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Preface

This publication aims to serve as a general guide to countries
contemplating a comprehensive, action-oriented review of health
manpower development in order to improve their national health
systems. I{ corrective actions are to be taken, a1 review of the current
situation is first necessary. The health manpower development process
(planning, production, and management of health manpower) is closely
related to all aspects of a health: system, and this process can best be
understood and assessed against a background of the overall health
system infrastructure. A comprehensive review of all aspects of the
health manpower development process in a country should be closely
related and complementary to other national reviews of primary health
care, health-for-all strategies, and other similar reviews of policies and
programmes.

Thorough understanding of a country’s entire health manpower
development process is crucial if improvements are to be made in the
staffing of all programmes delivering health services—primary, second-
ary or tertiary. At the same time, manpower analyses can provide clues
to many other features of national health systems that call for study and
subsequent improvement.

The scope of health manpower development is very broad. A study
of the health manpower development process, for each category of
health worker, and in every part of the health system infrastructure
(public and private), would be a very large and complex task. For this
reason, any review of a country’s health manpower development
warrants the establishment of a national team of knowledgeable
representatives of the major categories of heaith manpower and also of
the major organizations within the health system, pariicularly the
ministry of health, as well as the planners and trainers of health
personnel. Outside experis in health manpower development may
sometimes be helpful.

Ideally, the task of collecting the required information sheculd be
assigned to the members of the team, but in the final presentation of the
country review all team members should read and approve all the
materials. Some sections, such as the general commentaries at the end of
Chapters 4, 5, and 6, will require group discussion. An effort has been
made throughout this publication to emphasize the most significant
aspects of the health manpower development process. There are

1
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doubtless many details of health manpower pianning, production, and
management that have been omitted or touched upon only briefly. At
the end of each main section, suggested sources of information are listed
to help the review team in its work. These are only general suggestions,
and the best sources of information will undoubtedly vary from country
to country.

The Annexes contain brief accounts of health manpower develop-
ment studies in four countries, carried out by a small team of country
officials in collaboration with WHO staff; in each case the team included
one of the authors (T.F.), who then wrote the report. The reports are
much less comprehensive than the review outlined in this document,
each being prepared in only one or two weeks. They are included only
to illustrate the range of information that can be used to carry out this
type of investigation, the way this information is assessed and analysed,
and some of the conclusions that have been drawn from a review of this
kind. The reports also emphasize possible corrective actions. They could
be considered as the results of tests on the methodology described in this
publication.

The initiative for undertaking a review of a country’s health
manpower development may come from many sources, such as the
ministry of health, the national planning agency, the office of the prime
minister or president, or perhaps a university, a federation of medical
schools, or a national health council. In some countries, a committee of
the national legislative assembly, parliament, or congress, might take the
first step. Whatever the starting point, the team responsible for the
review should represent the major disciplines and organizations
concerned, without being too large to carry out the work effectively.

A comprehensive country review of health manpower development
should substantially assist the efforts of any country aiming to achieve
health for all through primary health care. It should serve as a tool for
countries to use in planning for, training and deploying the number and
types of personnel they require and can afford, and to ensure that such
personnel possess the appropriate competence, so that national health
systems based on primary health care for the attainment of health for all
by the year 2000 can be developed.!

The review of health manpower development outlined in this
publication may appear more comprehensive and detailed than
necessary. However, its scope has been determined by the very large
scale of the health manpower development process in virtually all
countries. Nevertheless, if a country cannot undertake a review of this
scope, it should nevertheless attempt to undertake a more modest or
limited one. For example, analysis of certain agencies within the national
health system might be restricted, and certain categories of health
manpewer only briefly covered.

' WHO Scventh General Programme of Work coverng the period 1984-1989. Geneva,
World Health Organization, 1982 (“Hcalth for All" Serics, No. 8), p. 66.

oy
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PREFACE xi

Health leaders in each country are in the best position to select those
aspects of health manpower development that call for priority attention;
other aspects might then be considered only briefly or not at all
Whatever the extent and scope of the review that is feasible, it should be
action-oriented and conclude by defining the problems and putting
forward proposals for solving them. Realistic recommendations for action
are most import: . - they are the purpose of the whole review
process. Although 7 .. preparation of a ‘“streamlined” version of this
entire review was contemplated =t one time, it was decided that the
appropriate selection of certain subjects for investigation, while others
are omitted, must be made by each country.

Finally, we should like to invite any colleagues whko set out to
undertake a review of health manpower development along the lines
recommended in this publication, to let us know about their experiences.
We shod be grateful for candid reactions; any suggested improvements
in the re 1ew procedure will be especially appreciated.!

We should also like to express our sincere thanks and gratitude to all
those very numerous colleagues who contributed to the birth of this
methodology by giving their comments, proposals and/or by participat-
ing in the field-testing. We truly regret that we cannot list them all here
by name.

1 Please send your comments to. World Health Orgamzation. 1211 Geneva 27,
Switzerland.
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1. Introduction

The achievement of the goal of health for all through primary health
care requires the effective and coordinated services of many types of
health personnel, within national health systems designed to respond to
health needs. Thus the objective of a comprehensive, action-oriented
review of health manpower development in a country is to acquire
information on all relevant aspects of the health manpower development
y process—planning, production and management—against the back-
ground of the overall national health system, in order to make
recommendations for improving that process. This information is
required because—as discussed below—the proper functioning of the
infrastructure of national health systems depends, in large part, on the
effectiveness of the health manpower development process.

By providing information on the operation of the entire health
manpower development process, a comprehensive country review should
reveal both what health manpower planning, production, and manage-
ment has achieved and where it has failed. More specifically, the terms
of reference of a country review should be to describe and analyse:

(a) the health manpower development policies of the country, in relation
to overall national health policies;

(b) the health manpower plans, in relation to the health manpower
development policies;

(c) the educational policies, plans, and practices of schools and training
programmes for health personnel in relation to both health l
manpower development policies and to national health policies,

(d) the management of all types of health personnel in different settings
throughout the national health system,;

(e) results, trends, and problems in the health manpower development
process, and ways in which the country hopes to overcome its
problems—especially alternative strategies that can be recommended
for solving high-priority problems, and from which other countries
might also learn; and

(f) how WHO and other interested international and bilateral agencies
might best collaborate with the country to implement the recom-
mendations and improve manpower development activities.

This publication outlines the kind of information needed on all
phases of health manpower development and the national health system

ERIC
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2 REVIEWING HEALTH MANPOWER DEVELOPMENT

since a knowledge of the current situation is essential if sound
recommendations on future requirements are to be made. It also
suggests methods whereby the necessary information can be acquired. It
does not, however, attempt to specif; an ‘“ideal” health manpower
development process or policies. Neither standards for health manpower
planning nor strategies for manpower production and management are
put forward. These are matters to be decided by each country in the
light of its own circumstances. The many questions posed, however, may
by implication suggest that certain features of healt’ manpower
development policy have often proved to be valuable. For most of the
questions, answers that are qualified or negative are likely to indicate the
need for corrective actions; affirmative responses may, on the whole,
define an effective nealth manpower development process.

The underlying inspiration for this publication is the goal of
countries everywhere, namely, the attainment by all peoples of the world
by the year 2000 of a level of health that will permit them to lead a
socially and economically productive life. This goal was adopted by the
Wosld Health Assembly in 1977 and by the International Conference on
Primary Health Care, Alma-Ata, USSR, in 1978. If this goal is to be
reached, health personnel of the types and in the numbers required to
meet the needs of health systems developed to serve the people must be
available.

The Alma-Ata Conference called also for a rew approach to health
system development, namely, one based on primary health care. This
means that health systems should be reoriented so that primary care is
supported by secondary and tertiary care, rather than merely serving as
a channel to such higher levels of care. The philosophy of primary
health care also calls for an equitable distribution of health manpower
and all other essential resources, a multisectoral approach to health
development, and community participation.

It is in this spirit that the methods to be used in an action-oriented
review of health manpower development in countries are presented in
this publication. A thorough review and analysis of the health
manpower development process in a country should contribute
substantially to an understanding of how health personnel can be more
effectively planned for, trained, and managed, to carry out national
strategies aimed at achieving health for all.?

To review the entire health manpower development process in a
country is not an easy task. Even if a streamlined or abbreviated review
is undertaken, and it is action-oriented towards the improvement of the
health system, the work must be done with great care. Basic background
information should be assembled, including health trends, vital statistics,
and the major features of the national health system infrastructure.

! For a fuller discussion of such efforts and objectives, see: WHO Technical Report
Series, No. 717, 1985 (Health manpower requirements for the achievement of health for all
by the year 2000 through primary health care: Report of a WHO Expert Committee).




1. INTRODUCTION 3

In every country there are constraints that must be overcome to reach
the desired goal; but the improvement of a national health system is
worth all the efforts that a country’s health leadership can muster.

ERI!
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2. General background

To understand better the setting in which a national health system
functions, certain basic information on the country is necessary. This
may be classified under the following headings:

(1) Geography: size, location, climate and special problems, such as
desertification or non-arable land.

(2) Population: the most recent figure available; age composition,
with emphasis on important age-groups (e.g., under 15 and over 50 or
60 years of age); birth rate and rate of population growth per year;
ethnic groups (only if these are significant); trends.

(3> Economic level: the gross national product (GNP) or gross
don.stic product (GDP) per capita; if available, the Gini coefficient,!
showing the distribution of income among population groups; the main
sources of wealth (agriculture, industry, mining, or other activities);
major economic trends.

(4) Urbanization: definition of rural and urban areas, and percentage
of the population in each; trends in urbanization.

(5) Administrative units: major political subdivisions—provinces,
states, or regions—their number, average population, and range of
populations; other units, such as districts or countics; number of cities,
iowns, and villages.

(6) Literacy: percentage of literate men and women; proportion of
children of primary and secondary school and university age enrolled in
schools; trends.

(7) Major health indicators: overall crude death rate and life expectancy
at birth; infant mortality ratec and death rate of children 1-4 years of
age; maternal mortality rate; the ten major causes of death, if available;
major causes of morbidity, if available from a houschold survey, records
of hospitals, health centres, or other health care facilities and/or services;
major cndemic disecases or health problems; environmental health
indicators; mortality and morbidity trends.

' The Gim cocfficicnt measures the degree of inequaliy of income distribution among
famihies in a country. A lower coefficient ndicates greater cquality.

4
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2. GENERAL BACKGROUND 5

Sources of information

Data on most of the above-mentioned features of a country, except
health, are ordinarily available in published form from a central office of
statistics or a similar office. In the absence of such an office, a national
office or ministry of planning should have this information. A last resort
would be the office of the prime minister or president.

Information on health indicators can be obtained, if available, from
the ministry of health. Within this ministry, the office or division of
statistics, or its equivalent, should first be consulted.

ERIC
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3. The health system
infrastructure

The health system infrastructure of a country may be described and
analysed in many ways. Health manpower development is, of course,
part of this system, and affects every aspect of its operation.

Major components

Every health system infrastructure has five major components, as
illustrated in the model shown in Fig. 1. Each of the five components
consists of a number of elements, including different parts of the health
manpower development process, discussed below.

(1) Resource production includes health manpower, health care
facilities, commodities (including drugs), and knowledge and technology.
Institutions for training health manpower must be considered here, as
well as bodies responsible for establishing health care facilities. Drugs

Management

Resource Organizational Delivery of
production structure services

WHO 861902

Economic
support

Fig. 1. Model of a health system infrastructure
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3 THE HEALTH SYSTEM INFRASTRUCTURE 7

are produced mainly by pharmaceutical enterprises, and knowledge is
generated by research institutions.

(2) Organizational structure includes the ministry of health, other
governmental agencies with health responsibilitics (such as social
security agencies or ministries of education), v .wuntary or non-
governmental health agencies (e.g., the Red Cross or agencies concerred
with particular diseases), trade unions, women’s organizations, or other
groups with health functions, private enterprises with health program-
mes, and the private health care sector (where it exists).

(3) Management includes health planning, health administration
(including supervision, delegation of responsibility, coordination, infor-
mation systems and mechanisms, etc.), regulation (medical licensure,
drug control, etc.), and evaluation of health activities.

(4) Economic support includes sources of funds for health, such as
public revenues, social insurarce, charity, voluntary insurance, private
commercial enterprises, and private individuals or families, together with
the proportion of the national budget allocated to health and how the
funds available are divided between tertiary, secondary, and primary
care and/or hospital and ambulatory care, as well as health personnel.

(5) Delivery of services includes patterns of primary, secondary and
tertiary care, and care for special population groups (e.g., military
personnel, industrial workers) or disorders (e.g., mental disease,
tuberculosis, leprosy); access to health care or population coverage is
also important.

All five components have implications for health manpower
development. Under ‘‘Resource production”, the training of all types of
health manpower is a major element. Under *‘Organizational structure”,
health manpower management is essential to the operation of all
organized programmes as well as the private health care sector. Under
“Management”’, health manpower planning is an integral part of health
planning and the licensing of health personnel is also an aspect of
regulation. “Economic support” is required for the training of health
manpower, as well as for health manpower management. The
deployment and utilization of health manpower in various settings is a
major component of the ““Delivery of services”.

It is not necessary to analyse every component of a national health
system infrastructure. It is important, however, to have a general idea of
the organizational structure of the entire system, as all health systems
utilize manpower in many programmes in addition to those of the
ministry of health.

It is equally or even more important to determine whether there is a
national health policy, and, if so, whether it is based on the goal of
health for all through primary health care. Is there a national health
strategy and plan, and, if so, is it based on this policy?

Organizational structure

This usually consists of a number of components, both inside and
outside government as detailed below.
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REVIEWING HEALTH MANPOWER DEVELOPMENT

(1) Ministry of health. This is nearly always the most important body
in the organizational structure of a health system, and its responsibilities
and authority should be analysed in some detail. An organizational
chart of the headquarters should be presented and also an analysis of
the programme budget, if it is available. The peripheral organization
under the ministry of health should also be explained, with the aid of an
organizational chart showing the responsibilities at provincial or state
levels, at lower district or area levels, and of local communities. The
general character of the administrative relationships within the
organization and structure of the ministry of health should be clarified.
A ministry of health may som-~times contain a unit specifically
responsible for the whole process of health manpower development; if
so, this would warrant special attention.

(2) Social security agencies. These usually support health services,
whether through direct control of personnel and facilities (as in most
Latin American countries) or through the indirect pattern of contractual
arrangements with private and independent health care providers, as in
many developed countries of Western Europe and elsewhere. Social
security agencies may play a large part in the utilization (and sometimes
in the training) of health manpower.

(3) Ministry of education. This is responsible in many countries for
medical schools and university faculties providing training for other
health professions (pharmacy, dentistry, advanced types of nursing,
etc.). University hospitals are sometimes used for teaching purposes. The
ministry of education may also be responsible for health services to
school children and for the health education of children and adolescents.

(4) Ministry of agriculture. In many countries, this ministry conducts
community development programmes, which may include certain health
services (environmental sanitation, nutrition education, preventive child
health services, etc.). The control of animal diseases may also have
important effects on human health.

(5) Ministry of labour. Factory inspections to check conditions
affecting the health and safety of workers are often the responsibility of
the ministry of labour or its equivalent. It may also be responsible for
administering workers’ compensation schemes for industrial injuries and
occupational diseases; these often include special provisions for medical
care. To all intents and purposes, the ministry of labour—insofar as it is
concerned with the entire national workforce—could be considered as a
partner, in both the overall planning of health manpower and in
manpower management.

(6) Ministry of defence. Ordinarily, this ministry maintains special
and well-developed health services for military personnel, and sometimes
also for their dependants. In many countries, veterans with disorders
connected with their period of active service are also eligible for health
care from the military medical establishment.

(7) Ministry of planning. This or itc equivalent (often in the form of
a special oifice attached to the prime minister or president) may play a
substantial role in overall national health planning, including health
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manpower planning. The acquisition of information on health man-
power from such an agency is discussed below. The review should define
its place in the structure of government.

(8) Ministry of finance. In most countries a ministry of finance or an
equivalent body is responsible for the allocation of funds to all branches
of the government. It is important to explain how government financing
is carried out. Sometimes, under certain circumstances, this ministry has
the power to prevent the use of funds by the ministry of health, even
when the expenditure of those funds has previously been authorized.

In some cases the ministry of finance is the channel through which
foreign aid—multilateral, multibilateral or bilateral-—is extended to a
country. If the foreign projects involve health services, the money would
ordinarily be allocated to the ministry of health. A project in health
science education, however, might be carried out through the ministry of
education or by the direct chanelling of aid to a university. In any event,
the role of foreign aid in the health system must not be overlooked, even
though it is normally mediated through an existing national agency.

(9) Ministry of the interior. This (or its equivalent) may have
administrative and sometimes financial authority over city governments,
and thus over numerous local health programmes, and especially those
for environmental sanitation. Such local urban health facilities and
services may or may not be linked to the ministry of health. The
ministry of the interior may also operate special health programmes for
aboriginal populations, and is nearly always responsible for the national
police; the latter typically have their own special health services.

(10) Parastatal agencies. In many countries, certain large enterprises
(e.g., railroads, public utilities, agricultural estates, mines, banks, etc.)
are operated by autonomous corporations, often controlled indirectly by
the government, but sometimes also owned in part by private interests.
Special and well-developed health programmes often serve the employees
of these enterprises and, in most cases, their dependants.

(11) Civil service commission. This or its equivalent may play a
decisive role in many countries in selecting and promoting personnel,
fixing salary scales, and other aspects of personnel policy and
administration for all government employees, including health personnel.

(12) Other government agencies. In addition to the above, there may
be other government agencics responsible for environmental sanitation,
drug control, licensure of health professionals, or other functions related
to hcalth.

(13) Voluntary health agencies. Outside government, voluntary or
non-governmental organizations have been established in most countrics
to provide or promote certain health activities. Well known almost
everywhere are the Red Cross or Red Crescent socicties, organized in
scores of countries to help in cmergencics (operating ambulances,
providing human blood for transfusion, and first aid and food in natural
disasters, etc.). Many of these agencies are concerned with a particular
diseasc (tuberculosis, cancer, mental illness, ctc.) and its prevention and

——treatment, research, or other activitics. Many voluntary agencies provide
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services to children or home nursing care for the chronically ill. In some
countries, the work of voluntary health agencies is considered important
enough to be subsidized by the government (usually through the
ministry of health); this is true for health care facilities operated by
many religious missions. Sometimes, governments may themselves
encourage a voluntary health activity which, though important, is not
considered appropriate for official sponsorship, such as family planning
services. Still another type of voluntary health agency is represented by
professional associations of physicians, nurses, dentists, or others, which
may play a significant role in continuing education, among other
activities. These associations may have a special impact on health
manpower policies. In many countries, trade unions, women’s organiz-
ations, or other groups with broad social objectives also carry out
certain health functions. Trade unions, in particular, may sometimes
play key administrative roles in government health programmes.

(14) Private enterprises. Large private enterprises in industry,
agriculture, or commerce often provide comprehensive health services to
their employees. In some countries, firms of a certain size are required
by law to do so; smaller firms often have to provide minimal first-aid
services. In isolated places (e.g., mines), the enterprise may operate its
own hospital, with a full-time staff. Finally, the organizational structure
of a health system must include those private enterprises whose central
purpose is health-related; this would include pharmaceutical companies
and health insurance organizations.

(15) The private sector. Private health services, outside the organized
public health programmes and services, exist in many countries. While
not organized in the usual sense, the private sector services are governed
by supply, demand, price and, theoretically, competition. In many
developing countries, and also in some highly developed ones, the
private sector is very large, absorbing over half the total national health
expenditure. The size and importance of the private sector are essentjally
inversely proportional to those of government health programmes. If the
latter are well developed, then the market for private health services is
bound to be small. If the public services are weak, the population
inevitably seeks health care in the private sector, which increases in size.
In many developing countries, traditional medicine also plays a
significant role in the private sector (see Chapter 5).

Coordinating mechanisms

Because the organizational structure of a national health system is so
complex, more and more countries are developing mechanisms (such as
national health councils, health development networks, etc.) for
coordinating the various bodies and sectors involved. Intersectoral
coordination may also be promoted with sectors outside the health
system, such as agriculture or industry, but having an important
influence on health. Special attention should be paid to the functioning
of such mechanisms, as they often only exist on paper. Since such
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coordination is especially important as a feature of national health
manpower planning, it will be considered in the next chapter.

Sources of information

Most information on the organizational structure of a national
health system can usually be collected through visits to various
ministries in the national capital. The degree of detail required for this
part of the country review of health manpower development does not
necessarily require visits to the peripheral level of any of the government
agencies mentioned above, except for the ministry of health; the
information available from the headquarters of each ministry about the
extent and scope of its health activities should be adequate. At later
stages of the country review, when details about health manpower
development are to be examined more closely, it will be necessary to
gather data on activities at the peripheral level. The structure of the
ministry of health will require study at each level, from the most
peripheral to the most central and with special emphasis on the district
level. At the peripheral level, particular attention should be paid to
conmunity health workers, traditional health practitioners and other
health agents, their supervisors, as well as the first referral level
hospitals.

A section of the ministry of finance, or its equivalent, usually collects
data on the parastatal agencies. Further details may be sought later on
health manpower development activities. The search for information on
the various non-governmental agencies may be more difficult.

The principal offices of the major voluntary health agencies are
usually located in the national capital, though this is not always the
case. Religious missions in a country often have a central coordinating
office for each church (Protestant, Catholic, or other) but, for various
historical reasons, this may be located away from the capital. Health
agencies concerned with specific diseases sometimes have no central
headquarters, only numerous local activities conducted throughout a
country; for these, information may be gathered by inquiring at the
nearest available office. Some countries have a central coordinating body
for all voluntary health agencies and programmes; this would be a
valuable source of information.

As far as the health programmes of private enterprises are concerned,
many countries have a national chamber of commerce or similar body
that can provide rough estimates of the extent of such activities. Also, in
a national ministry of labour or equivalent, the factory inspection unit
can often furnish information on employee health-care programmes. To
obtain information on health-related enterprises, such as pharmaceutical
companies and health insurance organizations, it is probably best to
consult knowledgeable officials in the ministry of healtk The ministerial
unit concerned with drugs and supplies will usually be able to furnish
information on pharmaceuticai companies operating in the country.
Large insurance organizations may be located through the telephone
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12 REVIEWING HEALTH MANPOWER DEVELOPMENT

directory in the national capital; if a senior officer of such a company is
consuited, he will usually have information about the extent and
characteristics of private health insurance throughout the country.

