim of postponing mental and physical degeneration. For people
to live socially and economically productive lives for as long as possible, support will have Lo be
provided for elderly people who wish te remsin in their own hemes spd in their own coummunities.

The expected success of preventive programmes will only sdd to these needs.

There is a risk of growing and chronic employment problems and all the stress and social
deprivation which ariszes from them.

Migrant workers may increase their health knowledge and gain access te better health services,
but their living and working conditiens may ¢reate new health and psychosecial problems.

There is a particular need Lo improve the health of the underprivileged, because pockels af
poverty correspond Lo high concentrations of health problems. The struggle against poverty and
social deprivation is an integral part of the battle for better health, in developed as well as in
developing countries., In addition, special efforts are needed to raise the quality of care
provided to certain groups of patients who tend, in some countries, to be relatively neglected -
particularly the mentally ill, the mentslly retarded and the chronic sick.

A strategy for achieving health for all

Underlying principles

To be effective the strategy must be developed on the underlying principles of equity,
prevention, participation and cost~effectiveness. Health resources must be distributed equitably,
and according to health needs. A new emphasis om prevention is required because underlying the
health problems of the Region are problems of lifestyles, the enviremment and poverty. Community
participatien is essential because the problems are of such a nature that not only public
understanding but also public suppert are vital if they are to be overcome. Thus, an essential
part of the strategy must be to get people to take greater respomaibility for their own healih,
The constantly rising levels of educatien throughout the Region provide s firm foundation for this
approach. Finally, attention must be paid to cost—effectiveness and relevance, for only if a
better use is made of available resources can room be found for new developments. The level of
technology used for each task should be no more and no less than that task requires.

The most formidable task is to change behaviour and attitudes in matters of health. One part
of this task is to change lifestyles. This is largely uncharted territory. The second part is Lo

change attitudes to the health care system. Too oftem it is regarded as if it were a chain of
workshops capable of repairing or replacing any part of the body, whatever damage its owner has

done to it. The message which must be put across is that some damage is irretrievable. There are
finite limits to the porentiality for medical intervention,
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The strategy

The strategy censists of three main elements: the prometien of lifestyles conducive to
healih, the reduction of preventable conditions, and the provisien of care which 1s adequate,
accessible and acceptable to all. In addition, in accordance with a Regional Committes decision,
it is to include reduction of poverty by various Measures.

Healthy lifestyles

Individual and community lifestyles conducive to health must be promated. The first approach
iz the development of individual awareness of health risks and rhe changes in behaviour needed to

aveid them amd reduce exposure to self-impeosed risks. This awaréness must be developed early in
life.

Intersectoral approaches are peeded to improve social and ecoenemic conditions which influence
choice of lifestyle. These conditions include job opportunities, working and living conditions and
social networks.

Self-imposed health risks, such as aleoshol and other drug addictions, smoking, unbalanced
nutrition, sexually transmitted diseases, early pregnancies and orher disruptive elemencs of
lifestyle can be reduced by information and educarion, Legislative and regulatory controls may
also be needed, however, especially in the fields of illegal imporcts, food safety, pollution, and
other risk factors in Lhe envircmment. FEfferrs should alse be made to develop new preventive
measuees and community-based means for cure, rehabilitation and soecial integration.

Reduction of preventable conditions

Methers and children are the most important targer group for strengthening the basis for .
achieving health for all by the year 2000. Emphasis should be put on comprehensive early deteclien
ot defects and risk factors. ‘

Mere strenuous efforts are needed to reduce accidents and their consequences. These include

imnavative appreaches to public education, reoad construction, traffic regulatien, the regulation of
the safety of vehicles, the regulatiom of safety at work and in the home, and tighter regulatien of

the safety of ceonsumer goods.

The production of food of adequate quality is of ¢ritical importance in developing countrics,
where measures may alse be needed teo ensure that the lowest income groups can get enough food.
Other megsures will include educational campaigns to dlsgourage okesity and encautagt balanced
nulrition and breast—-feeding, and regulatiens concerning food aafety.

The reduction of exposure to eavironmental risks will need intersectoral approaches te improve
the identification of hazards and to implement more effective controls.

The provision of sdequaie snd accesszible health care for all

According Lo the Alma-Ata Declaration primary health care accessible to all, and with
gecondary and Lertiary support, is the key instrument by which health for all may be achieved. In
many countries of the Regilon the implementation of the underlying principles over a peried of
20 years will inveolve major changes in professional practice and the organization and tinancing of
health care. Community-based systems should be develeped, with an adequate redistribulion of
resources towards services relevant teo rhe needs of the community amd Lhe family. Frierity will be
given to promotion and preventive activities, making use ef self-help and adequate self-care. More
attention will he devoted to the humanization of bealth services. The respective tasks of members
af the health team and lay people will have to be redefined.

