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PRACTICAL CONSIDERATION S 

Paper prepared b y Dr. Richard A. Smith * 

There ar e a  number o f ways t o loo k a t health manpowe r planning . 
Some plans ar e developed fo r publication t o attract resource s 
from donors , others fo r practical implementation . Thi s discussio n 
will deal with practical plannin g fo r implementabl e healt h man-
power development programme s appropriat e t o specifi c healt h car e 
needs an d adapted t o th e context s o f specifi c nationa l healt h 
care systems . 

DETERMINING HEALT H MANPOWE R NEED S 

In developed an d developing countries , studies an d plans o n 
manpower suppl y an d requirement s hav e usuall y bee n don e o n a 
categorical basi s -  e.g. th e suppl y o f physicians, nurses, or 
laboratory technicians . Man y planner s make assumption s abou t 
future change s i n the organisatio n o f th e delivery o f healt h 
services an d about th e utilisation o f manpower i n categorie s 
other tha n thos e being analyse d o r developed. To o ofte n th e 
implications o f increase s i n the suppl y o f a single categor y o f 
manpower o n the need an d demand fo r other categorie s o f manpowe r 
are not take n int o consideration. Th e introductio n o f new cadre s 
of manpower, either de novo o r through re-trainin g o f existin g 
health personnel , presents difficultie s tha t have inhibite d th e 
development o f health manpower appropriat e t o a country's specifi c 
needs an d resources . 

Adequate objectiv e dat a fo r health manpower plannin g ar e 
often lacking . Ther e ar e no commonly accepte d assumption s abou t 
the quantity o r mix o f health professionals an d distributio n 
patterns tha t would provide adequate , accessible car e t o al l 
individuals. Ther e ar e numerous methods fo r estimating th e nee d 
and demand fo r health manpower, including : 

(a) technique s usin g physician/populatio n o r nurse/ 
population ratio s -  these ar e to o simplistic ; 

(b) approache s base d upon professionally define d criteri a -
these ar e subjectiv e an d strongl y biased ; 

(c) method s base d o n current utilisation rate s o f healt h 
services by a  defined populatio n grou p with acces s 
to comprehensive healt h service s -  these ar e insuffi -
ciently applicabl e sinc e to o much variation i s possible; 

(d) economi c methods , including econometri c modellin g -
these produc e apparentl y rationa l figures , but 
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frequently the y ar e to o complex an d assumption -
ridden t o be realistic ; suc h methods ignor e th e irra -
tionalities o f the system , an d the y arbitraril y plac e 
values o n phenomena t o which i t i s difficult o r 
impossible t o ascertain numerica l values.(1 ) 

These methods hav e seriou s drawbacks . Mos t o f the m dea l 
with th e projection o f manpower need s o n a categorical basis , in 
isolation fro m on e another . Frequentl y the y ar e als o isolate d 
from th e realit y o f services tha t ar e needed -  services tha t ofte n 
can be provided b y personne l wit h les s sophisticate d bu t mor e 
appropriate training . Nevertheless , we have t o liv e with thes e 
methods becaus e planner s hav e t o offer an d suppor t systemati c 
estimates o f personnel need s i n order t o obtain resource s fo r 
health programmes. Tas k analyse s o f the jobs tha t nee d t o be 
performed coul d economis e effort s an d resources . T o determin e 
effectively a n appropriate manpowe r mi x require s endin g th e 
isolation o f health manpower plannin g fro m th e realitie s o f th e 
health workers ' jobs i n th e field -  that is , from th e implementa -
tion process. 

This i s the thrus t o f this discussion, a thrust tha t ha s 
been given impetu s by Alma Ata, other WHO initiative s an d th e wor k 
of individua l countrie s diligentl y strengthenin g th e delivery o f 
basic service s t o thei r populations. A  componen t o f thi s thrus t 
includes incorporatin g th e linear , rational thinkin g o f th e 
planner with th e unpredictable, irrationa l activit y inheren t i n 
any socia l system . Consideratio n need s t o be given t o non-stati c 
political environments , dwindling resources , and elevate d popular
expectations. On e must attemp t t o develop th e possible rathe r 
than th e improbabl e (an d know th e difference betwee n th e two). 
It should b e apparen t tha t healt h manpower plannin g need s t o be 
focused o n the provision o f primary healt h car e service s utilis-
ing the most appropriat e healt h personnel , i n contradistinctio n 
to planning aroun d establishe d personne l categorie s only . 