The private sector is probably the most difficul: part of the health
system’s organizational structure to analyse. For this part of the review,
however, only rough approximations are necessary. The number of
physicians in private medical practice is generally available through the
medical registration authorities (usually, but not always, within the
ministry of health). It is sometimes possible simply to subtract
the number of physicians known to be employed in the public service
from the total registered, adjustments being made to allow for those
who are out of the country. A certain percentage of physicians in
government employment may also be engaged in part-time private
practice. Similar data may be gathered about dentists, pharmacists, and
other private health professionals. Other information about private
practitioners is usuaily available from national professional associations,
most of whicih have an office or at least an executive secretary in the
national capital.

Information on the type and extent of traditional medicine practised
in a country is usually difficult to obtain. Experienced public health
officials, especially those who have worked in rural areas, may have
some knowledge or impressions. If there is a department of anthro-
pology or sociology at one of the universsties, a local or even a nation-
wide study may have been made of traditional medicine and traditional
birth attendance. Even a study of traditional practices in only one or
two comimunities may provide a basis for rough national estimates. In
many developing countries, the number of traditional health prac-
titioners is usually far greater than that of physicians, although many of
them may only work part time.

If a study of overall national health expenditures has been made in a
country, its findings can be very useful in estimating the proportion
spent on health care in the private sector. The World Bank has made
such studies in numerous countries, and WHO has also conducted them.
Reports on any such studies or surveys are usually available in the
national office or ministry of planning, or the planning unit of the
mar:stiy of health. In the context of a country hcalth manpower
development review, siudies of iea'th expenditures are relevant, not
from the cconomic puint of view, but as a source of insight into the
relative magnitude of different parts of the organizatioaal structure of
the national health system.

Interrelationships between health systems and manpower development

Before further aspects of health manpower development are explored,
it may be helpful to consider a model of the entire process. In a
streamlined form, encompassing all types of health manpower, this
process may be illustrated as shown in Fig. 2. Health manpower
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Fig. 2. Interrelationships between health systems and manpower

development and some of the national bodies involved

planning provides the basis for the production or training of health
personnel in various schools or programmes, the graduates then being
utilized and managed and the outcome of the entire process being the
various health services. Experience in manpower management (utiliz-
ation) provides feedback, on the basis of which production, planning
and management can be appropriately adjusted. Planning, furthermore,
may react on manpower training and management (utilization) if
problems are identified.
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4. Health manpower
planning

Logicaily, the initial phase of the health manpower development
process is health manpower planning. It is therefore necessary to
determine whether such a process is carried out and, if so, through what
mechanisms or agencies. Is there an explicit national health policy and
does a health manpower policy form part of it? Are these embodied in
any legislation? Essential to manpower planning is a knowledge of the
types and numbers of all categories of health personnel in the country
and their distribution. What methods are used to estimate future
qualitative and quantitative requirements for each category of health
personnel? Is a. y health manpower research carried out to guide policy
decisions? What are the channels through which information on health
manpower regularly flows? In this chapter, we shall discuss how each of
these matters may be explored in an action-oriented review of a
country’s health manpower development.

National health manpower policies

In order tu guide activities throughout the entire health manpower
development process in a definite direction, it is of great value for the
health leadership in a government to issue clear statements of national
health policy—goals, priorities, main directions. The country review
should determine whether such statements have been made and, if so, by
whom, in what form, and under what circumstances. Do such health
policy statements include explicit goals and main directions in the field
of health manpower, including priorities? Have the costs of attaining
manpower goals been estimated and are they within the econcmic
capacity of the country? When were policy statements issued and, if this
was son.c time ago, have they been reviewed and changed since then? If
there has been a change of government, has the new leadership
embraced the established policy or has this brought changes in health
policy, explicitly or implicitly? Has the national health leadership
endorsed the goal of health for all through primary health care? If so,
do the policies on health manpower development appear consistent with,
and do they promote, strategies for achieving that goal?

As a vehicle for formulating, promoting, and implementing health
policy, many countries have established some type of interagency,
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multisectoral national health council or its equivalent. This body brings
together the ministry of health and other agencies and organizations,
both public and private, significantly involved in health development. It
may also include representatives of national bodies, such as trade
unions, farmers’ organizations, women’s organizations, and others. If
such a coordinating council exists, has it issued reports that are relevant
to national health policy in general, and health manpower policy, in
particular?

In some countries, even those without a national health council,
several academic, research, and service organizations have joined
together to form national health development networks in order to
coordinate efforts towards health for all and to strengthen each other’s
work in health promotion. Is there such a network in the country and, if
so, has it contributed to the formulation of health manpower policy? Is
there evidence of community participation or input from the community,
either through this network or in some other way, in the formulation of
health manpower policies?

Sources of information

Information on the above questions about health manpower policy
can usually be obtained from the minister of health, the director-general
of health, the chairman of the national health council, or other high-
level officers in the ministry of health. It is also necessary to read
published policy statements, if any exist, and other documents, such as
those accompanying submissions of the national budget to a par-
liamentary body.

It must always be remembered, of course, that statements of policy
may mean little more than political rhetoric, and may be a far cry from
reality. On the other hand, the health manpower development process
may implicitly reflect policies that have never been explicitly set out. If
possible, such policies should be made explicit, since clear policies lend
moral support to promoting efforts towards achieving specific objectives.
To make such policies known can be important, especially in local
settings, where some decision-makers may be unaware of national health
policies.

Mechanisms for health manpower planning

Health manpower planning is usually a part of overall national
health planning, which may be carried out as the specific task of a
government agency concerned with comprehensive national socioecon-
omic planning. Such an agency is sometimes attached to the office of the
prime minister, but it may sometimes occupy a position equivalent to
that of a ministry. Because health manpower planning is so important, it
may be given greater prominence than many other aspects of health
planning. Manpower planning must be consistent with general health
planning; for example, if a network of health centres is designed to




E

Q

16 REVIEWING HEALTH MANPOWER DEVELOPMENT

cover the country, are there also appropriate plans to train the
manpower needed to staff them?

Whether or not health manpower planning is conducted by a
national planning agency, it may also be carried out at the same time
within the ministry of health in one of two sections of the ministry—
namely, in a health planning unit having manpower planning among its
tasks, or in a section responsible for health manpower training, i.e., the
training of certain types of personnel by the ministry of health itself.
This section may also be responsible for planning to meet the future
needs for the types of health manpower being trained by the ministry,
and sometimes for all health manpower. Manpower planning may also
be carried out by both of these sections of the ministry of health, each
being responsible for different categories of manpower, so as to avoid
duplication. The working relationships between the different agencies
involved in health manpower planning should be clarified and
coordination ensured.

In some countries, whether or not formal units for health manpower
planning exist, ad hoc committees are sometimes set up to make
recommendations on the subject, usually because the issue transcends
the scope of any single agency. The initiative may be taken by the
ministry of health or often by non-governmental professional associ-
ations, such as medical or nursing associations, especially if their
members suspect that ‘“too many” physicians or nurses are being
produced for the country to support. In some countries, a special
inctitute for research on health services or social medicine may include
health manpower planning in its field of interest. In one country, the
association of medical schools, in cooperation with the ministry of
health, has supported health manpower research as a basis for policy
decisions on planning. If such special ad hoc committees exist, their
reports should be consulted.

Sources of information

To gather information on the various mechanisms for health
manpower planning in a country, visits must be made to the ministry of
health and its relevant sections. Here, preliminary information may also
be available on the health planning functions performed by the agency
responsible for overall national socioeconomic planning. A visit to this
agency and discussions with its staff are essential. Likewise, any ad hoc
committees established for manpower planning purposes should be
identified and inquiries then made to determine what they are doing,
and to what extent their activities are coordinated, if at all. Recent
documents on health manpower planning should be collected.

Current health manpower situation

Fundamental to health manpower planning is a knowledge of the
current manpower situation. The types and numbers of all health
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personnel currently in the country are the outcome of previous
operations of the health manpower development process—at least in
general terms. Such data can also be used as a starting point for future
efforts. If corresponding information for earlier periods is available,
trends can be determined, but the current situation is most important.

It will be necessary to assemble statistical data on the numbers of
each major category of health personnel, and their population ratios
(e.g., number of physicians per 100000 population). A possible format
for such a presentation is il'ustrated in Table 1. For certain categories of
personnel it may not be possible to obtain recent information, and for
others only estimates or approximations may be available. This can be
indicated in the table by specifying the year to which the data apply and
by giving a reference in the footnotes.

Table 1. Major types of health manpower: numbers and popu-
lation ratios for the most recent year for which data are
available

Rate
Type of health personnel Year Number per 100 000
population

Physicians

Dentists

Dental auxiliaries?
Pharmacists

Pharmacy assistants?
Nurses (registered)
Assistant nurses

Midwives

Assistant midwives
Laboratory technicians
Radiological technictans
Physiotherapists
Nutritionists and dieticians
Sanitation personnel (senior)
Sanitarians (junior)

Health record clerks
Community health workers¢

Others (specify)

* Rough of bers of p giving direct assistance to the dentist at the Chauside
® Only p who have d formal g
¢ Rough estimate of personnel trained for a shont penod. e g, about 3-6 months, by the mimstry of health

As far as possible, further data should be assembled for each
category of personnel in terms of the factors reflecting their deployment
in the health system. Thus, Table 2 shows the way in which the total
number of physicians in a country is distributed among the various
provinces (or states or regions) into which it is divided. An equivalent
table may be constructed for each of the other major types of personnel
for whom data are available. In the majority of countries there are
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18 REVIEWING HEALTH MANPOWER DEVELOPMENT

Table 2. Number of physicians and population
ratios in 19. . , by province

Province Number  Rate per 100000
population
A
B
Cc
D
E
F
G

Total (all provinces)

marked disparities in health manpower as between urban and rural
areas, which these tables should clarify.

The work setting is another parameter that can be very useful in
describing the health manpower situation. What proportion of the
physicians or pharmacists, for example, are working for the ministry of
health or other organized entities, compared with private practice? This
is difficult to determine, but the task is somewhat easier if data are
sought only on the principal work setting of the personnel concerned. A
suggested format is given in Table 3, where “private enterprises” will
include those in industry or agriculture or other sectors. “Yoluntary
agencies” will also include religious missions, which are quite important
in some countries. If, say, pharmacists are employed full-time by the
ministry of health and work in private pharmacies after official hours,
they should be included in the figure for the ministry, even if their
private earnings are considerable.

Table 3. Number of pharmacists in 19.., by
principal work setting

Work setting Number %

Ministry of health

Other parts of government

Private enterprises

Voluntary agencies

Private practice

Total 100.0

Another parameter that can be used to describe the major categories
of health personnel is sex. This will be relevant only in countries where
the proportions of male and female physicians and other health
personnel appear to constitute a problem.
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Specialization is a feature of many health professions, but is most
highly developed ameng physicians. If the information is available, a
tabulation of physicians according to specialty (surgery, paediatrics,
internal medicine, psychiatry, etc.) and their percentage distributiorn can
give further useful insights. If specialists are concentrated in one or two
provinces, this may be reported, without giving a breakdown for every
province in the country.

For all the above-mentioned categories of personnel, information
about the supply of teachers and trainers is required for planning
purposes. Those currently available on a full-time or part-time basis
should be tabulated for each profession, even though these numbers can
often be expanded rapidly when need arises.

If traditional health practitioners play a significant role in the
country, their number should be estimated along the lines discussed in
the previous chapter. Since most of these people work only part-time,
estimates should be expressed, if ‘ble, in terms of full-time
equivalenis

In many countries, certain categories of health personnel (physicians,
nurses, dentists, etc.) are “overproduced” in relation to the economic
capability of the country to absorb them, with resultant unemployment.
In such countries, information needs to be collected on the extent of the
problem, the solutions envisaged, and the future prospects.

Sources of information

Many of the data discussed above should be available from the
authorities responsible for official registration. This applies to physicians
and dentists, usually to pharmacists, and often also to qualified nurses
and midwives. In some countries, however, professional registration is
the function of separate bodies outside the ministry of health. In
large countries having a federal structure, registration is often handled
by the provinces or states, but aggregate national data are still compiled
by the ministry of health or a special public commission attached to the
ministry.

Many types of personnel, especially those who are not usually
trained in universities, are often not subject to government registration.
This usually applies to such categories as assistant nurses, laboratory
assistants, and junior sanitarians. Information on their numbers and
patterns of distribution is most likely to be available in the ministry of
health, through the section responsible for manpower planning and
training. This section will usually be the best source of data on
community health workers, but care must be taken to adjust the total
numbers for attrition and turnover, which tends to be high in this
category.

A frequent problem in personnel regisiers maintained by the
government is that they are not kept up to date. Persons who may have
emigrated from the country, died or retired are not always deleted from
the register. The changes in women’s names after marriage may
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20 REVIEWING HEALTH MANPOWER DEVELOPMENT

complicate tabulations in some cultures. Rough adjustments may
sometimes be made to registry data based on the opinions of
knowledgeable observers or on surveys which may recently have been
conducted.

Other important sources of manpower data are the national
associations for the principal disciplines. Medical associations may have
more accurate data on active physicians (i.e., those not retired,
emigrated or deceased) than the official registry. There are also
associations for specific types of health personnel, such as physiothera-
pists, for whom national registration may not exist. Estimates can be
made from their membership lists, with appropriate adjustments for
non-members.

The tabulation of personnel by work setting probably requires the
collection of data from several sources. If the number working for
organized agencies can be obtained from some central coordinating
office, such as that which often exists for religious medical missions,
then the figure can be subtracted from the national total to give the
number of private practitioners.

Recent health manpower surveys undertaken by one of the health
planning bodies or, sometimes, by a university or research institute,
should not be overlooked. In the previous chapter, reference was made
to special anthropological studies on traditional health practitioners.
Occasionally, as part of an effort to upgrade the performance of such
practitioners and of traditional birth attendants, they are required to
register with the ministry of health; the numbers of those who do so
should be recorded.

Methods of heaith manpower planning and manpower plans

Various methods of health manpower planning are in use and the
exact method or methods employed in a country should be explained. It
is possible that the method used could be modified so as to give more
socially sound results. Moreover, planning can and indeed shouid have
both quantitative and qualitative objectives.

Perhaps the commonest form of quantitative health manpower
planning is what might be called the “market-oriented” type. This is
based on estimates of the demand for health personnel in the country,
namely, that of the ministry of health and other organized programmes
plus that of the private sector. Thus, vacancies in the ministry of health
or evidence of a very high demand for private medical services would
signal the need for an increased output of certain types of personnel.
The size of the increase would depend largely on the existing capacity of
training schools, and on how much this might be expanded and at what
cost.

Another method of manpower planning is to set certain goals that
are intended to produce personnel 1n numbers cxceeding the current
supply by a certain percentage, e.g., by 5 or 10%, within a certain
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period (one year or five years). Thus, if a country has 50 nurses per
100000 population, it might plan to have 55 per 100000 in five years.
This implies more than simply increasing the output as compared with
the number currently produced; the rate of retirement or death of
existing nurses will also have to be taken into account, as well as
population growth and the availability of qualified candidates for nurse
training.

A third manpower planning method is normative, i.e., standards or
norms are applied which have been derived in some systematic way. The
standards may be based on manpower research in a certain region,
where services are provided to a defined population, together with
empirical determination of the number of physicians, nurses or other
health personnel required. Another basis for drawing up standards is the
adoption of the manpower-population ratio that has been found to be
satisfactory in another country or in one relatively successful area of the
same country. Once a standard is adopted, it may be used as a goal
towards which training programmes can be oriented; the rate of progress
towards that goal will depend on the speed with which training can be
expanded, in relation to the growth of population, and on other factors.

Another approach combines all the above methods, relying simply
on the judgement of a panel of experts to whom the necessary data are
made available. For each type of personnel, the experts might apply
different criteria: estimates of the market; an increase in the current
supply; a standard based on empirical research, or foreign experience.
Attrition rates must also be carefully assessed and taken into account,
whatever method is used. This is often overlooked by planners and
therefore warrants special attention. Another aspect, often neglected in
spite of its crucial importance, is that of the resources required, both
economically and in terms of the availability of candidates for health
work, i.e., the realism of the manpower plans.

Together with these methods of quantitative planning, methods of
qualitative planning are also necessary. Health manpower goals must be
based on a clear understanding of the jobs to be done, based in turn on
job profiles prepared from task analyses. For example, it may be decided
that the functions to be performed by assistant nurses should be
changed or expanded, e.g., to include the dispensing of contraceptive
pills to women. Such a decision would make it necessary to revise the
training programme for these personnel, as well as to organize
additional training for existing assistant nurses. This modification of
personnel functions (or job profiles) would also have a bearing on the
numbers of personnel needed. Like quantitative planning, qualitative
planning should be b:sed on research in which various combinations of
functions are tested in practice by functional analyses (e.g., time-and-
motion studies).

One of the purposes of a country review of health manpower
development is to determine exactly what method or methods of
qualitative and quantitative manpower planning are being used by
planning agencies. It may be found that certain types of health
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manpower research, including field trials of various manpower combi-
nations, would increase the effectiveness of the planning process.
Qualitative and quantitative plans for achieving medium- and long-+
term manpower objectives should then be carefully examined to
determine whether they are relevant to overall national health plans and,
in general, to health needs and demands. Are the plans in line with
national health manpower policy and national strategies for health for
all, and can they be implemented? Are the plans being implemented and,
if not, why not? What are the factors favouring or impeding implementation?

Sources of information

Information on methods of health manpower planning can be
gathered by discussions with those in charge of the planning agencies.
Such discussions must be conducted with great discretion, for it is not
uncommon to find that those responsible for planning may not be aware
of the methods they are applying. They sometimes use certa;n methods
simply because of long-established custom, without considering whether
the resultant plans lead to a reasonable response to needs. For example,
plans for training certain categories of personnel may require students
entering training schools to be secondary school graduates. In fact, this
requirement may have led to a shortage of appropriate applicants for
years, and therefore been conveniently overlooked; it is sometimes
retained largely because of custom and certain traditional notions about
“quality”. By asking questions about planning methods, certain
counterproductive concepts of this type may be brought to light and
changed. The coordination of the health manpower plans of the ministry
of health with the plans of the overall government planing agency
should also be checked. Quantitative manpower plans are usually
available ooth in the ministry of health and in the state planning agency.

Job profiles, which are needed as a basis for developing qualitative
health manpower plans, can usually be obtained from the ministry of
health or perhaps from a civil service commission. They should be
examined carefully, because—if they exist at all--they are often sketchy
and based simply on opinion rather than task analysis.

Health manpower research

References have been made to health manpower research as an
instrument of health planning; such research may also lead to policy
decisions on specific problems in manpower production and
management.

The country review should attempt to identify what kind of health
manpower research has been or is being carried out. This researc is a
part of health systems resecarch and, as such, may be the concern of a
particular section of the ministry of health. Health manpower research
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may also be conducted at universities, ¢ g., by departments of sociai
sciences, medical faculties, nursing faculties, public health faculties,
faculties of management, etc. Some manpower research is conducted by
professional associations, and occasionally by voluntary health agencies
concerned with the improved delivery of certain health services.

Health manoower research mayv be both descriptive and analytical.
For example, a survey may seek to determine the number of traditional
birth attendants in a region and their exact practices in attending
childbirth. Another type of research may be experimental or evaluative
and comparative, e.g., the comparison of the results obtained when the
activities carried out by community health workers vary markedly in
scope as between one area and another. In the latter example, the
evaluation may be based on various criteria, such as population
coverage, patient satisfaction, or costs. Either type of research may yield
findings that can affect policy decisions.

The extent of both of these types of health manpower research
should be determined if possible. If there are several universities in a
country where such research might be underway, a sample of perhaps
t ~ or three of them might be visited. Health manpower research is
sometimes carried out by ad hoc committees set up for the purpose;
these may be financed by foreign donors or by philanthropists. It is
usually possible to learn about such research projects from the ministry
of health. Most importantly, an attempt should be made to learn how
far research results are actually applied in manpower policy-making and
planning, and whether the policy-makers and planners participate, as
they should, in formd.'~ting and implementing research projects.

Sources of information

Information on health manpower research may be gathered from
discussions with the various agencies or organizations involved. Starting
with the ministry of health, each person interviewed should be asked
about research that he/she has heard about or been associated with.
Univessity staff usually know of research going on, of which ministry
officials may be unaware, and vice-versa. If a public agency or
foundation gives grants for this type of research, it will obviously have
relevant information.

If a major health manpower investigation has been completed within
the past few years, the reports of that investigation should be obtained.
If there is a medical or public health library available in the government,
in a university, or elsewhere, it may contain publications or documents
on previous research which may have been forgotten.

Information flow on health manpower

Several sources of information about health manpower have been
noted above, but not all of them issue regular reports. However, both
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health planners and health policy makers, would be more aware of both
problems and progress in health manpower development if there were a
regular flow of accurate and reliable information from the agencies
collecting it.

The country review should identify those sources of health manpower
data that issue regular reports and should indicate what those reports
contain. It may be that more regular and reliable information on nurses
is issued by the professional association than by a government
registration body. A nurses’ association might issue information on the
post held by each nurse or his/her most recent location—information
which would not be available from the official registry.

Information on manpower issued at regular intervals indicates trends
and may therefore (with some caution) be used to forecast future types
and numbers. Such forecasts may be crucial for overall health system
planning. By identifying the various sources of regular information flow
that exist, the country review may be able to stimulate other agencies to
issue periodic reports along similar lines.

The information flow should not be limited to mere numbers. By
including information on job profiles or such matters as specialization,
continuing educatioe, or changing work settings, it can also shed light
on the qualitative aspects of manpower trends.

Sources of information

Information on the various sources of regular repo.ts on health
manpower can be obtained by interviewing staff members of tke
different organizations discussed abuve. When a periodical series is
found, some samples for the last few years should be collected.

If there is a cer:ral office of statistics in the national government, or
a statistical section in the ministry of health, these agencies should also
be consulted concerning other possible sources of regular information on
health manpower. A national census may also contain relevant health
manpower data.

General commentary

The very first issue, of course, is whether or not a country engages in
health manpower planning at all. If not, then why not? Do health
leaders have no confidence in this idea or are they unsure how to go
about it? Whatever the explanation. the review may raise questions that
stimulate action.

The ultimate test of the effectiveness ot health manpower planning
is to ask whether and to what extent the plans lead to the production
of the types and numbers of health personnel neceded to mect the
requirements of the country’s health system, in accordance with the
concept of integrated health systems and manpower deve'.pment. It is
casy enough to ask this question, but more difficult to answer it.
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In a country review of health manpower development, answers must
be sought to the following types of question:

—Is there a clear health manpower policy based on the national health
policy and national health plan?

—Is there a health manpower plan based on the health manpower
policy?

—Does the health manpower plan include medium- and long-term
(15-20 years) quantitative projections, based on weli defined, detailed
job profiles?