Underserved and high-risk groups should benefit from apecial services integrated inte the
current health system and social actworks. This concerns especially the eldarly, the mentally ill

and mentally handicapped, the disabled, migrant workers, as well a5 pec¢ple living in remolec areas
with few facilitias.

Bupporl measures

To carry out the strategy, planning and management will need strengthening in most countries,
and in some countrizs there will have te be major changes in the organization and financing of Lhe
whole health care systom. The changes will need to be planned in cenjunction with representatives
of providers and of users at all levels, and incentives will be needed Lo reoricnl the system anpd
to ansure an appropriate use of staff and technelogies.
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Researxrch will need to be reoriented in line with the strategy, and much of it will be
multidizciplinary. There will have to be more research into problems of the envireament; in
sociology as applied to health, iacluding the effect of lifestyles; and in health economics. Much
more research is alse needed on the functioning of health care systems. Informalion systems will
need to be improved to suppert the planning, management and evaluation of health programmes, and
the information gathered shared with providers and community represenratives at every level.

From the strategy can be derived the need for specific categories of skilled manpower. The
number of personnel with particular training should not be zllowed te determine the strategy, as
has tended to happen in some countries in the past. Of special importance will be training for
work in the multidisciplinary teams of the primary health care system at local level, Much of this
training should be multidisciplinary and communitry-oriented and undertaken in association with
local gerviees, It will invelve a2 fundamental recrientaticn of medical and nursing education.
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Anncx 1{b)

- REGIONAL PROGRAMME
IN HEALTH ‘EDUCATION AND LIFESTYLES®

At itg thirtieth session the Regional Committee for Eureope, in endersing the regional sirategy
for attaining health for all by the year 2000, stressed the importance of health educarienal
activities, which are very closely agsociated with two of the main thriusts of rthe strategy, i.e.
promoetion of lifestyles conducive ro health and reductien of 'preventable conditions.

We live in societies that too oftem damage health rather than promote and protect it, and

inequalities and social differences in health are imcreaging rather than diminishing. The Regional
Commiliee al its thirtieth session called the Regionmal Office’s atteation to the arca of poverty
and health ag a gpecial focus of its work.

The regional strategy documeni points out the high relevance of health education for Lhe
promotion of lifestyles conducive to health and expands the netion of health education in
accordance with new developments in the field.

One eof its main concepts is thar of participation of the iandividual in health care as a

competent actoer in a community setting, rather than by passive complience. Health educatien and
information can be developed aleng three main lines:

taising individual competence and knowledge about health znd illness, aboul the body and its
functions, about preventien and coping;

raising competence and knowledge te use the health care system and to understand its
functioning;

raigsing awareness about social, pelitical and e¢nvironmenral factors that influence health.

Health education should use innovative educational appreaches and technolegies; should be
geared towards community actien and lay participation; requires a multisectoral and

multidisciplinary approach; and must take account of the social and envirconmental factors that
influence health decisions.

Virtually every programme seeking Lo protect of improve heszlth status has secial and
behavioural aspects, to which health ¢ducation must be dirgected. Four conceptual problems can be

rdentified, as follows;

1. Health prescription versus health promotion

Health achievement requircs a conscious effort on the part of the individual, the community
and the state. The erientatien towards primary health care should be seen as an orientation
towards health not diseasc, towards health promotion rather than cure of already well=-advanced
problems. Whereas a health prescripiion appreach could well be dealt with in one system, i.e. the
medical care syatem, a health promotion spproach depends on the coordinated afforts of all units of
gociety. An appropriate example would be smoking policies, where a decrease scems possible anly if
the c¢all feor individual nensmoking behavicur is eccompanied by socially credible promotive public
action for healthy lifestyles. WHO Europesn regional programmes in smoking and health, drugs,
alcoholism and mentsl health are increasingly concerned with health promotion and many of the
health education programmes are starliing Le reflect similar reorientations.

2, Individualistic behaviour modification versus a systematic public health approach

The central focus of heslth education has tended to be the individual and the family with
regard to combating harmful lifestyles. This strategy has often been accused of "blaming the
victim", ag it calls for individual change, whereas often the respeonsibility seems to liec more with
forces culside the individual's scope of influence. The problem of sewage in drinking-water was
not selved by ignoring the chvironment and appealing to individuale Lo boil water, KL 1s the

B An abridged version of a documen:t prepared for the WHO Regional Committes for Burope,
1981; it was abridged to serve as a working paper for the Seminar participants.
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improvement of certain envirommentzl and secial conditions that has led to overall reduced
mortality in the last 100 years. It seems necessary to reconsider systemastic appreaches that

credibly link political, secial and individual responsibility in maintaining bealth. Lifestylas
and responsibility are as much products of social amd ¢ultural factors 2s concepts of health and

illness. Definirions of what constitutes healthy behaviour need to be reconsidered in this
perspective.