PROBLEMS FACIN G HEALT H PLANNER S 

No single model fo r planning primar y healt h car e programme s ha s 
universal application . Circumstance s var y significantl y fro m 
country t o country. However , a review o f th e experience s o f many 
programmes indicate s tha t ther e i s a great dea l o f commonalit y 
in health secto r problem s an d i n th e general approache s propose d 
to solv e thes e problems. Th e problem s facin g health planner s i n 
much o f the developing worl d includ e th e following. (2) 

Lack o f a clear nationa l healt h policy , leavin g health planner s 
without guideline s fo r programme development . 

Low priority fo r health. Healt h receive s a  low priority i n th e 
development programme s o f many countries , and health official s 
must compet e fo r limite d financia l resource s with more economi -
cally appealin g industria l o r agricultural programmes . 

Imbalances within th e health sector , giving ris e t o emphasis o n 
curative rathe r tha n preventive/promotive services , urban rathe r 
than rura l coverage , hospital rathe r tha n ambulator y car e (parti -
cularly i n allocation o f funds an d staff) , qualit y rathe r tha n 
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quantity o f care, high technolog y rathe r tha n appropriat e techno -
logy, training o f doctors rathe r tha n o f auxiliary healt h workers, 
and scientifi c rathe r tha n traditiona l medica l practice . 

Shortage an d maldistribution o f scarce resource s 

(a) Healt h manpowe r 

(i) Limite d number s o f health workers, particu-
larly doctor s an d nurses. Ratio s rang e fro m 
one doctor pe r tw o thousan d person s t o on e 
per sevent y thousand . 

(ii) Inappropriat e trainin g o f health workers, 
particularly fo r th e health problem s an d 
working condition s o f rural areas . 

(iii) Maldistributio n o f health workers. I t i s 
extremely difficul t t o induc e doctor s an d 
other highly skille d staf f t o work i n rura l 
areas. I t i s unlikely tha t thi s difficult y 
will b e overcom e i n the near futur e barrin g 
major socia l an d organisationa l chang e i n 
many countries . 

(iv) Inadequat e definitio n o f role s an d insuffi -
cient delegatio n o f simpl e task s t o individual s 
with les s sophisticate d bu t mor e appropriat e 
training. 

(v) Inadequat e utilisatio n o f traditional healer s 
and birth attendants . 

(b) Facilities , equipment, and supplie s 

The limite d capita l availabl e fo r initia l purchas e o f 
equipment an d supplie s i s an impedimen t t o expandin g 
services. Thi s limitatio n i s compounded b y suppl y 
management problems , including transportatio n an d 
communication difficultie s tha t hinder distributio n 
of supplies , and lac k o f capability fo r equipmen t 
maintenance an d repair . 

( c ) Finance s 

Shortage o f funds i s a chronic proble m fo r th e healt h 
service syste m i n most countries . Constan t vigilanc e 
is required t o insur e tha t ne w programmes ar e afford -
able an d tha t recurren t operatin g fund s will b e 
available fo r suc h programmes . 

Inadequate populatio n coverage . I t i s difficult t o achiev e 
adequate healt h servic e coverag e o f mobile o r widely disperse d 
populations -  e.g. islan d communitie s separate d b y ocean , village s 
isolated b y rugge d terrai n (jungle , mountains, vast roadles s 
lands). 
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Under-utilisation o f existing service s an d resource s i s a problem 
in many areas . Planner s must identif y th e reason s fo r under-
utilisation, i f past impediment s ar e t o be successfull y avoided . 

Insufficient o r ineffectiv e us e o f health education . 

Insufficient communit y participatio n i n programme plannin g an d 
the operatin g an d financing o f health service s frequentl y result s 
in services which a  community ma y no t understand, desire , or use. 
Countries tha t have improve d healt h service s rapidl y hav e pai d 
special attentio n t o community attitude s an d participation an d 
have sough t maximum communit y participation . 

Insufficient an d inappropriat e trainin g resource s -  educationa l 
materials, inappropriat e trainin g systems , and inadequat e number s 
and quality o f trained tutor s -  hamper developmen t o f necessar y 
health manpower an d may give ris e t o inappropriat e trainin g fo r 
the task s required . Thi s proble m i s particularly characteristi c 
in the training o f auxiliary primar y healt h car e manpower . 