—Has the availability of human and financial resources necessary to the
implementation of the plans been taken into account during the
planning (availability of appropriate candidates for training, of
schools and courses, of financial resources necessary for the training
and employment of the planned personnel, of the absorption capacity
of the health services for the personnel it is planned to train, etc.)?

—Are task analyses or other methods used in preparing job profiles?

—Are attrition rates considered in manpower projections?

—Is the health manpower plan implemented?

—Is the implemen:ation of the health manpower plan monitored, and
revisions made, if necessary, based on feedback?

—Do manpower plans guide the production of personnel, both
qualitatively and quantitatively?

—Do the qualitative plans serve as a basis for monitoring the
management of health personnel?

It may also be necessary to consider such questions as:

—To what extent are there clear assignments of responsibility for
manpower planning?

—1Is there a useful body of information on the total supply (inventory)
of health personnel of different types?

—Are the methods of manpower planning rational and systematic?

—Are there appropriate inputs from public and private groups, and
especially from communities?

—Is research conducted to resolve certain problems or issues? Are
research results being used by decision-makers?

—Is there a regular flow of information on manpower trends, so that
forecasts may be made?

——Are the goals set by the health planning bodies being achieved within
a reasonable time?

If concrete answers can be found to these questions, they should, of
course, be reported. Otherwise, the country review team should record,
as accurately as possible, its overail impressions.
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5. Production of health
manpower

In a sense, the heart of the health manpower development process is
the production or training of health personnel. In modern society, this
has become a growing and complex activity. Like other parts of the
health system, it requires input from, and should be coordinated with,
other socioeconomic sectors and particularly the educational sector or
system,

After dealing with the educational system as a whole, this chapter
will consider the whole range of schools and other training institutions
and programmes for all types of health manpower. It will then examine
in some detail the characteristics of the training programme for one
basic type of health personnel, the physician, and 16 features of schools
of medicine will be considered. As far as the equivalent information is
available for all the other principal types of personnel in the national
health system, it will also be summarized. Special attention will be given
to the training of community health workers, whose background and
training are quite different from those of conventional health personnel.

The general educational system

Countries differ in both the structure and content of their
educational systems. To avoid any confusion as to the academic
requirements to be met by various types of personnel, the country review
should report the sequence and duration (in years) of education in
primary, secondary and perhaps “middle” schools, and perhaps special
periods of preparation for university studies, etc. This information does
not need to be given in great detail, but it should be enough to enable
the requirements for the various health disciplines to be appreciated.

Insofar as data are available, the proportion of the population which
completes basic schooling should be reported. In many developing
countries, and in some developed ones as well, a substantial proportion
of the population may not have continued their education bayond
primary school, or not even have attended primary school for more than
a few years. Since candidates for university studies must usually have
completed secondary school (this also applies to candidates for nursing
education and for other forms of training in many countries), it is
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important to know the proportion of young people that do so. This
proportion often differs as between men and women, and these figures
should be reported. (Overall literacy levels have been discussed earlier.)

Sources of information

Information about the education system in a country should be
obtained from the ministry of education or its equivalent, and is often
available in official publications. Data on the proportions of various
age-groups that have completed different levels of schooling are
sometimes provided by special surveys.

Schools for training health personnel

The fundamental resources needed in training health personnel are
different types of schools and training programmes. Some of them may
be part of universities, while others may be closely associated with
hospitals or with certain types of outpatient health facility. Still other
schools may be completely independent of any institution but of the
same academic level as universities. Schools for health personnel may be
either public or private.

The country review should provide an inventory of all schools in the
country training the principal types of health personnel. Since the
variety of such schools is very great, it will be convenient to compile the
inventory so as to show those that are at university level, and those that
are not. Model tables for the number of schools of these two types are
given in Tables 4 and 5, respectively. The annual output of graduates of
these schools should be indicated, if possible.

Table 4. University-level schools or colleges for training
health personnei, 19. . .

Discipline. or type Duration of Number of schools Annual
of personne! training number of
trained (years) Public Private  Total graduates

Medicine

Dentistry or
stomatology

Pharmacy

Nursing (basic)

Nursing (advanced)

Technology (specify)

Rehabilitative therapy

Sanitary engineering

Health administration

Other public heaith
disciplines

Medical social workers

Other (specify)

O
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Tabie 5. Non-university-level schools for training
health personnel, 19. . .

Type of persornel Duration of Number of schools Annual
trained treining number of
.7ears) Public  Private  Total graduates

Registered nurses
Assistant nurses
Other nursing personne!
(specify)
Midwives
Assistant midwives
Pharmacy assistants
Dental hygienists
Dental assistants
Dental technicians
Opticians or optometrists
Technicians:
Laboratory
Radiology
Other
Rehabilitation therapists
Sanitarians:
Senior
Junior
Disticians
Health record clerks
Health adminstrative
assistants

Other (specify)

In both tables, schools are classified in accordance with their
sponsorship (public or private). Publicly sponsored schools may be
owned and controlled by different sectors of the national government,
such as the ministry of education, the ministry of health, or even the
ministry of defence, which often has schools for military health
personnel. Public training institutions may also be sponsored by
provincial or state governments, and sometimes by municipal govern-
ments. Private schools may be operated on a profit- or non-profit-
making basis, and are sometimes connected with a church or
philanthropic foundation. These schools, particularly universities, may
be centuries old and have distinguished reputations. Frequently, they are
heavily subsidized by government and have sometimes been taken over
by government agencies. In some countrics, the government sponsors
special institutes for postgraduate education.

Ministries of health, education, or social securty, etc., may exert an
influence on non-governmental schools with regard to enrolments,
curricula, or academic policies. The requirements for registration or
licensure may have an important impact on which subjects are taught.
Grants to private schools may be conditional on certain admission
policies or teaching practices. To ensure that certain academic standards
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are met, a national professional body may require all graduates to
pass certain examinations, over and above those set by the school.

Sometimes the schools training non-university-level health personnel,
as well as some of the university-level schools, have training
programmes for two or more categories of manpower in the same
school. Thus, schools for allied health personnel may train nurses,
dental hygienists, laboratory technicians, dieticians, etc., in the same
institution; certain basic science courses are taken jointly by several
types of student, while cther, specialized courses are peculiar to each
discipline.

Sources of information

To assemble data on schools for health personnel will probably
require information from several sources. If the permission of the
ministry of education is required before any type of school is
established, whether by private sponsors or by local authorities, then
this should be the first agency to consult. Unless this permission has to
be granted each year, it will be necessary to find out whether schools
authorized some years ago are still in operation. Another important
source is the ministry of health, which may play a part in the
authorization of health-related schools, and which often operates several
schools itself. The latter are especially important for certain types of
personnel, such as community health workers, various types of
sanitation personnel, dental assistants, pharmacy assistants, health
record clerks, and laboratory technicians.

In medicine, nursing, and some other professions—especially in
larger countries—there are national associations of schools which can
usually provide information going beyond the number of schools and
their sponsorship (the need for which is discussed below). Associations
of personnel in the different disciplines should also be consulted,
particularly for the numerous specialties for which there is no
association of schools.

In the absence of complete information about certain types of school,
a visit should be made to one of the schools, preferably a relatively large
one. The director of this school is likely to have information about other
schools of the same type.

Training of physicians

The production of health manpower involves much more than the
operation of a certain number of schools. The characteristics of the
training programmes differ as between the numerous health disciplines
and also for a given discipline in different schools. The investigation
should begin with an analysis of schools of medicine because they have
received greatest attention in mosi countries, and more information has
usually been collected about them.

Information on the number and sponsorship of medical schools has
been considered in the previous section. In many countries, there is only
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one medical school (in some countries there are none), and the task of
analysis will be relatively simple. In countries with two or more medical
schools, the health manpower development review requires special care;
each one may be quite different, or they may all follow similar policies.
Time will probably not permit an extensive analysis of all schools; in the
case of large countries with many schools, it will therefore be necessary
to select a sample. (If there are three schools or less in a country,
probably all of them should be studied to some extent).

When sampling is necessary from five or more medical schools, the
schools should be carefully selected and not just picked at random. A
sample of four schools might include both the oldest and the newest,
plus the largest and the smallest (avoiding selection of the same school
twice). If there is time to study only two schools, these might simply be
the oldest and the newest. Whatever the type of country, the necessary
sampling should be done, but it is more important when the policies of
the schools are known to differ widely. In certain countries, there may
be a particular medical school, usually a relatively new one, that is
known to be exceptionally innovative. Whether or not this turns out to
be the newest school or the smallest, it should be included in the sample.
If there are private medical schools, the sample should include one of
them.

For each medical school studied, information should be sought on
the following characteristics:

(1) The sponsorship of the school and the year of founding.

(2) The main objectives, as described by the school’s leadership. To
what extent do these objectives correspond to the professional
functions that the graduate trained in that institution should be
able to perform? Who defines the objectives, and are they relevant
to the goal of health for all? Do they take into account the
qualitative health manpower plans of the country?

(3) The sources of financial support and the annual total budget. If
possible, the cost of the complete education of one physician should
be calculated. Are there student stipends or scholarships, and what
proportion of students are assisted financially?

(4) The policy on admission requirements, and the number of students
admitted each year. What is the total enrolment in the school, how
is it fixed, what is the attrition rate per year, and the number of
graduates per year? Does the output correspond to the
expectations—qualitative and quantitative—in national health man-
power plans? Is the school leadership aware of those plans? What
are the trends?

(5) The physical facilities, including classrooms, clinical resources,
library, laboratories, teaching staff offices, student living quarters,
etc.

(6) The basis of curriculum planning. Who is responsible for it? Is it
based on clear definitions of the competences to be acquired? How
many years of study are required for the basic medical degree, and
(in a conventional, discipline-based curriculum) how are the

X
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subjects to be covered arranged? What proportion of time is
devoted to mandatory subjects and to electives? Approximately
what proportion of curriculum time is devoted to: (a) basic
sciences; (b) clinical subjects—with and without patients' and
(c) practical training in the community, including field studies?
What are the learning objectives in all these areas in relation to the
primary health care approach, preventive medicine and health
promotion, and to the psychosocial as well as the somatic aspects
of health? What is the language of instruction and of textbooks?
Are textbooks translated or adapted from those of other countries?

(7) Teaching/learning methods. Are deliberate efforts made to train for
teamwork, e.g., by organizing joint problem-solving exercises and
community health work with other health students (nurses,
sanitarians, etc.)? To what extent are lectures used, as compared to
small group exercises, clinical experience with patients, community
observation and experience, etc.? Is the subject matter organized
principally in terms of academic disciplines (physiology, surgery,
etc.), organ systems or problem-solving, or are other integrated
approaches used? To whai extent are different levels (tertiary,
secondary, and primary) of health care being used for learning
experiences? Are adequate teaching/learning materials available,
such as charts, slides, films, text books, reference tools, etc.? How
far and by what methods is individual learning facilitated, and are
students learning how to develop and improve the skilis of other
health workers?

(8) The teaching staff. How many teaching staff are there, full-time
and part-time (the latter in full-time equivalents, if possible) and
what is the staff/student ratio? What proportion of the teachers are
full-time? What is their relationship to teaching hospital personnel?
What are the criteria for appointment, promotion, and tenure? Are
teaching skills and achievements appropriately considered in those

criteria?

(9) Teacher training. Is * -~ a teacher-training programme to which
teachers have acce same school or elsewhere—in which
effective teaching n «n be learned? What proportion of the
teaching staff has .ted such a programme? Are there

arrangements for meinbe. s of the teaching staff to be kept regularly
up to date in their disciplines?

(10) The degree of emphasis on or orientation towards: (a) the concept
of health for all; (b) the primary health care concept and skills;
(¢) community health problems; (d)problem-based education;
(e) multi-professional (team) education; ( f) management concepts
and skills; and (g) innovative education and training, including the
concept of student-oriented education.

(i1) The postgraduate training courses in medical specialties or in other
subjects offered by the school. They should be described in terms of
the number enrolled per year, links with hospital-based or other
residency programmes, examinations, etc. Are the programmes
oriented towards clearly defined competences?

Q
ERIC §<

Aruitoxt provided by Eic:




32 REVIEWING HEALTH MANPOWER DEVELOPMENT

(12) Continuing education. Does the school offer continuing education,
regular courses or periods of instruction for physicians or other
health personnel working in the health system? On what subjects?
How far are these programmes oriented to improving competences
and performance? Does continuing education emphasize the
primary health care approach and the goal of health for all? Are
incentives offered or other methods used to encourage attendance
by physicians and other health personnel? Is there any evidence of
the effect of continuing education on the quality of performance of
physicians?

(13) Examinations. What forms of examination are used to evaluate the
performance of undergraduate medical students? Are these stan-
dardized nationally or is each school free to design its own
examinations? If academic degrees are awarded on the results of
national examinations, which body administers them? Are these
examinations competence-oriented? How relevant are they to the
goal of health for all through primary health care?

(14) Evaluation. Are there methods of evaluating the performance of
medical school teachers, such as a review by their peers or by
studunts? Is programme evaluation a permanent feature of the
school’s activities, and are the results used to adjust programmes?
Are graduates regularly followed up to discover their career choices
and how adequately the school’s programme has prepared them for
their careers? Are these findings used in curriculum adjustment?

(15) The relevance of the medical school programme to the needs of the
national health system. If several schools have been examined in
the country review, are there any significant differences in the way
each appears to respond to the health needs of society? Does one
school excel in respect of certain needs, and another school for other
needs? In the design of medical curricula, are deliberate efforts
made to provide a programme that will produce the types of
physician required in the country? Besides teaching, does the school
conduct health systems research and provide services that show an
awareness of community needs? Does its overall programme reflect
social accountability?

(16) The main difficulties or constraints faced by the medical school.
Are there plans to solve these problems? Is there any special
resistance to changes that the school leadership proposes to make—
especially changes intended to make the school’s programme more
relevant to national needs and requirements? What changes in the
structure and performance of the school can be reasonably
anticipated in the next five years?

Sources of information

The 16 items listed above will seldom be easy to deal with. The
country ieview team will have to visit the medical schools and speak at
some length to the dean, selected members of the teaching staff, and a

Q A
ERIC 45

Aruitoxt provided by Eic:




s. PRODUCTION OF HEALTH MANPOWER 33

representative group of students. If possible, the team should also meet
vice-deans, chairmen of various school committees (e.g., those for
curriculum, admissions, student affairs, evaluation, etc.), the university
vice-chancellor, or other officials responsible for health sciences, and
representatives of student organizations. Many schools have an adminis-
trative officer who would be the best person to provide financial
and other quantitative information. It will also be necessary to visit the
school’s buildings, including any associated clinical and community
health facilities. Information may also be found in the school catalogue,
which should be studied. For some topics, only general impressions can
be reported, even after all the discussions and observations.

Training of pharmacists and pharmacy assistants

Schools for training pharmacists may be analysed essentially along
the same lines as medical schools. In most countries, where such schools
exist, they form part of universities, although they may sometimes be
separate. If there happen to be five or more schools of this type in the
country, sampling will be necessary, as evnlained for medical schools.

Virtually all of the 16 items listed for medical schools will also apply
to pharmacy schools. With respect to certain topics, however, the
formulation may require adjustment. In item (6) on curriculum, for
example, “basic sciences” would be equally applicable, but “clinical
subjects” might have to be replaced by “‘pharmacy practice”. In item
(10) the reference to *“‘primary health care” should be supplemented by
specific mention of the WHO policy on essential drugs.

Many of those who assist in a pharmacy have no special training
except experience on the job. In many countries, however, there are
organized programmes for training pharmacy assistants—particularly,
but not solely, in developing countries, where these personnel staff drug-
dispensing rooms in health centres. They are usually trained at a
hospital or in some setting outside a university.

Questions about the training of pharmacy assistants need not be
necessarily the same as for medical schools. The first five items would be
appropriate, after which highlights of (6) on the curriculum, of (7) on
methods of teaching, of (10) on orientation, of (12) on continuing
education, and of (16) on major problems should be explored. Also,
under (10), reference should be made specifically to the WHO policy on
essential drugs. If schools for pharmacy assistants have different
sponsors, then an example of each type of sponsorship should be
analysed.

Sources of information

Information on schools of pharmacy and schools for pharmacy
assistants can be obtained through visits to these schools. Most of the
necessary data should be available from the school directors, and
perhaps one or two other members of the faculty. Meeting a
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representative group of students is also extremely important here, as in
other types of school.

Training of dentists and dental personnel

Dentists (or in some countries stomatologists) are usually trained in
universities. All of the 16 items for medical schools would be
appropriate for dental schools. Under item (6), on the curriculum,
specific reference should be made to preventive measures, such as
screening, fluoridation, and oral health education, in connection with
practical work in the community.

There are numerous other types of dental personnel, many of whom
are simply chairside assistants, trained on the job. Personnel for whom
formal schooling is provided include dental hygienists, dental technicians
or mechanics, or the New Zealand-type ‘“‘dental nurses”’, or their
equivalent. Schools for these types of dental health personnel are most
likely to be found outside universities, although in some countries one or
more of them may take the form of appendages to university dental
schools. Of the 16 items for medical schools, complete reports are
needed only for the first five, and only the highlights noted for items (6),
(7, 9), (10), (12), (15), and (16). In the oral health field, practical
education for specific technical skills is crucial.

Sources of information

Visits will have to be made to the schools, where discussions should
be held with the dean or director, as well as with students. In dental
services, proper equipment, instruments, and practical training in
communities are of special importance, and these should be observed.

Training of nurses, midwives and auxiliaries

Nurses of various grades are found in all countries, and usually
constitute the health profession with the greatest number of members. In
many countries they tend to become the backbone of a health system
based on the primary health care approach. The ways that the different
grades of nurse are defined vary greatly from country to country, and
the types of school in which they are trained differ correspondingly.
Because of the relatively large numbers of nurses and auxiliary nurses
required for national health systems, and because schools are usually
attached to health facilities, class size tends to be small and the number
of nursing schocls is generally rather large. There is usually a need for
sampling, therefore, in the selection of schools to study.

The first task in reviewing nursing education is to acquire a clear
understanding of the several grades of nurse. The highest grade is
usually recognized as professional, and training is typically for at least three
years after secondary school. Below this grade, there may be one, two or
even three grades of auxiliary nurse. The schools for training these

3

W




5. PRODUCTION OF HEALTH MANPOWER 35

different caiegories of professional and auxiliary nurses may be quite
separate or they may be located in the same institution, but with
different students and different curricula. Professional-level nurses may
sometimes receive their basic education and training in university-based
schools; after basic training, university-level postgraduate nursing
education is relatively common—in post-basic schools as well as in
academic degree programmes (Bachelor’s, Master’s, and Doctorate).

The schools training professional-level nurses (often called registered
nurses) should be analysed thoroughly, since these are the nurses who
will provide leadership for the entire nursing profession—usually after
appropriate post-basic training. They often serve as teachers and also
supervisors for the other grades of nurse and sometimes for community
health workers (see below). After a proper sample of these schools has
been selected, the analyses undertaken should include all 16 items used
for medical schools but the exact meaning and implications of certain
questions will be somewhat different for nursing schools as compared
with medical schools. Thus, under item (6) on curriculum, the reference
to practical work in the community should be expanded by putting
special emphasis on psychosocial and family problems, health promotion,
prevention, and rehabilitation at community level, with which the nurse
must be particularly concesned. Under item (10), on orientation, the
management, supervision, and continuing education of personnel and
patients in hospitals and other health facilities, including those at
community level, should be explicitly mentioned.

Training should, of course, prepare students for their future
functions. The scope of the activities that professional nurses are
authorized by law and cusiom to carry out has gradually broadened in
most countries. Increasingly, nurses are called upon to perform
procedures that were once reserved for physicians. Sometimes nurses are
expected to diagnose and to treat (by means of drugs or otherwise)
common ailments, with or without medical supervision. In the nursing
school, these responsibilities may or may not be recognized in the
curriculum, and this matter should be specifically explored. The
curriculum should also be analysed from the viewpoint of the
competences required by nurses at various levels, including the training,
supervision, continuing education, and management of community
health workers and/or services, when appropriate.

In the study of schools for auxiliary nurses of various grades,
sampling will probably also be necessary. The first seven items for
medical- schools will require the most attention, plus items (10), (12) and
(16). Under curriculum, the focus should be on the instruction provided
for performing specific health tasks (defined in the list of competences).
In some developing countries, auxiliary nurses, as well as professional
nurses, are expected to diagnose and treat common ailments, especially
in rural areas. Paradoxically, in isolated rural posts they may be
expected to do more in the way of treating patients—in addition to
health promotion, prevention, and rehabilitation—than professional
nurses in an urban hospital staffed by physicians. It is necessary to
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determine, therefore, whether their training prepares them for providing
such services.

The possibilities of advancement have special significance for
auxiliary nurses. Do the schools for auxiliary or professional nurses
offer courses that enable an auxiliary nurse to advance to a higher level?
Does the usually lower level of education of the auxiliary nurse block
further advancement?

The schools for midwives and assistant midwives should be
investigated essertially along the same lines as those for nursing
personnel. Special attention should be given to instruction on the most
practical aspects of childbirth, both at home and in hospital. The same
will apply to maternal and child health services, especially prenatal and
post-partui.: care, and also to family planning, along the lines of the
primary health care approach.

In some countries, midwifery may be practised by nurse-midwives,
instead of or in addition to midwives. If so, graduate nurses study
midwifery on a postgraduate basis, and this may constitute a special
programme in nursing and/or midwifery schools.

Still another type of training programme in many developing
countries is that for traditional birth attendants, usually through short
courses given in rural health centres or hospitals. These courses are
typically sponsored by the ministry of health, and the highlights of the
curriculum, teaching methods, and teaching qualifications should be
reported. If possible, the results of training, in the way of improved
performance, should also be reported. When nurses and midwives
provide the training, their preparation for this role should be specifically
examined.

Sources of information

It will be necessary to visit a sample of each of the types of schools
of nursing or midwifery discussed above, including training programmes
for traditional birth attendants. The nursing leadeiship in the ministry of
health should be fully involved in selecting the schools to be visited.
Likewise, advice should be sought from the national associations of
nurses and midwives, if they exist.

Training of community health workers

For many decades—even since the niueteenth century in some
countries—personnel other than physicians and nurses have been trained
to diagnose, treat, and prevent disease. Their training was mainly by
apprenticeship—observing and working at the side of physicians, usually
in hospitals. Eventually, more formal programmes of instruction were
developed, lasting perhaps a few months up to a few years. These health
workers have been known, inter alia. as feldshers, medical assistants,
hospital assistants, health officers, rural health technicians, health post
aides, village health workers, and barefoot doctors.