3, Medical crientatiom versus lay competence

The primary health care competence of individuais and families is 2 notion as yet little
understood or appreciated. Self-care programmes could transfer many technical akills te lay
persens while at the same time making use of traditienzl health practices in the family. New forms
of cooperation between professional and lay health care could be developed, thus opening the health
care system to a much wider range of options and possibilities of cure snd care. Communities and

consumers often need gll the help and expertise they can get to solve their problems, but any such
programmes should be clearly based en their prerogatives.

Ideas and technical innovations in self-care can, and do, flew in both directions. The
appeals of self-care and gelf-help can be expected to grow as self-diagnostic and self-treatment
technology iy developad, as the demand for caring services supersedes demand for curative services,
and as continuing econemic pressures mount Lo reduce inappropriate use of prefessicnal services.

4. Prevention versgus coping

An important objective of health care is to help persons with discases or disability to cope
with the situation. As much as 852 of a2ll care is lay-provided, but mneither the individual nor the
family receives sufficient supportive health educatioen to cope with chronic illness, disabiliries
or acute illness behaviour.

The achievement of health for all is a process leading to the goal of more equality in health,
defined in tewms of better health services for all and of more direct invelvement of people in
Ltheir own health., At the same time, many health problems have their origin im structurzl
inequalities that cannot be solved by health education bur must be taken into account in the
planning and practice of learning about health. That ig why in some cases health education of
professionals and decision—makers cam be just a5 urgently needed as health education of the public.
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Annex 2

IDENTIFICATION OF FUNCTIONS AND TASKS IN PRIMARY HEALTH CARE
SUMMARY OF WORK OF GROUPS

Group A: Problems related ro lifestyles®

The group first classified lifestyle problems according to their effects on health:

{1) these with direct, quantifiable, effects such as alcohel abuyse, smeking, narcoiics sbuse,
unsuitable diets;

(2) those with less direct and less measurable ¢ffects such as styles of working associated
with stress, and various forms and intensities of exercise; and

(3) general lifestyles with uncertain effects but with implicaiicons for healih care such as
non—conformity (e.g. single parenthosd in gome societies), isolatien and loneliness, migrancy,
itinerancy, and some lifestyleg agsociated with social-class distinction.

Thigs kind of listing and classification would provide a basis for & PHC team to make a
community survey and a community disgnosis of Lifestyle problems; to determine priorities for
health sctien and feasibility of action; to decide on the combinations of health care staff and
others, including members of the publie or of veluntary groups, to be assigned to a specific

problem or to specific dimensions of problems; to lack for resources; to determige which
competencies have to be learned or upgraded, and which team members have Lo be trained,

Lifestyle problems can also be classified according teo amenability to change of factors that
affect lifestyles. .Thus "external" factors such as laws, commercial interests, advertisiag, social
norms, practices associared with different relipgions, and rhe form and quality of a PHC service are
mostly amenable to change. "Internal” facters that influence lifestyles, mainly kiclegical and
psycnological, are generally not amenable to change by PHC action.

The group took smeking as a typical problem for an exercise which a PHC team would undertake
to determine the competence of Lhe team o bring abourL a reduction in its prevalence and health
effecta. It identified target groups - the public in general, school pupils in carly adolescence,
smokers who want Lo sbtop smoking, smokers st special risk, e.g. diabetics or expectant wmolhers or
certain eccupational groups. The group then identified particular protessional and
non—professional health workers who could be asasigned to specific target groups, their tasks, and
the different groups of skills they would need in order to perform these tasks.

The group considered such an exercise as an instance of identifying educational needs and
using education in 2 selective and discriminating way to achieve a specific and measurable result

in respect of a lifesiyle problem,

Group B: Problems related to the physical and secial gnvironment

The group peinted out a general problem in this context = the lack of health informalion
systems that would provide the data needed to establish priorities with regard to preblems and to
their various dimensiens in a local community; such systems are needed zlso Lo monilor and
evaluate progress in dealing with these problems. PHC teams must organize and contribute
syatematically to local community information systems and use them fer communily disgnestic and
evaluation purposes, and for kecping communities informed about health problems on which they can

themeelves take action.