Inadequate attentio n to , and resource s for , environmental sanita -
tion , such as unsafe wate r supply , insanitar y wast e disposal , and 
poor o r non-existent vecto r control . 

APPROACHES T O HEALTH MANPOWE R DEVELOPMEN T 

A variety o f approaches ar e used aroun d th e globe t o develop man -
power t o deliver primar y healt h car e services . Unti l recently , 
primary healt h car e was though t o f as curative service s provide d 
by doctors, assisted b y legion s o f nurses an d othe r suppor t 
personnel. Thi s hospital-based mode l i s the predominant practic e 
of developed countrie s an d has been th e goal developing nation s 
have attempte d t o reach. I t has take n a  lon g tim e fo r healt h 
planners t o recognise tha t thi s high-level, resource-intensiv e 
approach t o health service s i s unrealistic becaus e o f excessiv e 
costs an d continued inadequacie s i n coverage. Ther e i s now grow-
ing awareness tha t a  plethora o f doctors i s not a  panacea fo r th e 
myriad o f problems associate d with th e delivery o f health services . 

Third World countrie s have been i n the forefron t o f th e 
development o f more appropriat e method s t o provide healt h car e 
services t o thei r people. Man y developing countrie s have realise d 
that th e traditional , highly intensiv e medical car e provided b y 
elaborately traine d professionals workin g i n expensive urba n 
hospitals reache s onl y a  few o f their people . A  more desirabl e 
model relie s o n the service s o f mid-level an d community healt h 
workers widely deploye d throughou t th e country, especiall y i n th e 
rural areas . Suc h a model fo r the provision o f primary healt h 
care service s ca n reach many more peopl e an d makes better use o f 
severely limite d resources . Thi s new model fo r primary healt h 
care service s als o pays attentio n t o the provision o f preventiv e 
and promotive healt h car e (immunisation , saf e water supply) , an d 
thus th e demand fo r curative service s i s reduced. Numerou s 
developed nation s ar e now agreein g tha t th e high-technology , 
traditional mode l i s inappropriate, and they to o are beginning t o 
make change s i n their health car e delivery system s t o reduc e 
costs and to improv e accessibility . 
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During colonia l rul e an d after independence , many countrie s 
developed mid-leve l healt h workers*, under centra l contro l bu t 
without periphera l connections . Th e workers were successfu l u p 
to a point an d fcr limite d populatio n coverage . Thes e programme s 
were oriente d primaril y toward s th e trainin g o f health workers, 
without adequat e concer n fo r their suppor t within th e health car e 
system. Emphasi s was placed o n tutor training , with littl e 
concern fo r th e development o f appropriate an d relevan t curricul a 
based o n an analysis o f the task s th e workers would be expecte d 
to perform. Trainin g usually was modelled o n medical schoo l 
curricula. To o frequentl y student s di d not acquir e th e necessar y 
knowledge an d skill s when taugh t by traditiona l methods . 

There ar e newer methods an d technologie s available , althoug h 
some programmes will continu e t o use abbreviate d medical schoo l 
curricula t o train mid-level workers . Othe r programmes ar e train -
ing health workers based upon manuals prepare d b y individual s an d 
international organisations . Other s use trainin g methods suc h a s 
the flow-chart o r algorithm technology . Newe r still , competency-
based trainin g will b e discusse d late r i n this paper . 

China's dramati c emphasi s o n community healt h workers calle d 
attention t o possibilities tha t country-wid e basi c health service s 
could be provided a t th e periphery i f there were nationa l commit -
ment t o do so , and i f national resource s coul d be mobilised. Th e 
use o f barefoot doctor s i n China undoubtedly influence d th e Worl d 
Health Organisatio n t o alter drasticall y it s concept o f acceptabl e 
means fo r provision o f health car e services . Th e World Healt h 
Organisation bega n t o promote th e use o f peripheral primar y healt h 
care workers, and stimulate d som e developin g countrie s an d bila-
teral donor s t o suppor t thi s movement. Recently , however, health 
professionals hav e become awar e o f serious problems associate d 
with th e trainin g o f community healt h workers i n isolatio n fro m 
the res t o f the health system . Sinc e ther e i s no Journal o f 
Negative Results , only throug h informa l communication s whic h 
transcend politic s hav e healt h professional s learne d tha t pro -
gramme failur e i s almost assure d when programm e desig n omit s 
certain elements , such as strengthenin g management suppor t i n suc h 
crucial area s a s supervisio n an d logistics . 