FEa

C
)




E

Q

5. PRODUCTION OF HEALTH MANPOWER 37

The exact functions of these personnel, the duration of training, the
framework within which they work, and so on, have varied much more
than their titles. The same category of health personnel may have
different characteristics in different countries, and these characteristics
sometimes differ at different times or places in the same country. In
recent years, the term ‘“community health worker” has been rather
widely adopted to describe those whose training has been comparatively
brief. (Feldshers, hospital assistants, and others receiving two to three
years of training after secondary school or in special secondary schools,
are more often considered as allied health or middle-level health
personnel.) Even so, the precise meaning (in terms of training, functions,
etc.) of the term ‘“‘community health worker” still varies. Moreover, in
the same country there may be two or more grades of community health
worker, especially when those with greater experience, and sometimes
more training, become supervisors of others. These different grades of
community health worker are playing an increasing role in providing
primary health care in the rural areas of developing countries. Their
training usually prepares them to provide most or all of the eight
essential elements of primary health care (as defined in the Report on
the Alma-Ata Conference),! but they are sometimes trained only to
provide certain specialized services, such as maternal and child health
care and family planning.

Community health workers are usually trained in settings very
different from those of schools for training conventional health
personnel. Training usually takes place in rural health centres or
hespitals, to which classrooms and student living quarters have been
added. The training is nearly always sponsored by the ministry of
health, sometimes in collaboration with foreign agencies or international
organizations. Candidates for such training are typically young men and
women from rural families. who will probably not have applied for
admission but will have been selected by their communities. During
training, the student is fully supported, and on completion usually
returns to the community of origin or, rarely, is assigned to a post
designated by the ministry of health.

In many countries, community health workers are trained at several
different locations and under different circumstances, so that sampling
may become necessary. A section of the ministry of health should be
able to provide a full list of these programmes, from which a sample
may be selected. Because of their special character, such programmes
should be investigated differently from the schools discussed above. The
investigation should cover:

(1) The setting of the training programme and when it started.

(2) The sponsorship and source or sources of financial support, and the
relationship of the programme to health manpower plans. How far
does it reflect qualitative and quantitative goals?

! WHO. Alma-Ata 1978. Primary health care. Geneva, World Health Organization. 1978
("*Health for All" Serics. No. 1).
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(3) The method of selecting candidates for training, the qualifications
required in terms of literacy, education, sex, marital status,
personal character, and any other attributes, such as training by the
community, the number of trainees enrolled per year, and the
number completing training.

{4) The physical facilities available for teaching, gaining experience,
and for housing students and teachers.

(5) The content of training. Does the curriculum reflect a well-defined
list of competences to be acquired, thereby preparing the
community health worker for the essential tasks of primary health
care, including participation in community development? What is
the duration of the programme (in weeks and hours per week)?
What proportion of the time is devoted to theoretical instruction
and what proportion to practical experience?

(6) The qualifications of the teachers. Have they been trained for this
type of teaching? What teaching/learning materials are available,
especially audiovisual aids? What is the language used in the
classroom and in the textbooks and manuals?

(7) The arrangements for field work. Are one or more health posts and
health centres available and suitable for practical experience, under
supervision?

(8) Continuing education. Is there periodic retraining after the initial
course? What is the periodicity and duration of the courses and
how are community health workers made to attend them? Are there
incentives to continue learning?

(9) Assessment. Is some form of examination given at the end of the
training, whether practical, oral or written, or a combination of
these? If so, what are the failure and attrition rates from all causes?
If there has been any evaluation or follow-up study of community
health workers at his or another location, it should be reported.

(10} Major problems. What are the difficulties encountered in operating
the training programme, including those that may become apparent
only later when the community health worker is on thc job?

Sources of information

Information on some of the above ten items may be sought first at
the ministry of health and/or some other agency responsible for
conducting these training programmes. Visits to one, two, or more
actual training sites, however, are important if satisfactory answers to
most of the questions are to be found. It is also essential to talk to some
of the community health workers, to get an idea of what they know and,
more important, what they can do or have been taught to do, and to try
to learn how they go about their work, how they are supervised, how
they relate to their ~ommunities, and what problems they encounter.

If different grades or types of community health worker are being
trained in a country, it will be necessary to study examples of the
different training programmes. .. there are still programmes for training
single-purpose workers, such as providers of family planning services or
immunizations, these should be noted.
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Training of diagnostic technicians and assistants

Several types of technician play specialized roles in the diagnosis of
disease. Laboratory technicians and their assistants are most numerous,
and they may specialize in microbiology, parasitology, biochemistry,
haematology, tissue pathology, etc. In addition, there mzy be technicians
for radiography, for electrocardiography, or even highly specialized
techniques, such as electroencephalography.

In the country review, it will not be necessary to study the education
and training of these personnel in great detail. Most of the different
types of technician are trained in hospitals, usually in relatively large
ones. Occasionally, there are private schools separate from any health
facility. In some countries, a major medical research institution may
offer training for different types of laboratory technician.

Only the highlights of this training need be reported in the country
review. These would include:

(1) The sponsorship and physical setting of the school as well as the
source of financial support.

{2) The general content of the training programme, its relation to the
future tasks to be performed (job profile), as well as to national
manpower plans (qualitative and quantitative), and the duration of
the training and the way that it is divided between theory and
practice.

(3) The number of admissions and of graduates produced each year in
relation to manpower plans, the principal places of employment
(public and private), and any follow-up surveys of graduates.

(4) The qualifications of the teachers.

(5) Major problems.

Sources of information

Informatior should first be obtained on the types and number of
schools for training technicians and their assistants in the country. If the
ministry of health maintains a public health laboratory, the director will
be a good person to consult, otherwise the director of the laboratory or
X-ray department in the country’s major tertiary-level hospital will be
the most likely person to have such information.

Or. the basis of this information, a visit might be made to the largest
school or programme for training each type of technician and their
assistants. If a private school exists in any of the technical fields, it
should also be visited.

Training of environmental health personnel

Several grades of health personnel are concerned with the control
and improvement of environmental sanitation, and they have a wide
range of qualifications. Most advanced is the sanitary engineer, who is
usually trained at a university or a polytechnic of similar academic level;
however, very few of them are found in developing countries. In some
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countries, public health sanitarians may also be university graduates
(without being engineers), but most often non-engineering personnel are
trained outside universities.

Sanitarians or sanitary inspectors (sometimes called public health
inspectors or overseers) may be of two or more educational levels. A
senior sanitarian, who typically supervises other sanitary workers, may
have undergone several years of training (often three years) after
completing secondary school. A junior sanitarian is typically trained for
one year or less and may only have completed primary school. There
may be even more briefly trained sanitation personnel in some countries,
equivalent basically to community health workers (trained for just a few
months) but concerned solely with environmental problems.

The first tack is to identify the range of training programmes that
exist in the country. This information is likely to be available from the
relevant section of the ministry of health which may also be able to
provide the names and locations of all the schools for the training of
sanitary engineers and each grade of sanitation worker. There may also
be an association of sanitarians which could provide a list of schools.

For each type of school, information should first be gathered on the
five items listed for diagnostic technicians. In addition, inquiries should
be made about continuing education and career mobility. Is it possible,
for example, for a junior sanitarian to undergo training in order to
advance to the level of senior sanitarian? The relevance of training in
environmental sanitation to social needs might perhaps be taken for
granted, but consideration of curriculum content in relation to those
needs might lead to some surprises. This matter should be explored and
reported on.

In a few countries, there may be training for specizlists in
occupational health; this is sometimes a university-level discipline. The
ministry of labour should be asked about this possibility.

Sources of information

After the schools or training programmes discussed above have been
identified, a visit should be made to one school (preferably the largest)
of each type. Information should be sought from the school director,
and any available documents should be obtained. For the programmes
for the training of senior and junior sanitarians, it is also necessary, as
in other programmes, to speak to students.

Senior personnel in environmental health at the ministry of health
will probably have opinions about the appropriateness of the various
training programmes to the needs of the various environmental
functions and responsibilities of the ministry of health.

Training of health leaders and administrators

Every national health system infrastructure requires leaders and
administrators, many of whom will have had no special training, but

55




ERI!

Aruitoxt provided by Eic:

5. PRODUCTION OF HEALTH MANPOWER 4]
have simply acquired their skills through experience. Both leadership
and administration are necessary at the different levels 7 the health
system and the health services, whether it is a district, province or the
whole country, or a hospital, health centre, or dispensary.

In many countries, leadership in public health is regarded as the
prerogative of physicians, whether or not they have had any
administrative training. In some sectors ¢’ the health service, it is
assigned to nurses, sanitarians or other tec..nically qualified people. In
the absence of formal training in administration or management, these
professionals are sometimes assisted by junior personnel who have
received some relevant training.

Training in health leadership and administrationr may be provided in
different ways. In several countries there are university-level graduate
schools of public health, where physicians and other health personnel
(sometimes social scientists) may receive advanced training in public
health. This usually includes health administration, epidemiology,
environmental health, health ¢ducation, statistics, and other specialties.
The programmes may lead to an academic degree, requiring one or more
years of study, or they may consist of short courses and workshops.
Graduate schools of public health have very varied objectives and
programmes, the nature of which should be analysed in a review of
health manpower production.

In addition, medical schools (and in some countries postgraduate
schools) have departments of preventive and social medicine or similar
departments known by other names (community health, community
medicine, public health, etc.). These departments may offer postgraduate
tr~°"ning for physicians and, occasionally, for other health personnel. The
general trend here, as in graduate schools of public health, has been to
offer training for a range of health professionals besides physicians.

Apart from these schools, there are colleges of business administra-
tion, public administration, or management, which may offer both
undergraduate and postgraduate courses. They may offer instruction to
health personnel in general administration or specialized programmes in
health administration, hospital administration, or even in health policy
and planning. These schools also offer chort in-service courses not
leading to an academic degree.

Outside the universities, instruction in the principles and techaiques
of administration may be offered by still other types of school.
Vocationally oriented secondary schools may train various types of
administrative cleck or bookkeeper. Ministries of health may hold
workshops or short courses for their own personnel in leadership
positions to enable them to carry out their duties more effectively. Similar
courses may be providled by some professional associations
Occasionally, a social security agency will do the same for its staff, and
sometimes a large tertiary-level hospital will offer brief workshops on
the administration of hospital departments.

As national health systems become more complex, the importance
of effective leadership and admunistration is becoming more fully
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appreciated. Many organizations within a health system may have high-
quality personnel and equipment, and yet function very inefficiently for
lack of effective leadership and administration. A review of the training
resources in administration should therefore not be considered as merely
a marginal matter, but should be undertaken without fail.

An attempt should be made to identify the relevant training

programmes that are available, and to seek information about them, as
follows:

(1) The sponsorship and date orf establishment, as well as the source of
financial support.

(2) The admission requirements and the number of persons admitted
and completing training in a recent year.

(3) The main content of training, both theoretical and practical. What
competences does the programme aim to teach, and how relevant
is it to qualitative and quantitative health manpower plans and
national health-for-all strategies?

(4) The qualifications (technical and educational) of teachers and the
principal methods of teaching, including the use of teaching/learning
matenals.

(5) The availability of continuing education, if any.

(6) Major problems.

Sources of information

If the ministry of health has a high-level administrator in charge of
fiscal, pcrsonnel, procurement, and related matters, he should be the first
person to consult in identifying training programmes in administration
or management. The dean of a major medical school should also be
consulted, as he should be able to identify a school of public health or
an equivalent source of graduate training, including the medical school’s
department of preventive and social medicine (or such departments in
other medical schools). If there is a chamber of commerce, it might have
information on short or degree courses in management. If a hospital
association exists, it too might have similar information or might even
sponsor such instruction itself. The same applies to public health
associations, where they exist.

To the extent possible, visits should be made to one example of each
of the different types of training programme in leadership and
administration that have been identified. The information listed above
should be sought from the person responsible for the training
programme and, of course, from students. Management training is
relatively new, so that information should also be included on plans for
future training courscs.

Training of other personnel

Other categories of health personnel are found in many countries,
although less often in the developing than the developed countries.
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Among these are:

—medical assistants (feldshers, etc.), sometimes grouped with nursing
personnel;

—nutritionists and dieticians;

—social workers (medical or psychiatric);

~—health record librarians and information specialists;

—opticians and optometrists;

—podiatrists and pedicurists;

—rehabilitation therapists (physical and occupational);

—speech therapists and audiologists;

—geriatric personnel;

—psychologists and other mental health personnel.

Many of these personnel, if they exist in developing countries, have
often been trained abroad; in such cases, they will have served an
apprenticeship in their own country.

If there are any training programmes (not necessarily established
schools) in any of the above specialties, they should be visited. Such
programmes can probably be identified through discussions with
representatives of the discipline working in a large tertiary hospital.

Information on any school or programme should be confined to the
six items listed above for training in leadership and administration. If
the annual output of the programme is less than five in the most recent
year, it is probably not worth the time required to collect information; it
will be sufficient to report the existence of the programme, unless there
are plans for significant future expansion.

Two other categories of personnel should be noted, although no time
should be spent in studying them. Every national health system has 1~ ge
numbers of custodial, domestic and other personnel in hospitals, health
centres, and elsewhere, e.g., cooks, drivers, cleaners, maintenance
workers (equipment, building, etc.), receptionists, file clerks, secretaries
and guards. They are crucial to the operation of health facilities and
programmes, and some of them, e.g., secretaries and maintenance
workers, require substantial training. Their skills, however, are general,
rather than in a specific health discipline, so that they need not be
studied in country reviews. If there are courses, however, specifically for
training medical secretaries or medical equipment maintenance person-
nel, these should be studied, at least briefly.

Other people involved in health care are the traditional health
practitioners of many types and the traditional birth attendants. In all
but a few countries, however, they have no formal training beyond
apprenticeship to older practitioners and experience (or short courses
given by the ministry of health for improving their competence and skills
and linking them to the health system). The major exceptions are
practitioners of Ayurvedic and Unani medicine in India, Burma and Sri
Lanka, and practitioners of traditional Chinese medicine, including
acupuncture, in China, Viet Nam and Malaysia. These latter types of
traditional medicine have a long history and tradition, and are taught in
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their own schools, and even in schools supported by the national
government.

Traditional health practitioners work (cxcept perhaps in China)
principally within the private sector. In countries where the training and
use of traditional practitioners have been fully institutionalized by the
government, their training must be properly analysed. Where this is not
the case, there is nc need to explore their training, formal or informal,
in the country review.

Sources of information

Schools for training the categories of personnel discussed above
should be visited only if their annual output is five or more. Schools for
training traditional health practitioners should be investigated to the
extent necessary to understand their place in the national health
system—which may, indeed, be significant—as discussed in Chapter 3.

General commentary

When all the information on training programmes and schools for
health personnel has been collected, the country review team should
attempt to assess the overall manpower production process. Answers to
questions of the fol'owing type should be sought for the entire range of
schools:

(1) Are the training programmes, as a whole, training health personnel
with the competences and in the numbers required by the objectives
of the national health manpower plans?

(2) Do the relative proportions—in terms both of number and
quality—of the training programmes for different types of
personnel seem to be appropriate? For example, is too much
importance attached to medical schools, in relation to that given to
schools for nurses? Is there adequate training for personnel in
environmental health? What other judgements of this type can be
made?

(3) In the light of total national health expenditures, does the overall
investment in the education and training of health personnel seem
adequate?

(4) Is the training of health personne: in the different schools carried
out efficiently? Would the training cost less if the schools for.
several types of personnel, for whom many of the educational needs
overlap, were combined?

(5) Over the entire range of schools, do the educational programmes
have a reasonable balance between theory and practice? Is adequate
provision made for various types of field training and practical
work in urban and rural communities? Are there well-established
field practice areas or even whole communities for training health
personnel through practical experience? Is field training sufficient to
achieve well-defined objectives?
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(6) Are innovative educational concepts and methods (community-
oriented, community-based, competence-based, learner-oriented,
problem-based, teamwork-oriented, etc.) applied in any (or more
than a few) of the schools? What are the main characteristics of
such teaching? What are the prospects for, or obstacles to, the
spread of such concepts and methods?

(7) Are the training programmes reaiistically oriented to the organiz-
ational structure of the entire health system? Is there unwarranted
emphasis on the needs of urban centres, the private sector,
hospitals, tertiary care, or certain government agencies, to the
exclusion of others?

(8) Are the teaching staffs of the different schools conscientious and
adequately rewarded? Is teaching only a part-time function of staff
engaged mainly in other activities? Are they appropriately trained,
technically and educationally?

(9) Are the school buildings (including student housing) and other
facilities conducive to learning?

(10) Is the performance of graduates evaluated regularly to provide
feedback on the soundness of the entire training programme?
(11) In the light of the major health problems in the country, are the
curricula appropriate to the training of graduates to cope with
those problems an< particularly with their prevention, as well as

treatment and rehabilitation?

(12) Are there differences between the curricula and policies of different
schools in the same field that cannot be justified in terms of
innovativeness and academic freedom?

(13) What are the qualitative, quantitative and institutional plans,
prospects, and projections in the education of health personnel?

(14) Is the overall production of health personnel appropriate to the
diverse needs of the national health system? Do the schools make a
reasonable effort to meet the needs for health systems research and
for training in management?

(15) Since the International Conference on Primary Health Care in
Alma-Ata in 1978, virtually all governments of the world have
declared their intention to achieve the goal of health for all through
primary health care. In this spirit, are the educational programmes
for health personnel designed to further the implementation of
national health-for-all strategies?

Answers to most of these questions, though necessarily based on
impressirus, must take into account what is not observed in schools as
much as what is. Education in the health sciences and health care
disciplines, though technically correct, all too often completely fails to
recognize the ultimately human and social objectives of all health
services. The extent to which those objectives are recognized can provide
a basis for judging educational programmes.
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6. Management of health
manpower

After health manpower has been planned for and trained, it must, of
course, be properly utilized (or managed) if the health manpower
development process is to achieve its objectives. Health manpower
management (utilization) should serve the development of health systems
based on the primary health care approach to implementing national
health-for-all strategies. This chapter will consider how manpower
utilization may be studied and assessed in a country review. Special
attention will be given to manpower utilization in ministries of health
and the services under its control, but some consideration must also be
given to other parts of the national health system.

Introduction

Health manpower management implies that health personnel are
utilized in a manner that is consistent with their skills and competence
and under conditions that promote effective work. It also covers the
geographical distribution of health staff in a country and its relationship
to that of the population and their needs for health services.

In the organization of health programmes, the aspects to be
considered include satisfactory conditions of work, the definition of the
functions to be performed by c¢ach type of personnel, and appropriate
personnel policies. (The requirements are sometimes embodied in
legislation.) We shall consider these three aspects of manpower
management principally in ministries of health and the services under
their control. However, a few words must first be said about the legal
authorization of health personnel to practise after the;r education and
training have been completed.

Authorizatio» to practise

All countries have certain legal or regulatory requirements that must
be satisfied before newly trained health personnel are permitted to
practise their profession. The exact requirements differ, of course, both
from country to country, and for various types of personnel within a
country. In some countries, health personnel have to be licensed in
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addition to completing the prescribed training, in others, registration by
the government is more or less automatic after the prescribed training,
including the examinations, has been successfully completed.

For some disciplines, such as medicine, dentistry, nursing, or
pharmacy, the legal requirements for the licence tend to be more
rigorous than for others. Certain personnel, such as assistant nurses or
pharmacy assistants, may not need any formal authorization.

In some countries, licensure or registration of health personnel is a
responsibility of the national government, usually through the ministry
of health, but sometimes through special commissions. In countries with
a federal structure, these responsibilities often fall to provincial or state
governments. If health personnel move from one province to another,
they must then become registered or licensed in the new area. Although
obtaining this authorization is usually a simple procedure, it may
exceptionally be used for disciplinary purposes. If a physician or nurse,
for example, has been found guilty of improper behaviour, the
authorization may be withdrawn for a certain period of time or even
permanently.

|

|

|

|

|

|
In some countries periodic renewal of the authorization to practise is
required at stated intervals (usually annually). This provides up-to-date
information on health manpower resources, allowing adjustments for
those who have died, retired, or emigrated. More important is the use of

relicensure or reregistration as a means of ensuring that health
professionals remain reasonably competent. Frequently, the practitioner
must merely produce evidence of having recently attended an
appropriate refresher course, otherwise an examination on new scientific
developments must be passed, or some other proof of continued
competence provided.

The legal authorization to practise may be contingent upon the
fulfilment of certain obligations. Many developing countries, in an effort
to provide health services to rural populations, require new medical and
dental graduates (sometimes also pharmacists, nurses, and others) to
serve in a designated rural area for one, two, or more years; only after
they have completed this period of service are they entitled to be
registered or licensed to practise. However, such requirements are
sometimes only weakly enforced, exemptions being granted for family
reasons, for certain types of specialized study, or other reasons. A
country review zhould determine not only whether such requirements
exist, but also ..e extent to which they are implemented.

The relevant facts about all forms of regulation of health personnel,
as discussed above, should be determined. Gaps or deficiencies may
signal the need for new or strengthened legislation or regulation of some
sort.

As far as the qualification or certification of physicians, and
sometimes nurses, as specialists, e.g., as surgeons or cardiologists, is
concerned, still other procedures may apply. Specialization ordinarily
requi:vs an additional period of training, often in a hospital, after the
basic qualification has been obtained. Following this, either the title of
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specialist is automatically awarded, or written and practical examin-
ations must be passed. Such postgraduate studies are often supervised
and the examinations administered by committees appointed from within
the specialized discipline itself, although final certification as a specialist
may be the responsibility of a government authority. Opportunities for
specialization are always limited. In some countries, the requirements
may be relatively easy to satisfy, but the applicant must still be accepted
for the training programme. In many others, entry into specialized
training is difficult, and only physicians, nurses or others with specific
qualifications may apply. The completion of a certain number of
years of rural health work, for example, may be a prerequisite for
specialized training. Since specialization ordinarily means greater
prestige and higher earnings, many wish to undertake it but, needs are
limited.

As regards the employment of health personnel in government, the
review and approval of special public agencies (civil service commissions,
finance ministries, etc.) are sometimes required. This is particularly
important if a new type of position is being established. Implementation
of the most careful manpower planning by a ministry of health may be
impeded by the disapproval of such bodies, based on government policy
for all types of manpower.

Sources of information

Information on the licensure or registration of different health
professions is usually available from the responsible official bodies in the
ministry of health or closely associated with it. If a country with a
federal structure is being studied, it will be necessary to visit this official
body in one of the provinces, preferably a large one. Information on the
relevant requirements for periodic relicensure, continuing education,
mandatory rural service, and the use of licensure as a disciplinary tool
should also be sought from this agency. It is important to try to
determine the thoroughness with which such measures are actually
implemented.

Data on specialization may be more readily available from
professional associations. If these groups do not have the information, it
may be necessary to consult one of the specialty associations, if they
exist. Many developing countries do not provide training in all
specialties and some candidates must therefore go abroad. If so, their
specialist status might be recorded by the national registration authority.