The group listed the following as typical problems related to the physical and social
envirenment :

- traffic problems (particularly in relation Lo youth};
- work insecurity and unemployment, occupational hazards, pollution risks, detective working
eavironments;

8 The group used as a working paper the abridged version of the document: Regional programme
in health education and lifestyles (Aanex 1{h)).
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= nutritional problems;

= the health problems associated with demographic changes and with changes in family structure;
- problems of drug dependency;

- c¢hild abuse;

- problems associated with poverty (of individuals and families):

- infecticus and degenerative diseases with important envirenmentsl and sccial asscociations.

This categoery was seen Lo overlap considerably with problems related to lifestyles.

As a basis for deaigning continuing education programmes or exercises as a suppoert measgure fer
dealing with the problems they had identified, the group selected traffic problems and carried out

an exercise such a5 a PHC team would do.

First, the problem is asszessed on the basis of data collected on traffic risks, e.g.,

accidents, neoise, air pollution; on fraffic movement, e.g., demsity of vehicles, most-used
reutes; on the movement ¢f children with regard teo residence, school, public park and playing

spaces. Secondly, this information is analysed. Thirdly, the infarmatien is disseminated with the
object of motivating people to rgke action to reduce the health risks associated with traffic,
e.g., by small local exhibitions, the medium of pareats' associatiens, varieus kinds of community
meatings, Fourthly, action is taken, e.g., health education, as a basis for changing traffic

movements, for stimulating community participstion in dealing with the problem, and for changing
the behavicur of individuals in reletion to traffic.

The competence which a PHC team should have available te perform these functiens are; (i)
epidemiclogical competence (not of a highly technical order), and an epidemiclogical rather Lhan a
clinical way of viewing the preblems of traffic accidents; (ii) ability te recegnize and respond
to the social dimensions of traffiec problems; (iii) ability to identify and interact with
amportant sources of health informatien from outside the health sector, e.p., police, traffic and
transport guthorities; (iv) simple biostatistical skills; (v) communicational skills; and
{vi) organizational skills.

The group comsidered alse the constitutien of s PHC team concerned with the health problems

assoclated with road traffic and decided that the nuclear primary care team, or & health manager,
or the centimuing education adviser, or all three, or all three in consultationm with traffic

authorities, could determine who the members of the health team would be for this particular
problem. The health manager or the continuing education adviser, or both, would asseszs the
competency of the team to carry out the idencified functions and esither introduce staff whe possess
the skills that are net available to the health team or teo & continuing education service, or
arrange training for particular members of the health team to perform the necessary tasks, with
regard, e.g., to the collection and analysis of data, the dissemination of data, and the action
taken to deal with the health problems. This again is an example of a selective, discriminating

uge of an educational service to support a primary health care team in relation to a particular
kind of primary care problem.

Groups € snd D; Failings of health services

A public health approach to disease centrel or health protection, with its elements of
epidemiolegy, health statistics, and infermatien sciences, is not reflected in the structure or the
mathods of primary care even when certain conditiens or sspects of service would facilitate such an
appreach, e.z., salaried practice and responsibility for whole populations, or rhe existence, as in
the United Kingdem, of an almost complete population denominator in the form of general
practiticners' lists and of age—sex registers. Dactors are often not aware of, nor does the public
expect, ways of providing health care, or of using time and other resources, which would be more
productive and, for health care ataff, more satisfying if less convenient than practice based
almost solely on the conventional medical censultation in the practitiomer's office. Primary care
teams where they exist tend to be concerned almost exclusively with medical care, and unless their
physician members are eriented towards comprehensive health care their non-medical members are
likely to.function as extenders of clinical care rather than in the interests of healih pretection
Or prometien,

Continuing education has reinforced the medical emphasis of primary care; it has been
provided for the medical profession almost exclusively, and by medical educators and specialists.
It has not been concerned with diffusing an epidemiological "way of thiaking" througheur health
care services or with mulcidisciplinary team development. It has net premoted problem-solving in
respect of the medicosocial, psychosocial, and paychological problems for which many patients
consult primary care practitioners: rather, especially when sponsered by pharmaceutical
enterprises, it has reinforced the tendency of doctors to "medicalize" such problems.
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Some countries equate continuing education inm suppert of primary care with the processing of
all general practitieners at regular fixed intervals through a system of medical education which is
geared to the number of general practitioners in the health gervices and to a fixed length and
palttern of education. Ome effect is thal nurses, who are much wore numerous than physicians, have
little or no Access to centinuing education.