In planning th e strengthenin g o f a primary healt h car e pro -
gramme t o improv e th e quality an d quantit y o f services , includin g 
increased populatio n coverage , particular attentio n must b e give n 
to the following . 

Analysis an d projection o f health need s an d the demand fo r 
services. 

Enumeration o f all type s o f existing health workers. Thi s 
analysis shoul d includ e paramedical worker s an d indigenou s prac -
titioners an d healers, assess thei r productivity, an d weigh th e 
potential fo r upgrading thes e workers t o become bette r provider s 
of primary health care . Subsequently , specifi c tas k analyse s an d 

* calle d i n various countries : medical assistants , nurse 
practitioners, medex, physician assistants , feldshers, 
medecin Africain, etc. 
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job designs shoul d be made, as foundations fo r th e developmen t 
of appropriate manpower . 

Estimation o f future healt h manpower requirements , i n both 
qualitative an d quantitative terms , and trainin g need s i n ligh t 
of the overal l health programme . 

Detection o f present an d futur e imbalance s betwee n estimate d 
manpower requirement s an d expecte d supply . 

Assessment an d strengthenin g o f the existing managemen t infra -
structure fo r th e health servic e syste m within which presen t 
health manpower function , includin g organisationa l structur e an d 
supervisory capability , and management system s o f transportation , 
communications, drugs an d supply , health information , facilitie s 
and equipmen t maintenance.(3 ) 

EIGHT PROBLE M AREA S 

There have been numerou s primar y healt h car e demonstratio n pro -
grammes involvin g mid-level and/o r communit y healt h workers, but 
many have faile d t o make significan t contribution s t o health car e 
coverage fo r a number o f reasons. Th e MEDEX grou p i n Hawaii ha s 
examined th e experienc e w e have had i n seven year s o f collabora-
ting with fiv e developin g countrie s tha t hav e planne d an d imple -
mented primar y healt h car e programmes , and we hav e gleane d 
information regardin g th e successe s an d failures o f primar y 
health car e programme s i n twelve othe r nations . I n analysin g 
these experiences , we have identifie d eigh t major proble m areas . 
Consideration o f thes e proble m area s allow s health planner s t o 
approach, i n a logical an d organise d manner , key problem s i n th e 
development o f a multi-tiered healt h manpower infrastructur e tha t 
will be th e backbone o f a national healt h car e system . 

First, a broad base o f suppor t i s needed t o bring togethe r 
government policy-makers , training institutions , organise d 
medicine, practising doctors , and other s with veste d interest s i n 
health car e a s part o f the planning process . Together , the y wil l 
offer th e protective backin g neede d fo r th e programmes t o sustai n 
themselves. Experienc e als o dictate s tha t a  national commitmen t 
is needed i f such a  programme i s to have significan t an d lastin g 
impact. 

Second, a receptive framework , within whic h ne w type s o f 
workers ca n perform, must b e developed . Adequat e pa y an d a  new 
place i n the personnel structur e o f the existin g healt h syste m 
for th e new personnel nee d t o be secured . I t i s imperativ e tha t 
mid-level an d communit y healt h workers b e given a  positive imag e 
that doe s no t connot e inferiority . Ther e will be rol e dissatis-
faction unless th e imag e o f these workers i s positive, firml y 
established, an d widely known . T o aid thi s process, the primar y 
health car e worker coul d have a  distinctive unifor m a s well a s a 
special titl e i n countries where thes e ar e considered important . 
The communit y shoul d be involve d i n selectin g candidate s fo r 
training an d i n the planning proces s fo r th e development o f com -
munity health services . T o prevent th e community fro m feelin g 
that the y ar e getting "secon d class " care, some o f these healt h 
workers shoul d be assigne d t o th e regiona l hospita l out-patien t 

66 



department an d th e rura l primar y car e referra l centr e s o tha t 
rural peopl e will recognis e tha t the y ar e getting similarl y 
appropriate car e nea r thei r home. 