Conditions of work—ministries of health

Wherever 2 person may work after qualification, the country review
should determine the conditions of work, the functions performed, and
the personnel management policies. To gather this information for all
work settings and for all categories and types of health personnel would
be a formidable task in any country. To make the task feasible,
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particular attention should be given to conditions in the major facilities
of ministries of health and, within these, only the most important types
of personnel.

The review should contain an organization chart of the mmistry of
health and, to the extent available, a programme budget (see also
Chapter 3). In most ministries, including the services and activities for
which they are responsible, there are dozens of settings in which health
personnel may work, e.g., offices at different administrative levels, and
many types of health care facilities. The country review should set out
to determine conditions of work in hospitals (urban and rural),
polyclinics, health centres (urban and rural), and rural health posts. For
each of these types of institution, it will be necessary to select at least
one appropriate example. Random sampling is not recommended, but
the responsible officials in the ministry of health should be asked to
select those facilities that are considered most representative or typical.
(It can be assumed that those selected will be facilities that are
somewhat better than the average.)

Urban hospitals

The working conditions of physicians of different levels, nurses of
different grades, laboratory and X-ray technicians, and possibly others
should be determined. Are all the physicians engaged in full-time
hospital work or are some free to leave the hospital at certain times and
engage in other work (such as private practice)? What is the staff
organization of the physicians? Is there a hierarchy of authority
throughout the hospital? Are certain physicians responsible for certain
groups of patients? What are the hours of work per day or per week,
and are physicians on call at other times? Are there clear job profiles for
all medical staff members (as discussed more fully below)? Are
physicians not on the hospital staff entitled to treat private patients in
the hospital? If so, have the regular staff’ physicians any responsibility
for these patients? Is there a rota system for nights and weekends? Aside
from any hierarchy of medical authority, are there committees or other
mechanisms to oversee or monitor the work of all physicians? What are
the housing arrangements for physicians?

Other aspects of personnel management may be investigated during
an initial visit, although they are discussed below under *‘personnel
functions” and *“‘administration”. These include the extent of teamwork,
supervision, performance assessment, career mobility (vertical and
horizontal), continuing education, salary scales, financial and social
incentives, job security, pension schemes, job satisfaction, the general
atmosphere of the hospital, etc.

Similar data should be gathered on the working conditions of
different grades of nurses. The working hours, conditions, housing, etc.,
of assistant nurses may differ considerably from those of professional
nurses; information on both should be reported. The same applies to
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laboratory and X-ray technicians, hospital pharmacists or pharmacy
assistants, dieticians, and so on.

Rural hospitals

Essentially the same information on working and living conditions
should be gathered for health personnel in a smaller rural hospital. The
range of responsibilities of physicians, nurses, and other hospital
employees may be broader in rural settings. The question of suitable
staff housing, though, is more important in rural than in urban
hospitals.

A critical issue in rural hospitals is environmental sanitation, which
is important to both patients and hospital staff. Have appropriate
measures been taken with regard to drinking-water, the kitchen, laundry,
and waste disposal? If the hospital is in an area with vector-borne
endemic diseases, have adequate measures been taken to control the
vectors (mosquitos, flies, etc.)?

Health centres—urban and rural

To the extent feasible, the same questions can be asked about these
centres as for hospitals. The facilities and equipment available to
physicians, nurses, technicians, and others should be described. What are
the working hours and the arrangements for housing personnel? What is
the state of environmental sanitation? The staff may include environ-
mental sanitarians and, if so, is their office accommodation and housing
as good as that of other staff members, since they are sometimes not
treated equally? Is there adequate provision for staff taking their meals
in rural health centres?

Transport is a special problem in many rural health centres, since it
affects patient care, as well as supervision (see below), and the general
mobility of staff members. The vehicles, fuel availability, and
maintenance should be briefly described and assessed.

Rural health posts

These small units may be staffed by community health workers and
often by assistant nurses or equivalent personnel. The clinic is frequently
attached to the staff housing so that the staff is available at all times.
What is the state of these buildings? Are the environmental sanitation,
furniture, and other accessories adequate and reasonably well main-
tained? Is communication with the next higher level in the health care
structure possible by telephone or radio? Are there passable roads from
the nearest health centre or hospital to the rural health post, so that
vehicles can travel in both directions? Many of the questions listed
under hospitals are also relevant here.
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Sources of information

After suitable examples of the ministry of health facilities, as
discussed above, have been selected, the country review team should visit
at least one of each type. Those in rural areas should be as far from the
capital, or any other city, as possible. In addition to typical examples,
there are often new hospitals, health centres or health posts that the
ministry of health regards as models for the future. If feasible, visits
should also be made to these units, as long as it is understood that they
are not truly representative of the general situation.

During a visit to a hospital or health centre, discussions should first
be held with the director. Every effort should then be made to have
discussions with physicians, nurses, and others on the staff who are not
in managerial positions, and to discover their opinions, and the working
and living conditions in these establishments. (Great discretion must, of
course, be exercised in such discussions.) Buildings, equipment, etc., can
te observed during a tour of each institution.

Personnel functions—ministries of health

The exact functions of any category of health personnel will depend,
of course, on the workplace and the post that is held. The functions of a
nurse in a hospital ward are very different from those of one in an
operating theatre or a rural health centre. It would be impossible to
define the many functions of the numerous types of personnel working
under a ministry of health, but certain common features have a bearing
on the functioning of all types of personnel, and these should be
examined in the review. Among these are:

(1) Recruitment and placement. How are physicians, nurses, and
other personnel recruited? Are positions publicly announced (advertised)
so that all qualified persons may apply? Is there evidence of nepotism or
other inappropriate methods of selection? To what extent is the
placement of an individual physician, technician, or pharmacist based on
his personal wishes, as compared with the objective qualifications or
requirements set by the ministry? Are there special provisions for
staffing positions in rural or underserved areas or for rotation at posts
considered highly desirable? The placement of physicians, because of
their wide range of specialties and capabilities, requires particularly
careful assessment.

(2) Job descriptions. In any organization, such as a ministry of
health, the multiplicity of functions to be performed can iead to
confusion and misunderstanding. To achieve efficient teamwork among
personnel, clear and detailed job descriptions, based on task analyses,
should be drawn up and applied for every health worker. Sometimes job
descriptions are prepared in a personnel department and never explained
to an employee. Sometimes they are available but are very brief,
hopelessly out of date, or both. Sometimes there are no job descriptions,
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and the individual is expected to understand from the training what
he/she is expected to do. Detailed job descriptions provide a basis not
only for manpower projections and educational policy (at all levels), but
also for supervision, performance assessment, career development,
incentive schemes, etc. While job descriptions are essential for
teamwork, successful teamwork requires each person to understand both
his own tasks and duties and those of the other members of the team.

Job descriptions can hardly be completely accurate. For multipur-
pose personnel, like physicians or professional nurses, many situations
arise which cannot be anticipated. Health personnel must always use
their own judgement in dealing with health problems. There are times
when following rules precisely leads to poor results. Every job
description, and the rules that accompany it, should therefore permit
exceptions under certain circumstances. Special attention in all job
descriptions should be given to relationships among the several types of
health personnel who work together in health establishments.

(3) Supervision and consultation. In every organized health pro-
gramme, some degree of supervision and consultation is required. A
major problem of the private sector is that the practitioner, whether
modern or traditional, is usually isolated and unsupervised. This does
not mean that supervision should be autocratic and oppressive, but
rather helpful, educational, and supportive. The physician, nurse or
laboratory technician should be free to consult someone else when the
need is felt. The referral rate and the types of cases referred are
important indicators of health system operation, as is the direction of
flow of patients referred and the means of transport or transfer. Good
communication is required for effective supervision and consultation.
Supervision, of course, should take account of job descriptions as well
as provide an opportunity for continuing education, and it is important
that the content as well as the frequency of supervision should be
investigated.

For health personnel with limited training, sucu as community health
workers, supervision and consultation are especially important. In fact,
the success of a primary health care programme, in which a large
number of the personnel involved are community health workers, may
stand or fall by the adequacy and quality of supervision and
consultation. Health workers trained for only a few months and paid
only minimal salaries or not at all can hardly work effectively and
enthusiasticaliy without a high degree of supervision and both technical
and emotional support.

(4) Monitoring the quality of performance. In an organization
employing many health personnel, some regular procedure for monitor-
ing the quality of performance of individual health workers is necessary.
This is usually the task of a supervisor, but it depends on that person’s
objectivity and diligence, and ability to make observations. Explicit
standards of performance may be helpful, as long as they are not
applied too rigidly. To be able to observe personnel who are spread out
over a large district or province requires transport and communications;
in a single hospital or health centre the task is obviously easier.
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Monitoring in both these situations is required in ministry of health
facilities. In the absence of transport, monitoring may have to depend
simply on the study of records or periodic written reports.

Sometimes performance can be monitored only by noting the
grievances of patients or the criticisms of other observers. There is some
value in examining complaints, but monitoring should rest on firmer
grounds than this. In many organizations, periodic conferences are held
in which discussions may yield insights into a health worker’s
knowledge, skills, and attitudes. More thorough judgement of perform-
ance usually depends on periodic visits to health workers—whether a
medical specialist or an assistant nurse—and observations by the
supervisor in different work settings.

Sources of information

To obtain information on these four aspects of personnel perform-
ance is not easy. To some extent, information may be gathered at the
headquarters of the ministry of health, in the office responsible for staff
appointments, e.g., on formal policies on the recruitment and placement
of personnel; their actual implementation can be judged only by
discussions with, and observations of, the many health personnel in the
ministry’s programmes. Formal policies on supervision and consultation
may be determined in the same way, but their implementation requires
more searching investigation.

Whether job profiles, or job descriptions, exist and are used is
relatively easy to determine in a ministry of health, but some
observations in health establishments will be necessary to learn if they
are really known to all concerned and being implemented. The
monitoring of quality of performance may be called for in formal
policies; this is easy to describe but not so easily assessed.

Judgements as to the practical implementation of these four aspects
of personnel performance in a ministry of health will depend on a
combination of observations at several places. Facts and impressions
may be gathered at the ministry’s headquarters. Further insights will
come from visits to provincial or district offices of the ministry, where
several officials should be interviewed. Then, at the workplaces
(hospitals, health centres, and health posts), insights can be gained into
how well personnel appear to be performing their functions. If possible,
a few discreet questions might be put to patients, particularly with
reference to the services of community health workers.

Personnel administration—ministries of health

A final aspect of health manpower management may be the complex
of policies relating to personnel administration. The exact policies, of
course, will differ among the various categories of personnel, but their
general character may be considered under five main headings:

(1) Salaries and merit increases. What are the salary scales of the
major categories of personnel (physicians, both general practitioners and
specialists, nurses of various grades, pharmacists, sanitarians, eic.)? How
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do these salaries compare with those for equivalent work in other
organizations? How do they compare with earnings in private practice in
the same profession? If the average earnings of industrial workers in the
country are known, how do the ministry’s salaries compare with these?
It is best to inquire about starting salaries and then about merit
increases or salary increments over time. Are there significant increases
for seniority and long service?

(2) Promotions and career mobility. Apart from advancement in a
given position, how frequently are promotions made to higher positions?
Does the ministry have a policy of promotion from within? Are the
possibilities of promotion regarded as an incentive to high quality
performance?

In fields such as nursing, environmental or community health work,
is it possible for the highly motivated individual to undertake additional
studies and thereby move up to a higher level? From the point of view
of career mobility, does the ministry regard a certain number of years of
experience as equivalent to academic training? Can personnel cross
professional boundaries, through further study, e.g., can a dental
assistant become a dentist?

(3) Long service incentives. Any organization will operate more
efficiently if personnel who have learned to do a job well stay on for
long periods of service. High rates of job turnover are wasteful. It is
necessary, therefore, to determine whether the ministry of health offers
incentives to staff to remain for long periods. Is there job security in the
form of tenure after a certain number of years of satisfactory service?
Are further incentives to satisfactory performance offered in the later
years? Does employment with the ministry offer any fringe benefits, such
as pensions, holidays, health care or health insurance, disability
allowances, etc.? Such benefits are sometimes a feature of all
employment in a country, but do they apply to employees of the
ministry in the absence of a national social security programme? Are
there benefits beyond the entitlements of such a social security
programme?

(4) Continuing education. Continuing education in professional
schools was discussed earlier. Does employment in the ministry of health
give staff an opportunity for regular continuing education? Are
physicians, nurses, pharmacists, and others free to leave their posts,
while still being paid in full or in part, for certain periods, in order to
undertake further studies? Are such additional studies voluntary or
mandatory, or voluntary but encouraged by incentives? Is continuing
education devoted entirely to technical matters? Does it include such
matters as the ministry’s health objectives, management, leadership
strategies, etc.? Above all, is there a national policy on continuing
education that ensures regular refresher courses for all categories of
health personnel and are there incentives to continue lifelong on-the-job
learning? Does continuing education aim at and ensure the maintenance
and improvement of professional performance?

(5) Job satisfaction. There may be indirect indicators of job
satisfaction, such as the turnover rate or the frequency of personnel
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grievances. Job dissatisfaction may be reflected by personnel arriving
late, taking excessive rest periods or working unenthusiastically, etc.
Has a survey ever been made on this question? The results of any such
survey should, of course, be studied and reported, likewise, those of any
study of consumer satisfaction.

Sources of information

Most of the factual information on these personnel administration
policies should be available from a personnel office, or its equivalent, at
the ministry of health. Information on their implementation, and
especially on job satisfaction, can be gleaned by discussions with staff
members at various levels throughout the ministry. Obtaining a personal
job history from some of the older or middle-aged personnel in different
disciplines (during visits to various health ipstitutions at different levels)
may give a great deal of insight into the matter.

Social security organizations

In many countries social security organizations operate a comprehen-
sive health service for certain population groups. They are not funded
from the regular government budget and their funds may be used to
purchase health services from private providers (this is usual in the
developed countries) or they may be used to conduct health programmes
directly with their own personnel and facilities (usually the pattern in
developing countries). In the latter case, the social security organization
may be almost equivalent 10 a second and autonomous ministry of
health, and is sometimes even larger (in terms of its expenditure) than
the ministry.

When a social security organization operates its own health services
in a country, its health manpower development policies should also be
studied in a country review, essentially along the same lines as those of
the ministry of health. Information should be gathered on the conditions
of work, the functions of personnel, and personnel management policies
for all categories of manpower involved. If time is limited, the requisite
information should be collected for physicians (including various
specialists), nurses (several grades), technicians, and pharmacists. Also of
special interest in social security organizations are the various health
admunistrators. On the other hand, sanitarians and community health
workers are not likely to be working for such organizations.

Among the facilities run by social security organizations, gencral
hospitals and large polyclinics (not health centres) for ambulatory
specialist services figure prominently. These are mainly in the larger
cities, and there will rarely be any rural health posts. Visits should be
made to the hospitals and polyclinics, as well as to the organization’s
headquarters.

Because of their independent funding—mainly from the more affluent
sectors of a nation (industry, commerce, civil service, etc.)—social
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security organizations often pay higher salaries for a given type of job
than the ministries of health. Their facilities are often newer and better
designed and constructed. Under these circumstances, social security
organizations may be more successful in recruiting and retaining well
qualified personnel than ministries of health or other agencies. A certain
rivalry often develops between the various agencies, and this may induce
ministries to improve their salaries and working conditions.

Social security organizations have gradually been expanding their
population coverage in many countries and have therefore had more
jobs to offer to health personnel. In some countries, the creation of these
new jobs has had a direct influence on the output of physicians. Nurses,

chnicians, and other health personnel are sometimes even trained by
the social security organizations.

Sources of information

Information on all the aspects of manpower management noted
above can be collected from the organizations’ headquarters (almost
always in the national capital) and at a sample of the hospitals 1nd
polyclinics operated by them. Discussions should be held, if possibie,
with high-level administrators and specifically with those responsible for
personnel administratior:. At the patient-care facilities, interviews should
be sought with the dir~ :tors and with a few staff members of various
disciplines. If possible, patients might be asked a few discreet questions.

Most social security organizations issue annual reports, and
sometimes other bulletins, of which copies should be obtained.

An analysis of the health manpower development policies of social
security organizations that simply purcha: services from private
physicians and existing hospitals (private ..r public) will not be
necessary. These organizations are essentially financial support agencies,
and should be described in the analysis of the overall national health
system infrastructure. Details of the health manpower utilized should be
incorporated in the analysis of the private sector (see below).

Other ministries with health functions

In the discussion of the national health system infrastructure,
reference was made to several other authorities having health-related
functions. Some of these, such as ministries of finance or planning
authorities, will not provide health services directly. They do not need to
be analysed, therefore, though their place in the overall health system—
especially their influence on health manpower plans and budgets—
should be recognized. The ministry of labour employs essentially
supervisory personnel, whose task is to inspect factories and enforce
safety and health regulations at workplaces, but not to provide any
health services. (This ministry may, of course, greatly influence health
manpower management policies and practices).
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On the other hand, several other ministries or ageacies are directly
involved in the delivery of health services to certain population groups
and therefore employ health personnel of various types. Ministries of
cducation may operate teaching hospitals and provide health services to
schoolchildren. Ministries of agriculture may operate clinics or health
centres in selected rural communities. Ministries of defence usually
operate comprehensive health programmes for military personnel.
Ministries of the interior may operate special hospitals and other health
units for aboriginal populations; they also supervise general health
services in many cities that are outside the jurisdiction of the ministry of
health. Public corporations often provide health care programmes for
their employees.

In all these different agencies, varying numbers of health personnel
are utilized to provide direct health care. Time will probably no. permit
a detailed analysis of their conditions of work, their functions, and their
personnel administration policies, but the highlights of those features of
manpower manageraent should be recorded.

Sources of information

In the country review, the different government agencies discussed
above will have been visited as part of the collection of information on
the overall health system infrastructure. At most of these visits, the
highlights of health manpower management can probably be gathered
by asking certain questions.

When important facilities are operated by these agencies—such as
military or veterans’ hospitals, facilities for aboriginal populations,
university teaching hospitals, or the health facility of a large parastatal
oil corporation—it would be advisable to visit them. Their policies on
health manpower management may differ appreciably from those of the
ministry of health or a social security organization, and such differences
should be reported.

Voluntary health agencies

Many voluntary health agencies only engage in health promotion or
contribute to the financing of certain types of research or education.
These will have been identified in the analysis of the national health
system infrastructure.

Where voluntary health agencies actually provide health services, the
country review should gather information on the way they manage their
manpower. Important agencies of this type include religious medical
missions, family planning societies, and those concerned with certain
diseases. In countrics with wmedical missions, there are typically
numerous hospitals ad clir.cs, and visits should be made to at least one
or two of them. By liscussions and observations, the highlights of the
conditions of work, jersonnel functions, and persornel administration
policies may be determined. For obvious reasons, the level of motivaticn
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and dedication of personnel working in voluntary agencies (sometimes
for very low or even no pay at all) may be exceptionally high. Even
though most medical missions arc sponsored by foreign churches, the
majority of their personnel may be local citizens. Information about the
other types of voluntary health agency can be gathered simply through
discussions with each agency director.

Sources of information

Information on health manpower management in voluntary health
agencies can be collected through discussions with agency directors and
visits to church missions providing health services.

Enterprises providing health care to employees

In developed countries, the number of privately owned industrial
enterprises providing health care to employees is usually very large, but
they are numerous even in developing countries. It will be necessary,
therefore, to select a few places to visit, most simply by choosing the
largest programme known to exist in industry, agriculture, mining, or oil
extraction.

At each of these establishments, a medical director is usually
responsible for health services for employees, and often for their
families. Through discussions with the director, and obscrvations on the
health facilities (frequently including a small hospital), the essential
features of manpower management can be investigated—conditions of
work, personnel functions, and personnel administration policies. Some
of these enterprises, especially those owned by foreign corporations, are
very wealthy and operate high quality services. They pay exceptionally
high salaries and attract well trained personnel. A profit-sharing scheme
is sometimes operated to enhance the motivation of supervisors,
workers, or both.

Sources of information

Information on health manpower management may be gathered by
visits to selected ertcrprises, observations of health facilities, and
discussions with the medical directors of the employec health-care
programmes.

The private sector

The private sector is quite large in a great number of both developed
and developing countries. In the latter, even when most physicians work
in the government health services, they may also engage in private
practice after working hours. The principal components of the private
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sector to be investigated are medical and dental practice, and
pharmacies.

Most private health care is not provided within the framework of
any organization, except for the small fraction provided by group-
practice clinics. If any such private medical groups exist in a country, it
would be worthwhile visiting at least one of them—probably the largest
one. It would be interesting to contrast the features of manpower
management found with those in a clinic or health centre operated by
the ministry of health.

Insofar as medicine, dentistry, and pharmacy are not practised in an
organized setting, the three features of manpower management
{conditions of work, personnel functions, personnel administration)
cannot be so readily investigated. If visits are made to a small sample of
practices—such as two or three of each type—perhaps some judgements
can be made on conditions of work. The equipment (medical and dental)
can be observed, along with the office space and furniture. The hours of
work can also be nc'ed.

If personnel other than the physician, dentist, or pharmacist in
question are present, they can be asked about their functions. With
regard to consultation and referral, the physician and dentist can be
asked what they do about a patient whose condition is beyond their
ability to handle. It may be assumed that supervision does not exist in
private practice. However, in some countries, private pharmacies may be
subject to some type of public inspection.

Determining the general quality of performance in any type of
private practice is extremely difficult. Perhaps some general impressions
can be gathered from the appearance of the office. In a medical office, is
there an examining table that seems to be used very often? If patient
records can be seen, do they show any evidence of medical histories,
physical examinations, laboratory findings, or even the patient’s
diagnosis and the treatment given? In a dental office, is it clean and are
the dental instruments in a proper condition? In a pharmacy, does the
stock of drugs appear to be well organized?

Most of the usual questions regarding personnel administration will
not be relevant. The practitioner may be asked, however, whether he/she
has participated in any continuing education/learning in the last year or
two and, if so, of what type. It would be most useful, in analysing the
manpower management aspects of the private sector, to estimate the
practitioner's net earnings. This may be a sensitive question which
cannot be asked directly. The physician, dentist, or pharmacist might
instead be asked, “What are the approximate average earnings of your
fellow practitioners in this city?” If this fails to elicit a response, try,
“What would you estimate the range of nct incomes to be among other
practitioners in this city?” Information on approximate private curnings
might be available at the headquarters of the medical, dental, and
pharmacy associations, if they exist.

Data on private professional earnings are important in that they put
into perspective the salaries paid in the public sector. Private earnings
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are usually much higher, and this information car shed light on the
problems of recruitment (especially of physicians and dentists) for the
ministry of health or other organized services.

