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that requires faculty in health economics, health policy, gender
issues in health, anthropology, health management, epidemi-
ology and biostatistics. There are reports claiming that health
economics are neglected in the south Asia region.’ There are
also severe shortages of good faculty in other public health
disciplines. Human resources for health in general, and for
public health in particular, are facing major challenges in
developing countries and there is an urgent need for national
governments to invest in human resources.* It has also been
argued that investment in human resources must be consid-
ered as part of a strategy to achieve the Millennium Develop-
ment Goals.’ Another challenge is to create career paths for
public health professionals, in order to enhance the quality of
the public health system.

Future plans for the programme are: (i) to increase both
student and faculty strength; (ii) to network with other
public health institutions, such as the public health founda-
tion of India and the Indian Council of Medial Research
schools of public health; and (iii) to develop a plan to pool
faculty and other resources for teaching and research in

public health. W
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The role of information and
communications technology
James A Merchant,? Thomas M Cook®
& Cliff C Missen°©

Although each of the questions posed by the authors of the
base paper deserves extensive discussion and decisive action,
we will limit our comments to the issue of “scaling up public
health education and training in low- and middle-income
countries”. In particular, we would like to comment briefly
on our experiences in using information and communications
technology (ICT) to address this issue.

Many public health institutions in developed countries
take state-of-the-art ICT for granted and assume that institu-
tions in other countries have, or should have, a high level of

ICT “literacy”. They also often assume the same level of access
to the vast amount of information on the Internet. Both of
these assumptions are incorrect about institutions in the ma-
jority of developing countries. Indeed, 80-85% of the world’s
population has no access to the Internet, and, consequently,
has no access to, or use of, educational materials as configured
in developed-country institutions, assuming those materials
are even appropriate for their needs.

Institutions in developing countries need ICT that is low-
cost, requires a minimal level of training and experience, and
has been proven to be both dependable and effective under
conditions in developing countries. After much trial and er-
ror, we are currently devoting our efforts to a combination of
two proven technologies that are now in use in more than 50
developing countries. These technologies are used to augment
and support, but not supplant, ongoing health education pro-
grammes for multiple levels of health workers, policy-makers
and the public. Although the specific configuration at each
location is determined by local training needs and existing
resources, each site has two core components. The first is
an on-site digital library that provides (multiple) users with
instantaneous, off-line access to millions of documents, web
sites and educational/curricular materials. Materials in these
digital libraries are instantly available 24 hours a day, every
day, at virtually no cost to the users. These libraries not only
serve as a source of current, comprehensive health informa-
tion, even in remote “unconnected” locations, but an update
mechanism allows dissemination (“publishing”) of locally pro-
duced materials to other institutions in the global network.

The second technology is the use of online, real-time con-
nections to outside resources by means of web-conferencing
designed specifically to work even over slow, low-quality
internet connections, where available. This technology pro-
vides live connections to courses, teachers, and consultants
from partnering and twinning institutions in developing and
developed countries. Using this system, institutions can in-
teract on the basis of specific topics (e.g. malaria, HIV/AIDS,
emergency preparedness), specific health disciplines (e.g.
nursing, community health work) and/or countries/regions
(e.g. east Africa, Indonesia) to meet identified local needs
for health information and education. Because of its readily
adaptable technology, the network of institutions can be easily
expanded to include as-yet-unidentified professional organiza-
tions, governmental bodies, policy-makers, nongovernmental
organizations (NGOs) and others.

Together these technologies provide the information
infrastructure for sharing knowledge and resources on a
regional, national and global basis. In the end, the focus is
not about technology, but about what technology can help
accomplish. W
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