Third, management capability , a n area which i s increasingl y 
being recognise d a s the adhesive tha t holds primary healt h car e 
systems together . Lesson s fro m th e successe s an d failure s o f 
other programmes ar e not difficult t o find. Managemen t capabilit y 
is the key t o successfu l programm e implementation , operation , and 
replication. Specia l attentio n throughou t programm e plannin g an d 
operations ofte n need s t o be given t o an organisational structur e 
that ca n provide a  sound framewor k fo r supervisio n an d support , 
and t o management system s analysi s an d improvemen t i n finance, 
personnel, facilities/equipment, supply , transportation, communi-
cation, and information . 

Fourth, there must b e involvemen t o f doctors i n developin g 
the curriculum an d i n the teachin g o f curative car e activities . 
Doctors must b e involve d becaus e the y fee l an d expres s responsi -
bility fo r th e quality o f medical car e practise d i n their countr y 
and are th e ultimate referra l point . I f doctors desig n an d hel p 
implement th e trainin g an d the n help supervis e th e worker s 
(directly o r indirectly) , the y will become stron g supporter s o f 
the primary healt h car e concept . 

The fift h proble m are a i s appropriate training . Th e abbre-
viated medical schoo l model ca n be used o r similar approache s 
based upon tas k analysis ; however, competency-based trainin g 
methods ar e no w accepte d i n many countrie s a s th e most economical , 
effective, and resourc e conservin g technolog y fo r developin g 
countries. Base d upon tas k analysis , the trainin g i s problem -
oriented s o tha t irrelevan t knowledg e i s omitted fro m th e curricu -
lum. I t i s designed t o assure tha t al l student s acquir e al l o f 
the skill s an d knowledge require d fo r competent performanc e o f 
their specifi c primar y healt h car e roles . I f this method i s used, 
students ar e traine d a t lo w cost an d i n the shortes t possibl e 
time. Th e trainin g shoul d b e i n rural area s i f possible an d 
trainers shoul d hav e rura l experienc e i n both preventive an d cura-
tive care . I t i s critical tha t attentio n b e paid t o communicatio n 
and organisationa l skills . Th e Universit y o f Hawaii's Healt h 
Manpower Developmen t Staf f (th e MEDEX group ) i s developing an d 
testing a  set o f prototype module s tha t ca n be adapted t o th e 
specific need s o f individua l countrie s fo r training mid-level an d 
community healt h workers. Thes e modules constitut e a  competency -
based curriculu m tha t cover s well-focused conten t area s an d yet 
allows curricula r flexibility . Ther e ar e additiona l advantage s 
to thi s modular approach : ne w curricular element s ca n be added o r 
deleted with ease , achieved competenc e i s easier t o test , and th e 
modules ca n combine a  variety o f educational method s an d activi-
ties. Th e modular approac h can . also be used fo r continuin g 
education. 

With speciall y prepare d modules , medex* trained b y th e mod-
ular syste m ca n trai n more periphera l worker s (communit y healt h 

* T o avoid confusion , medex i s used i n this discussion a s a 
generic ter m t o encompass al l mid-level healt h workers. 
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workers), thereb y creatin g a  multiplier effect . I f handled 
adroitly, thi s multiplier effec t ca n be used t o provide primar y 
health servic e coverag e t o the majority o f a country's populatio n 
in a relatively brie f time . T o achieve this , doctors trai n an d 
supervise medex. Th e medex, i n turn, train an d supervis e commun -
ity health workers, using a  modular forma t tha t i s similar t o -
but les s sophisticate d tha n -  the modules use d t o trai n medex . 
The content o f the community healt h worker modules i s simplified , 
and ther e ar e othe r adaptation s necessar y fo r th e trainin g o f les s 
literate students . Thi s syste m provides a  unique trainin g an d 
supervisory interlock . Thi s interloc k an d th e resultin g multi-
plier effec t reduc e th e need fo r larg e centralise d trainin g 
institutions an d conserve othe r scarc e resources . I n addition t o 
covering curative , preventive, and promotive health , the module s 
also teac h th e needed skill s o f mid-level an d peripheral manage -
ment t o these new health workers. Unlik e doctor s an d nurses i n 
developing countries , who ar e usually traine d t o a universall y 
accepted standard , medex an d community healt h workers ar e country -
specific. Th e out-migratio n o r "brai n drain " of these categorie s 
of workers therefor e will be minimal. 

LIST O F STE M MODULE S 

Designed by th e health manpower developmen t staff , John A. 
School o f Medicine, University o f Hawaii. 