Sources of information

As indicated, information on manpower utilization in the private
health care sector requires visits to a sample of private physicians,
dentists, and pharmacists. In private practice offices, many observations
can be made on equipment records, and other features. Discreet
questioning can yield insights into referral patterns and professional
earnings, etc.

General commentary

In considcring the management of health manpower in a country,
several broad questions may be framed, to which the initial answers
would most probably be impressionistic, though specific items of
empirical evidence may perhaps be marshalled in support of some of the
general impressions. The questions would include the following:

(1) Are there obvious shortages or surpluses of certain categories of
health manpower, in relation to national health needs and, if so, in
which categories?

(2) Broadly speaking, is the “mix” and distribution of various types of
health manpower appropriate, or are there relatively too few of
certain types and too many of other types?

(3) Within the health services of the ministry of health, are personnel
assigned to places where they are most needed? How does their
distribution compare with that in other organized programmes?

(4) Are health personnel distributed among different organized health
programmes and specialties in reasonable accordance with their
relative requirements?

(5) Do salary scales and working conditions offer adequate incentives
to work in certain settings necessary for the overall welfare of the
population? Specifically, are working and living conditions condu-
cive to service in rural areas and in underprivileged urban areas?

(6) How can the general morale and performance of health personnel
in the overali programme of the ministry of health and in other
organized health programmes be characterized?

() In the ministry of health hospitals, are the responsibilities
distributed efficiently, so that tasks are performed by the least
expensive personnel, i.c., those with the least elaborate training, capable
of doing them properly? By the same criterion, what is the efficiency of
personnel utilization in hospitals sponsored by other agencies?

(8) How efficiently arc personnel utilized in ministry of health centres
and in facilities for ambulatory care of other agencies?
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(9) Is there a routine channel for information flow on manpower
management and the monitoring of effectiveness and motivation in
various programmes, so that data on needs for changes in planning,
production, and utilization of specified types of personnel are fed
back promptly? Are adjustments made accordingly?

(10) Is there reasonable coordination in the management of health
personnel from differeat agencies working in the same area?

(11) If government and private health services are compared as a whole,
how may the quality of marpower performance in the two sectors
be characterized?

(12) Of the various health programmes of the ministry of health and
other agencies, which one could be characterized as most relevant
to the needs of the nation and which the least relevant?

(13) If the broadest possible view is taken of the management of a
country’s health manpower, is the picture consistent with the
country’s strategies for achieving the target of health for all
through primary health care: Are the organized health programmes
oriented towards equity and social justice, in responding to the
health needs of the population?
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7. Trends and
recommendations

Having collected the data and completed the analyses called for in
the previous chapters, the country review team should be in a position
to make observations on general trends in all three components of the
health manpower development process. On the basis of the problems
and imbalances identified. the team should also be able to recommend
specific improvemests, which are, after all, the aim of the whole action-
oriented country review. They may be based on a comparison of the
situation found in a country with the requirements listed by the WHO
Expert Committee in 1985.! The action recommended would be aimed
at closing the gap between the actual situation and what is necessary in
order to attain health for all. The questions that the team might ask are
listed below.

Planning

What trends can be identified in the mechanisms (and, in particular,
the multisectoral coordinating mechanisms) and methods of health
manpower policy making and planning? Are changes contemplated in
the formulation of national standards and indicators used in setting
goals for the qualitative and quantitative planning of health manpower?
Is qualitative planning considered as a basis for quantitative planning?

How far are health manpower plans integrated with national health
plans and through them with socioeconomic plans? Is there a trend to
adjust the manpower plans to meet the requirements of national health-
for-all strategies? How well are the manpo-ver plans related to the
national economic realities and to what extent are they implemented?

What are the major trends in the national supplics and population
ratios of the principal categories of health manpower? Is there evidence,
for example, of excessively rapid increases in the numbers of certain
types—such as physicians—and of inadequate numbers of others types—
such as nurses?

! WHO Technical Report Scries, No. 717, 1985 (Health manpower requirements for the
achievement of health for all by the year 2000 through primary health care: Report of a
WHO Expert Committec).
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Is research on the types and numbers of health personnel required
being carried out by universities or government agencies any more
frequently now than in the past? Are research findings being used by
decision-makers? Is the flow of information on health manpower
production and utilization more regular or more effective than in
previous years? How does the information influence important
decisions?

In the light of the problems identified in the country review, and the
trends that can be observed, what recommendations may b made to
improve qualitative and quantitative health manpower planning, and to
increase the relevance of plans to the health-for-all strategies?

Production

What trends may be identified in the output of physicians generally,
and in each of the main specialties? Is there evidence of any increased
attention in medical education to the concept of health for all through
primary health care, and to principles of management, and an orientation
towards community problems? What trends may be observed in
specialized postgraduate training and in continuing education?

What are the qualitative and quantitative trends in the production of
pharmacists and pharmacy assistants? Is the changed role of pharmacists
in the health system reflected in their educational programmes?

What trends can be observed in the output of dentists in relation to
various types of auxiliary dental personnel?

Is the education of nurses and nurse auxiliaries changing in response
to the changing definitions of the scope of nursing practice? What are
the quantitative trends in the production of various grades of nurse?

What is the trend in the output of community health workers? Can
any trends be observed in the training of these health workers for
specific tasks, as defined in job descriptions, and in the content of their
theoretical and, especially, practical training? Have the facilities where
they are trained been changing in number, location, or general
character?

What trends are evident in the training of laboratory or other
diagnostic technicians?

Is the output of environmental health personnel keeping pace with
the needs and demands in this field? What changes are taking place in
the curricuium for training various grades of sanitarian?

What are the trends in the training of personnel for health
administration and leadership? Is there any increase in the number of
short courses or workshops on administration or management for health
personnel already at work?

Are there any trends in the training or output of other types of
health personnel?

Is overall manpower production generally consistent with health
manpower plans, qualitatively and quantitatively, and in accordance
with national health-for-all strategies?
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In view of the problems identified in the country review, and the
trends observed, what recommendations can be made to improve health
manpower production, qualitatively and quantitatively? Can this process
be made to reflect more significantly manpower plans to produce the
types and numbers of personnel with the competences required by a
health system based on the primary health care approach?

Management

Are there any noticeable trends in the conditions of work and life of
various types of health personnel in the programmes of the ministry of
health? What are the trends in the improvement of working conditions
in hospitals, as compared with health centres or other facilities for
ambulatory care?

What trends can be identified in the way the ministries of health use
job descriptions? How do they organize the supervision of personnel,
especially the briefly trained community health workers? Are procedures
for monitoring the quality of work being developed and applied, and are
there mechanisms and procedures for feedback to the planning,
production, and management of personnel?

What are the trends in the improvement of working and living
conditions and in the use of job descriptions in other agencies?

In personnel administration, is there any trend towards improved
incentive schemes in the ministry of health and, if so, for which types of
personnel? What is the trend with respect to j< , turnover in the ministry
of health and in other major organized health programmes? Are there
greater incentives for long service and for better job performance? Is
continuing education being provided at definite intervals and, if so, by
which agencies and for what types of personnel? Is there any trend to
reorient continuing education towards improved job performance, and
to test whether there has been any improvement?

Have personnel management trends in other agencies been identified?

In the light of the problems and trends identified in the management
of health personnel, what recommenaations can be made to improve
manpower management in the ministry of health and in other agencies
in order to increase job effectiveness and efficiency in health systems
based on the primary health care approach?

International collaboration

In concluding the country review of health manpower development,
the review team might want to consider whether further collaboration
from multi- and bilateral agencies, and especially WHO, would help to
solve any of the problems identified. Such collaboration might provide a
source of technical expertise in any aspect of health manpower planning,
production, or management. Consultants with international experience
can help to acquaint a country with the experiences gained and the
lessons learnt by other countries faced with similar problems.
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WHO might be currently working in the country on some aspect of
health manpower development and/or some other aspects of the
national health system. Suck projects should be reported, along with any
assessment of what they may be accomplishing. Conceivably, a WHO
representative might serve on the review team, if this is feasible and the
national authorities consider it necessary.

In addition, UNICEF, the World Bank, UNDP, and other United
Nations agencies, as well as bilateral, intergovernmental, and non-
governmental bodies, may be working in the country on some aspect of
the health system and, specifically, on health manpower development.
Any such work must be described and taken fully into account in the
formulation of any recommendations for international collaboration.

If there are ways in which WHO collaboration might be more
helpful, the regional office concerned should be informed accordingly.
To the extent possible, WHO is prepared to collaborate with all
countries in making their hezlth manpower development activities more
effective and efficient in the implementation of health-for-all strategies.

Plan of action

When all the problems and trends have been identified and
recommendations made with respect to health manpower planning,
production, and management, a consolidated plan of action should be
drawn up. This would ideally be a task for a national health council or,
in its absence, the ministry of health. Perhaps the need for a plan of
action may justify the formation of a new ad hoc committee on health
manpower development, which should include representatives of
planning bodies, training institutions and agencies providing health
services. Such an ad hoc committee warrants support from the highest
level, and should maintain close working relationships with planning
agencies, the ministry of health, universities, professional associations,
and other interested groups

A sound plan of action should indicate clearly the tasks to be carried
out in order to solve the problems identified. It should establish the
priorities and the strategies to be applied. Target dates for the different
actions should be set, with an indication of the person(s) and/or
institution(s), responsible for each step. The plan of action should be
carefully reviewed and discussed by all members of the ad hoc committee
before it is finalized. Existing national standards or guidelines for heaith
manpower development should be assembled beforehand, even if they
are subject to later modification or imjrovement.

In another five years or so, the main features of the review should be
repeated. What has been accomplished and what remains to be done?
The value of the whole review can only be measured by the results
obtained in the implementation of recommendations intended to
improve and speed up the process of achieving health for all.
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Annexes

The four country reviews of health manpower development
included here in alphabetical order demonstrate some of the
possible outcomes of such reviews, with special emphasis on the
conclusions and recommendations. Further reviews may be
obtained on request from the World Health Organization, Avenue
Appia, 1211 Geneva 27, Switzerland.




Annex 1

Health manpower
development in the
Islamic Republic of Iran

This country review of health manpower development was carried
out in the Islamic Republic of Iran on 2-7 February 1985. The time
available for this study was unusually short (four working days only),
and the protocol had therefore to be streamlined and applied with great
flexibility, with special regard to the fact that the report had to serve as
an input to a joint Government/WHO programme review.

General background

The Islamic Republic of Iran lies between Turkey and Iraq on the
west, Afghanistan and Pakistan on the east, the USSR on the north, and
the Persian (Arabian) Gulf on the south. It occupies 1648000 km?2, and
is divided by mountain ranges into a northern region, a central plateau,
and a southern region.

The population, according to the census of 1976, was 33600000 and
was estimated to be about 43 million in 1984. About 54 % of the
population live in cities, one-fifth of the total in the metropolitan area of
Tehran; the remainder live in thinly settled rural areas. Some 41 %, of the
population are children under 15 years of age. Families are relatively
large, with an average of 5.0 members.

Production and export of oil, accounted for a relatively high GNP
per capita of $2160 in 1977. The rural population is engaged mainly in
subsistence agriculture.

Current literacy levels are not known, but in 1976 the rate of literacy
for men was 67 % in cities and 27 %, in rural areas. For women, literacy
rates were 43% in cities and 7% in rural areas. Education has been
greatly expanded in recent times, however, especially as regards the eight
years of primary schooling.

Administratively, there are 24 provinces, each province being divided
into districts, and these in turn into townships or rural communities.
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Life expectancy at birth was estimated to be 55 years in 1984 and the
infant mortality rate 106 per 1000 live births. The birth rate was 44 per
1000 population and the rate of population growth 3.29 per year.

The national health system

The major components of the national health system infrastructure
of the Islamic Republic of Iran are directed by the Ministry of Health.
There is also a large social security organization covering about 3
million employees (non-agricultural) and their dependants; it aperates its
own hospitals and polyclinics. Several voluntary health agencies,
associated mainly with religious groups, also render services to crippled
children, persons with tuberculosis, and others. There is also a large
private medical sector, especially in the cities, but its size is not known.

In the Ministry, there are six under-secretaries in charge of large
departments (public health, curative services, etc.), including one for
education and research. Directly under the minister is the Regional
Organization of Health of the Provinces. Each province has a Provincial
Health Council, with an Executive Board and an Executive Director.
Curative and preventive health services have separate administrative
structures.

Under the Provincial Health Councils, there are Directr== of the
Health Network of the component districts. The District Health
Network encompasses a district health centre, rural health centres, and
health houses. The district hospital is administered separately.

The Islamic Republic of Iran has a national health policy which is
highly relevant to the long-term objective of attaining health for all by
the year 2000. The corresponding strategics and health development
programmes are in line with the primary health care approach, which is
generally accepted as the cornerstone for the attainment of health for
all.

The health services of the country are planned on the basis of the
primary health care approach. It is proposed to provide integrated
(promotive, preventive, curative and rehabilitative) health care through a
logically constructed network of health institutions. In rural areas, where
about 46 %, of the population live, there are “health houses”, each
serving 1000-2000 population, which are supervised by rural health
centres, covering a population of 5000-15000. For urban populations,
the first-contact level of health care is provided by urban health centres
each serving about 20000 people. Rural and urban health centres are
supervised by district centres and the latter by provincial health centres.
The existing facilities and future projections are as follows:

1983 1985 1987 2002

Health nouses 3259 3598 5600 19000
Rural health centres 1697 1881 .

Urban health centres 986 1543 5950 7500
District health centres 124 124 160 200
Provincial health centres 14 14 24 27
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The district and provincial hospitals serve as referral points, but do
not participate in the supervision process.

Health manpower development

To staff all the health facilitics that already exist, and especially
those planned for the period up to the year 2000, many more personnel
will have to be trained. Plans are being made for this, as explained
below.

Health manpower planning

The health manpower policy and strategy are stated to be based on
the concept of health for all. Health manpower plans are an integral
part of overall health plans, both long-term and medium-term. These
plans make rather detailed quantitative projections, based to some
extent on job descriptions.

Currently, at least 31 categories of hcalth personnel are being
trained, and further types may be forthcoming. Plans have been
formulated for some, though not all, of these categories. Doctors, for
example, are currently available at a ratio of 0.37 per 1000 people; the
goal laid down is 1.0 per 1000. Nurses currently number 9.7 per 25
hospital beds, and the goal is 20 per 25 hospital beds. (For doctors, a
ratio of 1.0 per 1000 would mean an estimated total of 74000 by the
year 2002, although another projection calls for 61000).

In the Master Plan of Health issued by the Joint Planning Council of
the Ministry of Health in 1982, the national inveniory of health
manpower is reported, in round numbers as follows:

Physicians 15000
Dentists 2000
Pharmacists 3000
Pharmacy assistants 1700
Environmental health technicians 8000
Nurses and nurse aides 23000

Midwives and assistant midwives 1700
Auxilianes for primary health care 3000

Plans call for considerable increases in all these types of personnel. The
auxiliaries, for example, would be expected to number 33000 by the year
2002. Each health housc would be staffed by two such ruxiliaries—one
female for maternal and child health and family planning, and one male
for environmental sanitation and communicable diseases. The health
house is supposed to carry out all the eight essential functions of
primary health care.’

The health centres, urban and rural, are now staffed in principle by
at least one physician plus nurses and midwives, as well as nurse and

t WHO/UNICEF. Primary health care. Report of the international conference on primary
health care, Alma-Ata, USSR, 6- 12 September 1978. Geneva, World Health Organization,
1978.
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midwife auxilianes. It s planned that, in the future, in addition to the
above there will also be one technician in oral health, plus other
technicians in family health, disease control, environmental health,
laboratory work, and pharmacy, giving a minimum of seven
professionals.

Currently, the staff of the 3424 existing health centres consists of
1475 physicians (of whom 255 are Iran:ans), 154 graduate nurses, 6734
practical nurses, 449 midwives and nurse midwives, and their auxiliaries.
In the 3598 health houses now in existence, there is a total of 5200
auxiliaries (presumably male and female).

Of the urban population (settlements of 5000 people or more), about
859 are now covered by the services of health centres or health houses
as described ..bove. Of the rural population in the 70000 villages, only
45 %, are within 1 hour’s travel time of a health centre or health house.
Where coverage is not otherwise available, it is provided by mobile
immunization and communicable disease control teams, which also
supervise those health houses not yet sinked to a health centre. In one
rural district visited. with 500000-600 000 population, there were 15
rural health centres plus 10 unc'er construction (and a need for 60); there
were 71 health houses plus 8 under construction (and a need for 300).

Since the last Joint Programme Review in August 1983, the Islamic
Republic of Iran has evidently made a determined effort to implement
its health-for-all stratc - ir spite of very serious economic difficulties.
The figures quoted above show that the construction and/or establish-
ment of new health house, and health centres was continuing although
numbers quite clearly fell short of projections. For example, there seem
to be about 600 fewer health houses than are necessary for early 1985 if
the 1987 target is to be achieved. The reason for this is clearly economiic,
although at the same time new medical schools are being built so that it
also seems to be a question of priorities.

If the plans are examined in greater detail, the striking fact emerges
that they do not take into account the natural rate of attrition (from
death, retirement, etc.). The other noteworth, fact is that planning for
nurses relates exclusively to hospitals (20 per 25 hospital beds) and none
at all are foreseen for health centres. It is also striking that, for
example, in 2002, only 33000 auxiliaries are planned for 19000 health
houses, each of which should have two auxiliaries. Even this figure took
no account of attrition, though this category has had a 30% attrition
rate during the past ten years and has a current annual training intake
of 1200 (but again no account was taken of a 10 % drop-out rate durin~
the 2-year training period). This means that, with the present intake and
all foreseeable attrition taken into account, in 2002 there will be about
15000 auxiliaries' available for the planned 19000 health houses. Even
if the intake is doubled (2490 per vear), only about 25000 auxiiiaries will
be available in 2002.

' All the calculations here were made for illustrative purposes only.
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As regards physicians, the intake in 1984-85 was 2145, but the
number of graduates in 1984 was only 592, and will be 800 per year in
1985 and 1986. If the country wants 74000 physicians in 2002, then
roughly about 7000 medical students ought to be admitted annually
from now on to reach the target, taking into account the normal drop-
out rates. Of course, drop-out rates for different categories of health
workers in the Islamic Republic of Iran are yet to be defined.

The training of family health and disease control technicians, two
new categories of health worker who may cventually replace nurses in
health centres, started only in autumn 1984 with an intake of 1000 fr.
the two groups. However, the plan does not seem to foresee the use o1
nurses at health centres during the period when the new technicians are
not yet available in sufficient numbers.

The plan: mentioned here were all prepared before 1983 when the
economic situation was much better than it is now. For this reason a
thorough revision will be necessary, but this has not yet been started.’

As to the qualitative side of planning, it seems that there are detailed
job descriptions for most, if not all, categories of health personnel but
only very few of them, if any, are based on task analyses. The others are
based on the opinions and judgern.ent of experts.

Health manpower training

The details of training programmes for the 31 categories of health
personnel were collected by the person carrying out the review. One of
the categories is “community health workers” who are actually called
‘“‘auxiliaries”. There are also auxiliaries for many other personnel
categories, but these are trained on the job, except for the auxiliary
nurses and midwives, who are trained in 4- to 6-month courses after 8
years of basic schooling. It should be noted that the admission policy
has been changed in all programmes so as to conform with the declared
principle of the national health manpower policy—namely emphasis on
the selection of local nationals for training.

Curricula for all health training programmes have also been revised
since the Revolution in accordance with Islamic values and commusuty
needs. This seems to lead mainly to the extension of training
programmes to include general (non-health) subjects. There is no
evidence, however, that this revision has, as it was supposed to,
promoted integration of training and health services delivery with
emphasis on the training of those personnel required by the country
heaith network.

The medical and nurse training programmes seem to be highly
theoretical and entirely discipline-based and hospital-oriented. In the 7-
year medical curriculum, 75% of the first two years is devoted to

! Because of the shortage of time it was not possible to talk to the planning authority
either in the Ministry of Health or in the Plan and Budget Organization.
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lectures, as is 50 % of the third year. Only in the later clinical years does
lecture time drop to 25%. This pattern is the same n all medical
schools.

In nursing, lectures absorb 55% of the associate degree curriculum
(2.5 years after 12th grade). The BSc degree in nursing requires 2 years
of study after the associate degree, and the MSc 23 years after the BSc.
Even the nurse-practitioner curriculum (3 years after 8th grade
education or | year after 12th grade) includes 43% of lectures.

The medical school curriculum is scheduled to include a 2-month
field training period in an urban health centre, but ihis has not yet been
started. A lecture course on public health is given in the first 2 years,
and later the students uadertake 6 weeks of fieid work, but the
objectives are not clear. In the clinical internship period, 109 of the
time is spent in outpatient clinics. Even when the ™l field training
becomes operational, the overall programme will remain largely
hospital-bed oriented. The same applies to the nursing training
programmes. The academic degree courses contain only a few brief visits
to health centres. Even in the training of practical nurses (who are also
expected to work in health centres), the time spent in health centres
seems to be no more than 109 of the total.

The training of male and female auxiliaries to staff the health
houses—genuine community health workers—is much more practice-
oriented. These students spend 71Y% of their study time in supervised
field training in demonstration health houses, and less than 109 in
attending lectures.

There are three new training programmes for personnel for health
centres—those for technicians for oral health, family health, and disease
control. Each requires 2.5 years after secondary school (12th grade).
These students, however, will visit rural health centres only for 10% of
the time. In the training of oral technicians, only 35% of the time is
devoted to lectures, but the figure rises to 60 % for the other two types
of technician.

Training in management principles, including methods of supervi-
sion, does not seem to be included in the training of any health
personnel. The trairing of teachers for certain personnel (e.g., nurses
and technicians) seems to be well organized. For other schools, such as
medical and public health graduate schools, however, teacher training is
weak or lacking.

Teaching/learning material seems to be adequate in all types of
health school of the Islamic Republic of Iran.

Graduates do not seem to be followed up in any of the schools. In
the th.c¢ new technician training programmes, however, it is intended to
carry out such follow-up studies.

Health manpower management

Maldistribution of health personnel is a worldwide phetiomenon
found also in the Islamic Republic of Iran. Doctors and nurses tend to
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congregate in the big cities and especially in Tehran. Though there are
financial incentives to attract personnel to rural areas, they do not seem
to be sufficient, and there are also housing difficulties and other
problems with living and working conditions.

Doctors and other health persoinel are obliged to work for 5 years
after graduation in government service, wherever the authorities may
decide, but because of the war, 2 years of this is spent in military
service, 1 year in the Ministry of Health, and 2 years in any town
without a medical school. However, of the 1500 physicians now
performing the 1 year’s obligatory Ministry service, there were very few
indeed in = rural health centre (women and those invited by a university
to work there are exempt from this obligatory service). For those serving
their 1 year, no housing is provided.