The modelling of continuing education largely om conventional undergraduate medical education,
as regards its 'message” and its methods, has the effect that like much of undergraduate medical
education it cften has little relevance ro primary medical care, much less to primary health care.
This contributes to rhe devaluation by the public of primary care and to the ever—use of secondary
or hospital ¢are in many ceuntries - @ special dimension of the problem of non—availability er
non-accessibility of primary care.

Primary care staff often perform below their potential, even in c¢linical care; both
undergraduate and continuing education, éspecially in medicine, contribute to this astate of sffairs
because of, for one reason, the influence of hospital specialists at bath phases of medical
education and, for another reason, the failure of health authorities and the health professicns to
devise a ferm of primary care practice that would supersede hospital medicine in the value systems
of both the public and the health profegsions because of its beneficial effects om heslth. This
does not imply a downgrading of primary medicsl care; on the contrary, high-quality primary
medical care is an essential element of the spectrum of heslth care competencies comprised in
primary health care, One of the aims of health professional education systems, including their
continuing-education phases, must be to realize the patentigl of medical care in rhis contexr.
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LIST OF PARTICIPANTS

BULGARIA

Or K.T. Chamov
Research Worker (Scientific Cellaboration), Institute of Social Hygiene and Organisation of

Public Health, Medical Academy, Sofia

CZECHOSLOVAKLA

Professor L. Badalik
Institute of Postgraduate Training of FPhysicians, Brarislava

FINLAND

Mz H.M. Sammalkerpi . . ‘
Planning Qfficer (Nursing), Helsinki City Health Depactment, Helsinki (Vice—Chairman)

FRANCE

Ms M. Guyon
Training Officer (Continuing Education ia Public Health), Research and Action Group for
Continuing Educatioen of Health Workers (GRIEPS), Argentan

GERMANT, FEDPERAL REPUBLIC OF

Mrs H. Ehrenberg
Physictherapist, German Asgocimtion for Physiotherapy, Central Association of Gymnastic
Therapists, Munich

Dr ¥. Odenbach
Chief, Division of Centinuing Bducatiem and Science, Federal Chamber of Medical Doctors,
Cologue '

HUNGARY
Professer I. Forgacs
Directer, Research Unit for Educatioen, Sewmelweis Medical School, Budapest
IRELAND
Ms A, Lavan
Senior Research Fellow, Department of Social Science, University College, Dublin
{Vice~Chairman)
ITALY

Dr G. Leotti
President, Italian Centre for Medical Education, S5an Remo (Chairman)

Dr ¢. landele § ‘ . :
Associate Professor, University of Rome and Vice-President, Eurcpean Academy for Comtinuing
Medical Education), Rome

Professor B. Paccagnella
Director, Institute of Hygiene, University of Padua
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NETHERLANDS
Mr F.H.PF. Blonden
Head, Section of Medical Education and fraining, Department of Tropical Hygiene, Royal
Tropical Institute, Amsterdam
Pr J.C. van Ea
Profesgor, Department of General Practice, University of Utrechr
POLAND
Professor J. Doroszewski
Directer, Medical Centre of Postgraduate Education, Warsaw
SWEDEN

Frofessor L. Kbhler
Director, The Nordic Scheol of Public Heslth, Gothenburg

Dr L.H. Lindholm
Community Physician, Dalby Community Care Centre, Dalby
SWITZERLAND
Professor A.P, Naef
Federation of Swiss Doctors, Lausanne
TURKEY
Professer M.R. Dirican
Department of Community Health, University of Bursa Medical School, Bursa
UNITED KINGDOM
Mr F. Abbat
Senior Lecturer in Internationsl Community Health, Liverpool School of Tropical Medicine,
Liverpool
Dr J.R. Ashton
Beniar Lecturer in Preveative Medicine, Department of Community Health, Scheol of Hygiene and
Tropical Medicine, Londen

YUGOSLAVIA

Professar A. Smajkic
Inatitute of Social Medicine, University Medical Centre, Sarajevo

REPRESENTATIVES QF OTHER ORGANIZATIONS

International Council of Nurses

Ms J. Sansoni
Executive Secretary, Consociagone Infermieri, Rome, [taly
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European Academy for Continuing Medical EBducation

Dr G. Scharf
Woippy, France

MINLSTRY OF HEALTH, ROME

Professor R. Vannugli
Director, International Relations Office, Ministry of Health, Rome, Italy

WORLD HEALTH ORGANIZATION

Regional Office for Europe

Dr A, Wojtczak
Pirector, Research Planning and Human Rescurces

br J. Gallagher
WHO Consultant {Secretary and Rapporteur)

Headquarters

Dr A, Mejia
Chief Medical Officer, Health Manpower Syastems

Dr A. Mangay-Maglacas
Senior Scientist for Nursing