Burns 

Core skill s 

Anatomy an d physiolog y 
Medical histor y 
Physical examinatio n 
Causes o f disease s 
Formulary 

Community healt h 

Community environmenta l healt h 
Community famil y plannin g 
Community nutritio n 

General clinic s 

Common ski n problem s 
DEENT problem s 
Respiratory syste m an d 

heart problem s 
Gastro-intestinal problem s 
Genito-urinary problem s 
Infectious disease s 
Common medical condition s 

Community healt h wor k 

Diarrhoea an d dehydratio n 
Nutrition 
Hygiene 
Clean an d saf e normal deliver y 
High-risk pregnancie s 
Community co-operatio n 
Common clinica l problem s 
Family plannin g I  & II 

Trauma an d emergenc y 

Trauma an d emergenc y 

Maternal an d chil d healt h 

Problems o f wome n 
Child car e 
Family plannin g 
Diseases o f infant s an d 

children 
Pre-natal an d post-natal car e 
Labour an d deliver y 

Management 

Organising an d managing healt h 
services 

Utilising management suppor t 
systems 

Evaluating an d planning wor k 
Supervising health tea m member s 
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Sixth, to develop medex an d community healt h workers with-
out a  deployment syste m i s a major reaso n fo r the failure o f many 
programmes tha t trai n health workers . I n most instances , commun-
ity health workers shoul d b e selecte d b y an d fro m th e communitie s 
they ar e t o serve. Wher e feasible , this shoul d appl y t o medex a s 
well. I n any case , each medex shoul d be destined fo r an area o f 
serious nee d eve n before h e i s trained . H e shoul d no t be traine d 
and the n allowe d t o settle i n a comfortable an d desirable locatio n 
where usually ther e i s les s need fo r his skills , Wher e he wil l 
work followin g trainin g shoul d be pre-determined, an d no effor t 
should b e spare d t o assure tha t he i s assigned t o the pre -
determined location . Otherwis e programme s suc h a s these wil l 
have littl e long-ter m effect . I n addition, i f government prior -
ities ar e no t full y committe d t o providing adequat e salary , 
housing, supplies, equipment, and supervisor y personne l fo r rura l 
health, one might a s well no t trai n thes e people. Ther e has t o 
be a n adequate an d on-going organisationa l an d management infra -
structure. Worker s hav e t o have adequat e caree r security . Other -
wise personne l wil l offe r onl y curativ e car e service s (sinc e 
villagers rewar d thi s behaviour), o r they will migrate t o urban 
areas. I n other words, the medex an d community healt h worke r 
must hav e incentive s t o do a  good job . Thes e incentive s ar e 
different i n each cultur e an d must b e individualised . 

Seventh, a continuing educatio n an d professional develop -
ment programm e mus t b e implemented . Skill s will deca y i f workers 
are not supervised , i f performance i s not routinel y evaluated , i f 
weaknesses ar e no t identifie d an d corrected, an d i f continuin g 
training i s not provided . Sociall y an d educationall y isolate d i n 
harsh rura l environments , these exceedingl y importan t contributor s 
to development nee d t o be satisfie d i n their jobs t o be effective . 
They shoul d no t be deployed an d forgotten . Attentio n t o persona l 
needs an d desires fo r increasin g skill s shoul d be recognise d an d 
fulfilled. 

The eight h basic proble m are a i s a health informatio n feed -
back, evaluation, an d planning system . Thi s syste m shoul d provid e 
timely an d accurat e informatio n o n all aspect s o f the primar y 
health car e system , an d the means fo r adjustin g an d improvin g 
training an d programme management . Clos e attentio n must b e pai d 
to political a s well a s operationa l issues.(4 ) 