There are obviously serious problems in getting health personnel to
work in rural areas. In addition, continuing education and supervision
do not always seem adequate, and thus staff in rural areas, especially in
remote places, may feel quite isolated.

Continuing education for health-house personnel seems to have been
very carefully worked out: there are weekly visits by supervisors, 1 day
per month in the health centre. and 1-2 weeks per year at a refresher
course. However, the whole system seems to need reinforcement. Even in
the rural health-house visited, which was very near a city, the auxiliary
who had finished her studies 7 years previously had not taken a
refresher course at all, nor had her colicague, who had finished his
studies 5 years ago. Continuing education for all categories of health
worker needs to be strengthened, or in some cases simply started.

The career prospects for some personnel categories are commendably
well assured. There is a real career structure for nurses, and even for
health-house auxiliaries, while the three new types of health technician
start out with clear career prospects (e.g., after 5 years’ work the oral
health technician who passes an examination can attend dentistry school
for 3 years and become a fully qualified dentist). Similar career
prospects exist for public health personnel, but for other categories are
yet to be worked out.

Coordination

There are several councils and high councils which could ensure the
smooth integration of health systems and manpower development,
although not all of them are active (e.g., the Multisectoral National
Health Council). On the other hand, the High Council for Policy
Making in Health, Curaive Affairs and Medical Education, is very
active. It includes the Ministers of Health, Culture, and Higher
Education and members of the Cabinet who happen to be physicians,
two physician members of the Majlis, and two physician delegates of the
Prime Minister.

)
§e)
(B




ERIC

Aruitoxt provided by Eic:

&
DA

76 REVIEWING HEALTH MANPOWER DEVELOPMENT

Conclusions

The Islamic Republic of Iran has a clearly stated healtt policy and
long-term strategy oriented to the goal of health for all through primary
health care. It has designed a national health system using this
approach—perfectly appropriate to Iranian conditions. The 1983-87
Plan envisages great steps towards improving the health system. Due to
current economic constraints, however, implementation of the plans,
including those for health manpower, has been difficult.

The weak health coverage, especially in rural areas, is due partly to
the shortage and maldistribution of personnel. This problem could
perhaps be solved by:

(@) deciding which type of health worker should staff the rural health
centres until the new types of technician can take over. This might
be the practical nurse, whose training could be thoroughly reoriented
so as to focus on primary health care and rural health centres, with
emphasis on methods of management;

(b) speeding up the training of the new family health and disease control
technicians (perhaps also making the two types of training more
uniform) and. as for practical nurses, orienting them to primary
health care and rural health centres; '

(c) accelerating considerably the training of auxiliaries for health-houses
by reducing its duration to | year (with continuing education),
increasing the training capacity by decentralization to the district
level and to health centres and, if there are financial constraints,
considering reducing expenditures on educating physicians (who
seldom settle in rural areas) and increasing those on the auxiliaries
needed to staff the health houses that are planned.

Another possibility, complementary to those listed above, would be
to temporarily increase the population to be served by a health centre,
and reduce the staffing norms. For example, each health-house might
have one female community health worker, while the male health worker
served two health houses. Other options are possible, of course, but
decisions are needed soon.

Health manpower planning

The health manpower plans, prepared in the early 1980s, seem out of
date now. Even in the more prosperous period in which they were
prepared, they did not seem well matched to the existing and planned
training capacity or the overall health system plans. In addition, they
did not take account of natural attrition in training or at work. These
manpower plans, therefore, should realistically take account of the
available budget, the training capacity of schools, the attrition of
students and health workers, and the needs of overall health system
development.

Qualitative manpower plans, including job profiles based on task
analyses, however approximate, and further adjusted to the primary health
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care approach, should be the basis of quantitative plans, training
programmes, examinations, supervision, quality assurance, career de-
velopment and incentive schemes. They must be worked out for those
catego:ies where they are still lacking.

While the qualitative and quantitative health manpower plans are
being revised, it may also be appropriate to revise the existing number
of categories of health worker. Thus the need for nurse practitioners and
associate degree nurses might be questioned. Could they not be replaced
by a single category, able to work equally well in health centres and
hospitals, reducing somewhat the number of nurses with university
degrees?

Health manpower training

Based on the revised job profiles, the objectives and curricula of the
different training programmes should be reviewed, in order to reorient
them to primary health care. For instance, the medical school
programme, in addition to being long (7 years), seems to be in serious
need of revision in the light of the primary health care approach, as
does the nursing programme at all levels, including the post-basic
courses. At the same time, these and other programmes need to be made
more practical and less theoretical. The following might be considered
for all training programmes:

—increasing polyvalency;

—introducing multiprofessional (team) teaching/learning;

—developing problem-solving capacity (problem-based learning);

—promoting student learning (by putting students in active learning
situations instead of obliging them to be passive listeners in a lecture
hall), i.e., drastically reducing lecturing;

—maximizing opportunities for students to practise under supervision at
places where they will be later expected to work and also to become
familiar with other levels of health care (community-based education);

—developing self-learning habits;

—developing a commitment to working where they are needed in a
health system based on the primary health care approach.

Such programmes exist in other countries, and several of them were
initiated earlier in the Islamic Republic of Iran. It would be advisable to
consider educational innovations in the above directions in newly
established institutions. In existing institutions, innovations might take
the form of experimental, parallel tracks, using the experience already
gained in the country and elsewhere.

There seems to be a need for those health workers who will be in
managerial /supervisory positions (nurse practitioners, physicians, and
others) to learn management skills (role-playing, simulation exercises,
supervised practice, etc.). Similarly, since nearly all health workers may
find themselves in a situation where they will have to teach others, they
should acquire the necessary background in educational principles and
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practices. The Shiraz Teacher Training Centre and other similar centres
may be used to prepare teachers for other teacher training units. The
present teacher training courses, which usually only train in subject
matter, need to be extended along these lines.

Health manpower management

To increase the efficiency and effectiveness of health personnel at all
levels, and to improve their geographical distribution, certain manage-
ment measures seem necessary. Some of these may appear costly, but the
wastage of expensively trained manpower costs even more. Such
measures might include:

(a) introduction of further financial and social incentives for service in
rural areas;

(b) provision of staff housing at rural posts, with mobilization of
community initiative (local recruitment alone does not solve the
problem, although it helps);

(c) developing a national system of regular continuing education for all
types of health personnel, especially in rural areas, in order to
improve the quality of performance;

(d) creation of a career structure for the few manpower categories that
do not have one;

(e) offering training in leadership and management, possibly at the
University of Tebran School of Public Health; and

() strengthening supervision at all levels, using standard check-lists
based on job profiles.

As part of career development, a residency programme in general
prastice, leading to qualification as a specialist, may be needed.

"While the Government is clearly committed to the policy and
strat:gy of health for all through primary health care, in practice there is
strong reliance on hospital-based physicians. They still seem to be
regarded as the hub of the health system, although health coverage in
rural areas relies heavily on other personnel. Some nursing leaders seem
strongly biased towards highly trained professional nurses and hospital-
based training programmes. It might be useful to hold workshops for
medical and nursing leaders—involving the Iranian medical and nursing
associations—where the implications of the health-for-all and primary
health care policy and strategy could be fully discussed.

There seems to be a need to redevelop health manpower research (as
part of health systems research) as a sound basis for decisions on health
manpower development; there is no other way of finding out what
happens to the graduates from different programmes, their career
choices, their drop-out rates, how well they were trained for the tasks
they must actually perform, etc. A simple follow-up sch.me could be
established and serve as a basis for a much needed health manpower
information sub-system; this would make it easier to monitor health
manpower performance, quality assurance, and the further improvement
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of training programmes. Such health manpower research, including the
economic aspects, might also be conducted in the School of Public
Health (probably in the Department of Public Health Practice).

Coordination

The different components of the health manpower development
process—planning, training, and utilization—are under different auth-
orities within the Ministry of Health. Manpower utilization is also the
concern of the State Organization for Administrative and Employment
Affairs. The activities of these bodies would seem to require
coordination, which might well be achieved by establishing a sub-
committee under the High Council for Policy Making in Health
Curative Affairs and Medical Education. Such coordination could link
the whole manpower development process with national health system
development. The School of Public Health (possibly together with the
Departments of Social Medicine of the medical schools and other
bodies) might conduct the research necessary to prepare decision
alternatives and to monitor their implementation and effects. Such
arrangements would constitute a type of National Health Development
Network.

Priorities

The order of priority of the tasks to be undertaken to solve the
numerous health manpower problems will naturally be established by
the competent authorities. An appropriate order might be:

—to review the manpower plans on the basis of the revised health plans
and economic realities, and to prepare realistic manpower plans;
—to prepare the plans for adjusting the training system (number of
categories, admissicn capacity, etc.) to the requirements of the revised

plan;

—to review the job profiles, on the basis of task analyses, to meet the
requirements of the health system, based on the primary health care
approach; and then

—to review the training programmes in the light of the revised job
prcfiles and of the results of the follow-up of graduates.

An outstanding priority seems to be to decide what measures could
be taken in the present financial situation to improve the distribution
and utilization of trained manpower in order to avoid costly wastage.
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Annex 2

Health manpower
development in
New Zealand

At the request of the Government of New Zealand, the country was
visited from 22 September to 12 October 1985.! The purpose of this visit
was to review jointly with national officials the health manpower
development activities in the light of health systems development.

The specific objectives of the visit were to study:

—the health manpower policy of New Zealand in relation to its overall
health policy;

—the heaith manpower plans in relation to health manpower policy and
health plans;

—the educational policy, plans, and practices for various categories of
health personnel in relation to health manpower policy and plans;

—the utilization of health personnel in different health care settings;

—the health manpower results, trends, problems and the ways that New
Zealand hopes to overcome those problems, and especially the aspects
from which other countries could learn.

General background

New Zealand lies south-east of Australia in the South Pacific Ocean.
It is made up of two principal islands, North and South Islands, as well
as Stewart Island, Chatham Islands, small outlying islands, and certain
overseas territories. It is over 10000 km from the west coast of the
United States and 1600 km frem the south-east tip of Australia. North,
South, and Stewart Islands extend over 1750km from north to south,
the maximum width being 450km. Its area, excluding overseas
territories, is 267 254 km?, 42.7 % of which is in North Island and 57.1%

! The review itscif lasted only from 24 September to 5 October 1985,
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in South Island. The country is largely mountainous and its climate is
temperate.

The Maoris, of Polynesian origin, came to the country before and
during the 14th century. The first European settlers arrived in New
Zealand in 1836. In 1840, the Maori chiefs ceded sovereignty to the
British Crown; the islands became a British colony and a steady stream
of British settlers followed. Full independence was obtained in 1946. The
Head of State is the British monarch. The political system is democratic;
the 95 members of the House of Representatives are elected for three
years. The exccutive of the House of Representatives is the cabinet,
made up of ministers in charge of various government departments,
including health. Each department has its own territorial system
covering the country (the Department of Health has 18 healtn districts).
There are also about 200 elected local authorities (in cities, boroughs,
counties) which all have some basic public health functions. In addition
to the 18 health districts there are 29 hospital board areas. The hospital
boards are locally elected and entirely state funded.

The population at 31 December 1984 was 3299500. The medium
projection for the year 2001 is 3 772000. Of the total population, 73.7%
live in the North Island and 25.4% in the South Island; 85.4 %, were
born in the country, 8.8% are Maoris, 2.9 % are Pacific Islanders, and
85.5% are urban dwellers. The crude birth rate in 1984 was 15.7 per
1000 (19.5 per 1000 for Maoris), the crude death rate (1983) 8.1 per
1000 (4.6 per 1000 for Maoris), infant mortality (1983) was 12.5 per
1000 (for Maoris 19.5 per 1000). Life expectancy at birth in 1983 was as
follows: male 70.8 years (63 years for Maoris) (in 1977); female 76.9
years (68 years for Maoris) (in 1977).

Of the total population, 27 % are in the 0-14 years age-group, and
10% are over 65 years. While it is expected that the total population
will increase by the year 2001 by 22 9%, the 75+ year age-group will
grow by 72 %,

The GNP per capita in 1984 was around US$7920. The country
belongs to the Organization for Economic Cooperation and
Development and to the group of economically highly developed
countries. The chief products are meat, wool, dairy products, coal, gold,
limestone, salt, and natural gas. The chief manufactures are agricultural
machinery, chemicals, and textiles, while 9.3 % of the active labour force
are employed in the agricultural sector. The food processing industry is
also important. The recent world economic crisis has hit New Zealand
hard. Unemployment stood at 4.4% in 1984.

In 1985-86 an estimated 4.8 % of the GDP was devoted to health
expenditures while in 1975-76 this proportion was 5.29%. The
proportion of gross government spending on health has also declined to
an estimated 9.9 % in 1985-86 from 11.2% in 1975-76 and 12.1% in
1980-81. All sectors of health care are under pressure tc become more
efficient and more cost-effective. The total budget per capita in 1984-85
was US$420 and it is estimated that 75 % of all health expenditures are
state covered. The bulk of the health budget (74 %) goes to hospitals (in
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1960-61, the figure was 60%), while primary medical care benefits
account for 199, (319 in 1960-61), and community health programmes
for 7%. It is estimated that the proportion of national health
expenditure devoted to primary health care (PHC) is about 27-28 %, the
largest component being subsidies to the private primary medical care
services and pharmaceuticals. According to Treasury officials, the
question to be asked about the health budget in a period of zero growth
is not so much “how much is there?”, but “how well are the available
funds used?”.

The health problems of New Zealand are typically those of a highly
developed country where the adult literacy rate is about 98 %, education
for the 6-15 year age-group is compulsory and is free up to 19 (in state
schools), safe drinking-water is available to all, and 88 % of homes are
sewered (the remainder have their own devices, which are generally
satisfactory). Immunization coverage in 1983 was between 70 and 75 %.
The leading causes of death are cardiovascular diseases (43.8 % in 1982),
tumours (22.5%) and accidents (7.7%). The major causes of public
hospital admissions in 1983 were complications of pregnancy, childbirth
and puerperium, tumours, and respiratory diseases. The proportion of
smokers is slowly decreasing and the total per capita alcohol
consumption has slightly decreased from 1981 to 1982 (from 8.9 to 8.6
litres; no more recent data were available) but both of these habits, as
well as obesity, are still major public health problems. Dental health,
especially among children, has dramatically improved: in 1979 children
and adolescents had 60 9 less dental treatment requirement as compared
with 1965. The health of the Maori and Polynesian population has also
shown spectacular improvement but still lags behind that of the
European (pakeha) population. The Maoris have a special concept of
health which recognizes its spiritual, psychic, bodily, and family
dimensions. Any successful health intervention, as far as this rapidly
growing population group is concerned, must take this into account.

The National Health System

The health policy of New Zealand has not been officially stated or
proclaimed and thus has to be deduced from different literature sources
and oral statements. A typical example of a policy statement may be
taken from a report publisned in 1979 in which the New Zealand
Planning Council stated that the two principles of the welfare state are:
(a) “the state, by providing services which are heavily subsidized or free
of charge, should ensure that all citizens have access to good educational
and health facilities, regardless of their capacity to pay” and (b) “the
state should assist those in need and provide individuals with security
against hardship arising from sickness, old age . . . and otber hazards of
life”.! Further, the report enunciates three principles on which there was
broad agreement: (a) “in the delivery of health services increased

! Sce footnote 1 on page 83.
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emphasis should be placed on health education, health promotion, and
the prevention of disease and accidents (this includes attention to
environment and life-style)”; (b)) “more emphasis should be placed on
the development of public health services, such as occupational health”;
and (c) “*policy should move towards the provision of community-based
services, including voluntary services, and away from hospital-based
services (hospital boards are themsclves able to participate in this
movement)”.}! It is emphasized that additional expenditure does not
itself necessarily improve health; improvements in the health of the
community can most effectively be achieved by changes in life-style.
These principles were restated in a Department of Health report in 1984,
with added emphasis on “primary health care in its many dimensions”.
A number of priorities are now being considered during the preparation
of the Department of Health’s first health plan; a policy statement by the
nursing profession also exists, and the Maori people recently spelt out
their health priorities. A progress report to WHO emphasizes that *‘the
New Zealand Government’s health policy is in conformity with the
health-for-all goal. The health policy outlines three principal objectives:
(a) the maintenance and improvement of the health of all New
Zealanders, thus contributing to an improvement in their quality of life;
(b) the provision of health services when and where they are needed, and
at a minimum cost to the patient; (c) continuation of reforms in
planning, organization and administration of health services with special
emphasis on greater community involvement in decision making”
(unpublished report, 1984). The Minister of Health also emphasized that
health services should be reoriented to primary health care, promotion
of a healthier life-style, and community involvement, and that emphasis
on tke hospital sector should be reduced.

The New Zealand health system is highly complex, consisting of
state, private, and voluntary (nongovernmental) sectors (a tripartite
system).

The state health services are vertically compartmentalized as are all
the other sectors. The Department of Health, the central health
authority, is responsible to the Minister of Health through the Director-
General of Health. Under the head office there are 18 health districts
(the staffing and functions of the one visited, the Dunedin health
district, can be taken as typical); these are organized along strictly
vertical lines, each service (dental, nursing, etc.) reporting directly to its
own superiors in the head office. The medical officer of health in charge
of the district health office has wide statutory responsibilities and
considerable independence in carrying out tasks in the broad field of
public health, control of communicable diseases, and liaising with a wide

' NEW ZEALAND. The welfare state. Social policy in the 1980s. A report by the New

Zealand Planning Council. Wellington, New Zealand Planning Council, 1979 (NZPC No.
12).

2 NEW ZEALAND, Report of the health services manpower planning workshop, Rotorua,
September 1982, Wellington, Department of Health, 1984 (Bluc Book Series, No. 18),
p- 17.
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range of other departments (social welfare, justice, labour, etc.). The
local authorities employ health inspectors, and their health functions are
carried out in close conjunction with the Department of Health. The
total staff of the Department in 1982 was 3781 (about 300 in the head
office), of a health work-force (this term is preferred in New Zealand to
“manpower”) about 76000 strong.

The public hospital system, entirely funded by the state, is under the
control of locally elected hospital boards in 29 hospital board areas.
Public hospitals, as well as general practitioner obstetric services
provided in hospitals, are free for all, and private hospitals are heavily
subsidized by the state so that they are readily accessible to everyone.
On 31 March 1984 there were 170 public hospitals with 24 874 beds and
173 private hospitals with 5809 beds (18.9 %). Thus there was a total of
93.0 beds per 10000 population, a decrease as compared with 1980,
when there were 119.1 beds per 10000. This decrease is entirely in the
public Lospital area, as the number of private beds has grown in the
perioé (from 5164 in 1980). Hospital boards employed about 50000
people in 1984 (48 824.2 full-time equivalents or FTE), 66 % of the total
health workforce (889 of nurses) and spent 809 of their budget on
salaries.

The first-contact level of health care is provided by private general
medical practitioners (2284 in 1983, or 1841.8 FTE). Speciaiist care,
outside hospitals, was provided by 986 medical specialists (1983; 394.3
FTE). Private practice is heavily subsidized through a very elaborate
system of state benefits which, at the time of their introduction in the
early 1940s, covered about 759 of the actual costs of the fee-for-service
system for the patients; today, it hardly accounts for more than 25 A
the rest being paid by the consumers. This explains the rapid growth of
private health insurance, which started in the early 1960s to cover
private surgical interventions for a few (the waiting period for non-
urgent surgery may be | year or more) and now covers about 409 of
the population (premiums are tax-deductible). Access to general
practitioners (GPs) may still be difficult for certain population groups
because of costs. Specialists’ fees, except for dental care, will only be
paid if the patient has been referred by the GP and the same is true for
all other forms of out-of-hospital care, such as laboratory investigations,
radiography, physiotherapy, etc., which are all provided on a fee-for-
service basis by private practitioners. Prescribed medicaments cost
NZ$1.00 per prescription (except for children, the elderly, and welfare
bencficiaries). Half of the GPs practise on their own, one-third of them
work in group practices, and one-sixth in health centres. There are 14
health centres, which are government built and rented to private GPs,
who work in them in groups together with a number of other health
workers paid by the hospital board concerned (practice nurser,
dieticians, physiotherapists, social workers, etc.). The practice nurses are
employed by the GPs but fully subsidized by the state (the subsidy is
only 509% if the GP does not employ a receptionist) in order to
encourage doctors to take up general practice (this was originally an
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incentive for rural ptactitioners but was quickly extended to the urban
ones as well).!

In health centres, GPs often continue working as they did before.
However, there are initiatives, even in group practices, to experiment
with methods that would help to exploit the great potential of these
institutional forms for the application of the concept of primary health
care (e.g., to eliminate the fee-for-service cum benefit system, which is a
strong disincentive for health promotion and preventive work; to
develop a health team from those working in the health centre; and to
use practice nurses to their full capacity, which is far from being the
case today).

Voluntary organizations, largely-state supported, play a very
important role in health care delivery. For example, the Royal New
Zealand Plunket Society, with its 400 full-time Plunket nurses, provides
child health care for 85% of all children under 5 years of age (159 are
covered by the public health nurses of the district health offices). The
Plunket—Karitane Family Service provides holistic support to families in
need. The New Zealand Family Planning Association, the New Zealand
Society for the Intellectually Handicapped, the Presbyterian Support
Services, and the New Zealand Crippled Children Society are just a few
examples of the nearly 90 nongovernmental health organizations in the
country; there are many more, if the local initiatives are also counted, as
they should be. Such local initiatives include different self-help,
community development groups, Maori health initiatives, women’s
health movements, and even community health workers. The
Department of Health created a Community Health Initiatives Funding
Scheme to support these initiatives.

With so many different bodies and individuals (Department of
Health, hospital boards, private medicine, voluntary groups, the
community, local authorities, etc.) all contributing in one way or
another to the provision of one or another element of health care, the
importance of coordination is very great. There are different coordinat-
ing bodies at central and local levels but most of these are informal, ad
hoc arrangements, while some formally established mechanisms, such as
the District Practice Advisory Groups and the Service Development
Groups (the latter at hospital board area level) seem not to be very
active. The problem of coordination seems to be particularly acute at
the primary level, where independent GPs, quite a number of different
types of independent practitionzr, at least five types of nursing service,
social work services, and a host of voluntary and self-help groups are
active. The problem of coordination is further complic.ted by the fact
that a number of other sectors are interested in health development—
education, treasury, social affairs, Maori affairs, women’s affairs, labour,
etc. There are some coordinating bodies, like the Cabinet Committec
system with its Social Equity Committee, but coordination seems to be

! There were 1244 practice nurses (820 FTE) employed by 1082 GPs in 1983.
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carried out mainly informally and on a “fire-fighting” basis, as
appropriate formal organizations and mechanisms are clearly lacking
both at state and district level.