These eigh t proble m area s have become basi c element s i n a 
productive approac h t o improve d health servic e coverage . The y 
are area s t o be considere d followin g delineatio n o f the service s 
needed t o initiat e o r strengthe n a  primary health car e syste m 
using appropriat e manpowe r a s it s action thrust . Initiatin g o r 
strengthening primar y healt h car e system s with th e MEDEX approac h 
has adde d advantages : i t i s flexible an d can be quickly adapte d 
to solve country-specifi c problems , and i t can be implemente d an d 
integrated int o an already functionin g healt h system . Considera -
tion o f thes e eigh t proble m area s allow s developmen t o f a planning 
and design approac h t o manpower need s fo r primary healt h car e 
which has flexibilit y withi n a  proven framework . Eac h countr y 
will handl e thes e proble m area s differently . However , with thi s 
approach t o design an d planning, th e major element s o f a success-
ful primary healt h car e programm e with appropriat e manpowe r ar e 
identified fo r appropriate action . 
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MEDEX i s an approach t o designing an d implementin g programme s 
which develo p a n appropriately supporte d manpower infrastructur e 
to deliver basic healt h service s throughou t a  country. Onc e 
developed, th e functioning infrastructur e ca n be th e bulwark o f a 
national syste m tha t extend s an d integrate s th e horizontal, inter -
sectoral aspect s o f primary healt h care . Suc h a  system shoul d 
provide adequat e means fo r permanently sustainin g vertica l 
programmes (e.g . immunisation, nutrition, child spacing , environ -
mental sanitation ) tha t ar e ofte n cripple d whe n interes t i n the m 
and resources allotte d t o the m diminish . 

The MEDE X approac h i s a composite distille d fro m th e 
experience o f many professionals , based o n their reporte d an d 
unreported wor k i n manpower trainin g an d primary healt h car e 
planning. MEDE X staf f members themselve s hav e worke d i n more tha n 
seventeen developin g countries . Thei r experienc e ha s been forge d 
into a n approach t o improvin g an d expanding primar y healt h care . 
It i s a clearly-defined bu t flexibl e system s approac h t o 
strengthen th e delivery o f country-specific primar y healt h car e 
services i n the Third World. Thi s approac h emphasise s system s 
planning an d management, i n addition t o th e trainin g an d deploy -
ment o f mid-level an d community healt h workers. Th e objectiv e i s 
to develop primar y health car e programme s whic h includ e th e 
strengthening o f planning, organisationa l structure , training , 
and management suppor t system s necessar y t o extend and sustai n 
basic, integrated , preventive, promotive, and curative healt h 
services o n a nationwide basis , from th e centre t o th e rura l 
periphery. Th e firs t Internationa l MEDF X Networ k Conference , 
held i n Honolulu i n October 1979 , verifie d th e validity o f thi s 
approach. Representative s fro m countrie s with MEDEX-typ e pro -
grammes (multi-tiere d primar y healt h car e manpower) agreed tha t 
the major problem s the y had t o solv e i n developing thei r 
programmes were encompasse d unde r th e categories discusse d above , 
even thoug h th e conferenc e participant s represente d countrie s 
with widely differen t geographi c an d socia l circumstance s suc h a s 
widely scattere d islan d population s (Micronesia) , smal l countrie s 
with difficul t terrai n (Guyan a an d Lesotho) , an d a large, heavily 
populated natio n (Pakistan) . 

Health planner s utilising th e MEDEX approac h fee l tha t 
government healt h system s shoul d have th e followin g characteris -
tics t o improv e an d sustai n primar y healt h car e services : 
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integration with health 
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This typ e o f approach t o primary healt h car e makes i t possi-
ble t o expand service s without excessiv e financia l investment . 
The ke y t o the syste m i s the mid-level worker s o r medex, who 
serves a s a "boundary spanner" . Thi s worker provides a  liaiso n 
between centra l o r regiona l resource s an d th e community, an d 
bridges th e cognitiv e an d socia l distanc e betwee n doctor s an d th e 
community healt h workers . Re-trainin g o f health workers alread y 
employed b y th e government (e.g . medical assistants , nurses, 
malaria workers) t o become ne w kinds o f primary healt h car e 
workers conserve s resources . Th e medex trai n an d supervis e com -
munity health worker s nea r thei r villages without th e creation o f 
more expensiv e trainin g institutions . Th e deployment an d multi-
plier effec t o f thi s training/supervisor y interloc k resemble s th e 
following: 

This paper has described a n approach t o planning improve d 
and expanded primar y healt h car e system s base d upon ne w manpowe r 
configurations. I t i s hoped tha t th e revie w o f problems con -
fronted by thos e responsibl e fo r delivering primar y healt h car e 
services will prov e usefu l t o planners. Flexibilit y an d th e 
capacity t o adapt an d glean appropriat e experience s fo r loca l 
consideration ar e importan t fo r planners who want t o develo p 
successful healt h programme s wit h significan t socia l impact . 
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