A number of very positive initiatives are at present being developed
in the health system, in addition to those mentioned above (health
centres, practice nurses, etc.). The Area Health Board Act 1983 makes it
possible to set up area health boards, which are completely new bodies
created by bringing together the functions of hospital boards and the
district offices of the Department of Health, thus fusing together a
branch of a state department with a local authority. This will reduce the
number of both components as it is expected that, when all the area
health boards have been set up, there will be fewer of them than there
are hospital boards now (29). However, what is most important is not
the structural aspect but the totally new philosophy embodied in the
legislation. According to this, the task of the new boards is to address
the issues of total health, including the promotive, preventive, curative,
and rehabilitative aspects. Their objectives will be:

—to promote, protect, and conserve public health and to provide health
services;

—to provide for the effective coordination of the planning, provision,
and evaluation of health services among the public, private, and
voluntary sectors, through their membership of service development
groups as mechanisms for planning; and

—to establish and maintain an appropriate balance in the provision and
use of resources for health protection, promotion, education, and
treatment.

The advantages of the new system are obvious. The area health
boards will ensure the very necessary coordination of the fragmented
system at local level as well as carrying out joint planning, as a
completely new activity, along “service™ lines (e.g.. mental health, child
health). Multisectoral as well as community participation will also be
ensured. Thus the boards may represent the elements of a health system
based on the primary health care approach. The Act also provides for
the establishment of community committees. So far iwo area health
boards have been establishod, both of them in 1985. A “rationalization
project” may prepare the grou..d for another one in the southern part of
the South Island. However, there is no timetable and the Government’s
policy is that change should be voluntary and gradual. An arca health
board will only be set up as the result of an application by the hospital
board or boards concerned to the Minister of Health, who would then
wish to satisfy himself that the matter had been widely discussed locally,
that all the necessary planning and preparation had been done, and that
all the necessary conditions were satisfied. Accordinz to an educated
guess, it may take at least 10 years for all the boards to be established
and functioning.

The re-established Board of Health, with its eleven standing
committees, started to function in April 1984 as an advisory body to the
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Minister of Health. This body should cover the full range of health
services and can act on request from the Minister but also on its own
initiative. As the membership of the standing committees, organized
largely on service lines (including one on primary health care), is drawn
from a very wide range of organizations, they will serve a useful purpose
in coordination and planning at national level, in the same way as the
service development groups at area health board level.

It is hoped that approximately six health regions will be developed,
including the contiguous area health boards, to coordinate work and
promote the sharing of resources (e.g., expensive equipment and services,
which are efficient only if they serve a relatively large population group).
The development of such regions has already started and the
“rationalization project” mentioned above may be one step in this
direction.

There are plans to reorganize the Department of Health head office
shortly along functional lines (primary health care, information, etc.).
There are also plans to revise the complex benefit system so that, except
for children, everybody will have to pay on average about 25% of the
overall cost of services obtained (the hospitals would remain completely
free). This will also mean the levelling off of the private hospital sector
as well as of private insurance, which will be paid for by employers.

Health manpower development

A strong, vigorously growing, and complex health workforce
operates this complex health system (see Table A2.1), which constitvtes
a labour intensive ‘“‘industry”; in 1983, it employed 5.7% of the total
workforce of the country. More than 50000 of these were health pro-
fessionals and, of these, 70% were women. While the total popu-
lation grew between 1976 and 1983 by 3.9 %, the health workforce grew
by 14.2%;"' this coincided with a slow-down in population increase
and in emigration of health workers, and increasing economic
constraints, giving rise to serious concern about possible oversupply, and
strong support for the icea that health manpower growth rates must be
curbed in a planned way.

Health manpower planning

There was little in the way of formal health manpower planning in
New Zecaland before the mid-1970s. Planning, as far as there was any,
had been carried out by ad hoc groups organized by the various
professions, which usually did not have the necessary information and

' It must be added here that, while in the period 1973-80 the population had grown by
less than 19, a year, the active medical workforce grew by about 6 %, a ycar. From 1980 to
1983 the rate of Population increase remamed the same but the medical workforce
increased by some 11%. Thus the doctor/population ratio has constantly decreased—from
1:929 in 1971 to 1:598 in 1983.
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were often mainly concerned with preserving group interests. Since the
mid-1970s, national manpower planning workshops have been held for
medicine, nursing, dentistry, and health administration, based on very
much improved data. Structures were created and working processes
introduced in those fields for ongoing data gathering and planning.
Then, in September 1982, a national workshop was held on health
services manpower planning (see footnote 2 on p.83) in order to
establish a national mechanism and process for integrated health
manpower planning. It is perfectly well understood that planning is not
just a numbers game but that it involves decisions about what results
need to be achieved and how jobs are best done to achieve those results.
Planning is based on the concept of integrated health systems and

Table A2.1. Health sector workforce*

Category 1976 1980 1983
Air pollution control officers 170 180 180
Ambulance officers (not ncluding

pant-time and untrained) 270 340 420
Audiologists 15 30 30
Biomedical technologists NAY 385¢ 350¢
Clinical psychologists 110 120 150
Dentists 1070 1140 1140
Dental assistants 110 110 110
Dental technicians 330 310 290
Dieticians 160 190 220
Dispensing assistants 800 800 800
Environmental health engineers 10 10 20
Food service supervisors 150 190 220
Health education officers 30 30 10
Health inspectors and trainees 390 470 460
Hospitai chaplains 60 60 60
Medical laboratory technologists 640 730 770
Medical laboratory assistants 750 900 950
Medical practitioners 4050 4880 5400
Medical radiation technologists 500 530 680
Nurses 17980 19200 23200
Nurse students, hospital-based 6960 6050 3800
Nurse aids, orderlies, other 4860 6330 5900
Occupational therapists 310 380 490
Optometrists/dispensing opticians 280 280 320
Orthotists, prosthetists and

trainees —d 220 220
Pharmacists 2200 2300 2300
Physiotherapists 840 1170 1270
Podiatrists 170 160 165
School dental nurses 1390 1350 1140
Scientists
Social workers in the health field 320 490 550
Speech therapists 170 190 205
Training officers 110 100 160
Sub-total 45200 49700 52100
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Category 1976 1980 1983
Department of Health® 1600 1600 1700
Health insurance’ 50 50 50
Accident Compensation
Corporation’ 50 50 50
Private hospitals’ 1000 1000 1200
Sub-total 47900 52400 55100
Hospital Boards: ¢
General treatment:
Clerical/other 1500 1580 1760
Diagnostic services:”
Pathology 600 680 530
X-Ray 540 590 510
Hote! services:
House-keeping 3540 4240 3750
Laundry 1170 1380 1300
Dietary 1940 2780 2710
Maintenance, engineerning and
grounds 2040 2660 2690
Administrative services 2920 3750 3830
Transport 180 270 300
Domiciliary 370 390 490
Psychiatric hospital clerical staff
and other 2890 — —_—
Total 17630 18320 17880
Sub-total (approximate) 20000 21000 20500
TOTAL 68 000 73000 76 000
2 Source MORRIS, A Health 0 1983 dats Well , New Zealand Depanment of heaith 1984

(Biue Book Series 20)
b Not available
¢ Plus 100 trainees
9 Included under Hospital Boards

¢ In 1983, some 80 with Health Depantments and 170 with Hospital Boards, included below

! Esuimates

g All figure: are * full-ime equivalents’
# Includes trainees

/ Included sbove

manpower development and relies heavily on relevant WHO literature;
nevertheless, it is hampered by the lack of a stated hcalth policy and
plan and a health manpower policy. As a manpower planning section
had been in existence since 1974 in the Department of Health, within the
Management Services and Research Unit (now Hecalth Services Research
and Development Unit), it was proposed that a Health Workforce
Advisory Committee siould be established, as a coordinating group.
This would be involved in the planning process and mobilize all those
interested (c.g., Department of Health, cducation authorities, health
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professionals, administrators, educators of health professionals, em-
ployers, employees, consumers, and health sector students). The
workshop recommended in its conclusions that the Adviscry Committee
should be established immediately. However, it still does not exist,
although a Health Workforce Coordinating Group has recently been
established within, and staffed by the Department of Health, in order to
prepare for its establishment in due course. It will then be considered
one of the standing committees of the Board of Health. An important
new develcpment is the establishment of a Health Workforce
Development Fund to encourage, with funds of NZ$3-4 million
annually, further studies and experimentation.

As it is clearly appreciated that “practical planning depends on what
we can afford, and we know this is only short-term. Practical planning is
likely to consist of attempts to move a given situation in a desired
direction rather than efforts to reach a highly specific goal”, relatively
little practical planning has so far been carried out. The nursing
profession has gone furthest, stating that by 1996 there would be a
deficit of approximately 335 registered and 1400 enrolled nurses, and has
also suggested how this deficit may be made good. These projections are
based on hospital beds and population, the underlying assumptions
being based on past experience. For the medical profession, a 25%
reduction in medical student intake and graduate output (“moderate
restraint” supply projection) was recommended in 1978 and was acted
on. Even so, it is assumed that the population/doctor ratio will fall from
626 in 1981 to 472 in 2001 (a 34.3 % reduction).

Although the link between the quantitative and qualitative aspects of
manpower planning is not yet clearly established and projections are not
yet based on consistently stated health goals and the competences
needed by each category in order to achieve those goals, attempts have
already been made by different categories of health worker, e.g., GPs, to
define their respective competence profiles. However, these usually serve,
for the time being, only educational purposes (dental technicians, 3-year
pharmacists, etc.).

Health manpower training

With a well developed healtt workforce there is naturally a well
developed training system in New Zealand. There are no less than 57
routes whereby health related qualifications can be acquired, basically at
universities and technical institutes. Medical doctors are trained in 6-
year courses at Dunedin and Auckland, Dunedin also making use of
clinical schools in Wellington and Christchurch for the second 3 years of
the course. Dentists and pharmacists are trained in Dunedin in 5- and 4-
year courses, respectively. Bachelor degree courses are offered to nurses
by Victoria University, Wellington, and graduate diplomas and degrees

! NEW ZEALAND, Report of the health services manpower planning workshop, Rotorua,
September 1982, Wellington, Department of Health, 1984 (Blue Book Serics, No. 18).
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for nurses are also available at Massey University in Palmerston North.
Negotiations are in process to establish a BSc-level physiotherapy course
at the University of Otago in Dunedin. Courses in the technical
institutes are usually of 3-years’ duration. Such institutes started to
provide health-related courses in 1960 (pharmacy) and the most recent
to be transferred to these institutes are the comprehensive nursing
courses (Table A2.2). Some categories, e.g., enrolled nurses, are taught
in hospitals (1-year course), or even on the job, like the sterile supply
personnel. Details of the training of 35 categories of health worker are
given in a Department of Health document.!

The entrance requrement for practically all courses is now a
minimum of 12 years basic education; for university courses, the
requirements are een higher. Comprehensive nursing programmes will
consider candidates over 20 years of age who do not hold formal
academic qualifications provided that they satisfy the criteria established
by the institute. There are 2 or more candidates for each place in
most courses, and selection is usually based on academic qualifications
and, in some cases, on interviews. Admission figures for several
categories have been reduced. For example, for medical schools, the
graduate output, earlier scheduled to rise to an annual peak of 320, had
been adjusted to fall by 1985 and 1986 to about 250. However, the
intake is fixed annually and for 1985 the intake to the University of
Otago Medical School had been increased by 20. It is planned to reduce
the intake in tiie dentistry school from 60 to 50, but this may also be
changed and may remain at a somewhat higher level. Intake is
sometimes iafluenced by extraneous considerations, e.g., it was raised
from 25 to 30 in the School of Pharmacy, University of Otago, which
seems largely to duplicate the work of the 3-year pharmacy course at the
Central Instituie of Technology, Wellington, primarily in order to enable
the School to hire more staff. The proposal to increase substantially the
intake to both comprehensive and enrolled nursing courses is explained
in an official document.

The courses in most cases are organized on a “509%, theory and 50 %
practice” basis but, in most cases, the 50 %, theory is the minimum, with
a few notable exceptions (e.g., the dentistry and the physiotherapy
schools, where it is about 40 %;). In some courses, deliberate efforts are
made to prepare students for well defined competences. Thus, the
pharmacy school in the Central Institute of Technology prepares its
students for 197 well defined competences, and the dental technology
course in the same instituie for 255 competences. Efforts are also being
made in other fields (c.g., nursing) to define competence profiles and use
them as a basis for curriculum planning.

The national conference on the ““‘Role of the doctor in New Zcaland:
implications for medical education”, held in Palmerston North from 7 to

' NEW ZEALAND, Report of the health seruices manponcr planming workshop. Rotorua.
September 1982, Wellington, Department of Health, 1984 (Blue Book Serics, No 18)
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Table A2.2. Health science courses in technical institutes, 1982

Course Student Length Entry Practical Award Outcome
intake (years) requirement? expenence?
Pharmacy 100 3 UE internship Diploma = Registration
Occupational therapy 90 3 UE Hospital and com- Diploma = Registration
munity (309%)
Physiotherapy 100 3 UE Hospital (35%) Diploma + Stateexamination
= registration
Comprehensive 666 3 Sixth form Health Diploma <+ StateExamination
nursing certificate agencies (509%) = registration
Chiropody 15 3 UE Clinic (50%) Diploma = Registration
Radiotherany 15 3 UE Hospital (66 %) Dipiloma = Registration
Medical i3boratory technology 100 5 UE Medical laboratory  NZ Certificate = Registration
(609%,) in Science
Dental technology 15 4 4 years of high Dental laboratory Centificate = Registration
schoot (75%)
Orthotic and prosthetic 18 3 Schootl certificate Hospital and artifi-  Certificate —
technology cial limb board
(66%)

® UE = universty entrance
b p, e ack
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i1 October 1985, is a sign of the awareness of the nced to reorient
medical school curricula so as to make them relevant to the health needs
and demands of New Zealand society. However, the present’ curricula of
the two medical schools, although slowly changing (e.g., general practice
is now included in the programme, although too little and too late, while
extensive behavioural science courses are provided in Auckland), can
still be characterized as discipline-based and tertiary-care hospital-
oriented. They are isolated from the community and from other health
professionals, even where there would be an opportunity for a team
approach in the learning environment. In addition, they pay little
attention to health promotion and prevention and continuity of care,
and are heavily biased towards passive student participation (lecturing).
Even in the university pharmacy school 4-year programme, only the last
6 weeks are spent in practice, and in the dentistry school only in the
fifth year are students allowed to observe practice outside the university
clinic.

The transfer of nursing education from the hospital to technical
institutes, which was planned to be completed in 1986, meant that service-
and apprenticeship-based education would be replaced by an education-
and student-based programme leading to comprehensive registration,
while the hospital-based programme led to registration in only one or
two of the areas represented within the comprehensive qualification. The
comprehensive nursing programme (e.g., at the Otago Polytechnic) trains
students to be able to work in the community as well as in hospitals and
to use the problem-solving approach. The community aspects are well
integrated in the whole curriculum and, even for teaching hospital care,
small local and district country hospitals are used as well as tertiary-care
ones. A conscious attempt is made to get away from the hospital myth
and students therefore go to the community from the first week
onwards, but to hospitals only from the second year.

In the technical institutes, a safeguard in curriculum development is
the system of advisory committees for each course, in which the
Department of Health, Department of Education, the profession, and
the employers are all represented and have a say in drawing up the
training programme.

The tutors of the technical institutes are all trained in educational
theory and practice in 12-weck courses For nurse tutors, there are
university cousses in education. The majority of teachers of the deatistry
course participated in teacher training worksaops in the higher
cducation development centre of the university, on a voluntary basis.
However, this is far from being typical; the majority of university
teachers arc not trained at all in educational theory and practice.

' Nursing Manpower Planming Commuttee  ANurse workforce planning  report,
Wellington, New Zecaland Department of Health, 1985, pp. 14-21

)
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Health manpower management

Problems in the management and utilization of health personnel are
indicated, inter alia, by the fact that the rates of retention for the
different categories are not very high and the distribution of the
workforce is rather unequal. For example, New Zealand has lost about
one-third of the doctors it has produced since 1960 and the average
working life, in the nursing service, of registered nurses is only 17.5
years during the 42 years after graduation. Similarly, during the 4 years
after registration, 529 of graduate occupational therapists (72% after
6-10 years) and 559 of physiotherapists (after 6-10 years) dropped out
and were no longer professionally active. The active workforce tends to
congregate in the major urban areas, and especially in those with
universities. The differences may be quite striking. For example, in 1983
the number of medical doctors per 100000 population was 37.0 in
Maniototo hospital board area, 53.1 in Vincent, 53.8 in Dannevirke,
206.4 in Wellington, 310.7 in Otago, etc. The number of persons per
physiotherapist in 1983 was 3100-3200 in four hospital board areas, in
another it was 9500 and in yet another, 11100. In 1984, there were
38000 inhabitants per opathalmologist in the south of the North Island
as compared with 83000 in the south of the South Island; 20700 per
psychiatrist in the south of the South Island compared with 52000 in
central North Island; and 23 100 per internist in the south of the North
Island compared with 70800 in the south of the South Island.

Before they can practise, all professional health workers must be
registered with their respective registration bodies, which then also
provide annual practising certificates. For instance, medical doctors may
practice only if they are registered with the Medical Council of
New Zealand. Medical graduates can apply for registration only if they
have obtained house officer experience, in a resident medical officer
capacity, of not less than 12 months. For nurses, the registration body is
the Nursing Council of New Zealand, for physiotherapists the New
Zealand Physiotherapy Board, etc. Registration is highly relevant to the
training function since the registration bodies are enabled thereby to
monitor training standards. Some monitor the curriculum and facilities
of the training institutions only in broad terms; some express quite
detailed views about the curriculum; and some actually conduct the
registration exaniinations. In the case of universities, registration bodies
have always accepted a monitoring role and have not sought to spell out
a detailed curriculum. It is expected that the same will apply to the
technical institutes as well.

Postgraduate-post-basic education is available for many but not all
categories of health workers. For medical doctors, it is customary for
them to spend at least one more year after the preregistration year in
hospital before they go into general practice or start to specialize. The
vocational training period, i.e., specialization, lasts 3-5 years under the
aegis of the Royal College concerned (there are New Zealand colleges
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for community medicine,’ general practice, and obstetrics and gynae-
cology; the other courses are the same as those in Australia and the
colleges are located there, with branches in New Zealand). The register
of specialists recognized by their respective colleges is kept by the
Medical Council (and by the Department of Health). There are, in
addition, a number of postgraduate diplomas and degrees available for
many of the categories of health worker. For nurses, there are advanced
diploma courses in technical institutes and university courses in nursing
practice, education administration, and research. Bachelor’s degree
courses are available; master’s degree courses will soon become
available, and later PhD courses. For dentists and pharmacists, master’s
and doctorate degree courses are available. Physiotherapists can go on
to an advanced diploma course (one full year) and social workers can
also obtain a master’s degree. There is definitely a tendency for
overtraining with practically no control over the professions’ drive to
achieve as high a standard of training as possible. This leads to a
growing “education inflation”, regardless of what the tasks to be
performed require.

Career structures have been worked out for several categories of
health worker; however, some have none, and others are not well
developed (health system researchers, clinical nurses, occupational
therapists, etc.). Postgraduate education programmes are often not
linked to career structures. For example, occupational therapists can
obtain a master’s degree but that does not improve their career
prospects. The same is true for GPs who, although they can obtain a
specialist reg.stration from their college, gain nothing by it under the
present arrangements.?

Incentives are a problem, and not only in the field of postgraduate
education. There seem to be too few incentives to encourage work in
rural areas, in specialties that are less attractive, to remain in, or return
to the active workforce, or to do better work. The general medical
service benefit system, rewarding only curative work, acts as strong
disincentive to health promotion and prevention, and to the utilizatica

! Specialist training in community madicine consists of a l-year full-time diploma
programme and then 3 years’ full-time expericnce in a college-approved training post, after
which there 1s an examination for entry to the college To enter the diploma course, the
fequifement is a minimum of 2 years’ postgraduate clinical experience. For GPs, the same
scheme applies and the 1-year course (one-third in hospital, two-thirds in supervised GP
practice) is called a family medicine training programme. For the other college
memberships, there are no full-time courses, but 3-5 year residency programmes followed
by college examinations.

2 However, postgraduate medical education has been encouraged in all hospitals. A New
Zealand Council for Postgraduate Medical Education was established at the request of the
New Zealand Medical Association and the New Zealand Postgraduate Medical Federation
(representing the postgraduate medical socicties) to foster postgraduate medical education
It is also said that GPs may be gently guided in such a way that they will, in future, take
up private practice only after specialization.
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of practice nurses to their full capacity. The new population-based
funding system for hospital boards as well as the capitation system for
private practice are, on the other hand, meant to be strong incentives for
health rather than just curative-oriented work.

There is no incentive to encourage participation in continuing
education either and, for those in private practice, such participation
involves loss of earnings; it is also difficult to find locums. In spite of
this, a great deal of continuing education is available—short courses,
seminars, conferences, etc.—for all categories of health worker, usually
organized by their respective professional societies, associations, and
colleges as well as, to a lesser extent, by universities, technical institutes,
and others (e.g., for nurses, by the Department of Health). For ‘he
medical profession, the postgraduate medical societies also play a major
role. However, these activities are of a piecemeal character and there is
no regular funding. Most of the activities aim at increasing knowledge
with no particular reference to the practical needs of tl.e participants.

In the management of health personnel, job profiles (detailed
competence lists) are hardly ased, even in the rare cases when they do
exist (e.g., for 3-year trained pharmacists), for supervision, quality
assurance, performance appraisal, or for any other purposes. There
seems to be no follow-up of graduates by training institutions to assess
the quality of education; there is no monitoring and therefore no
possibility for feedback to the planning, management and training
processes. There seems to be no quality assurance programme at all.

There is no full-time course at either undergraduate or postgraduate
level on education in health management. An extra-mural diploma
course in health administration provided by Massey University has
produced, since 1974, over 100 graduates with a medical, nursing, and
general administrative background but little account is taken of this
qualification from the point of view of promotions. No appropriate full-
time course is as yet available for general and nursing administrators
either. A new development to be welcomed is the Diploma in
Community Health (see footnote 1 cn p. 95). Nevertheless, the 1984
unpublished progress report on health for all stated that “what is
lacking, however, is sufficient people with the necessary skills and
experience to provide leadership”. In spite of valuable but scattered
initiatives, and current training workshops in the Department of Health
in health planning, there is a widely recognized need to develop further,
and to coordinate, health management training activities. There is an
especially great need for training for leadership and for middle-level
management.

A number of state organs are in charge of certain aspects of health
manpower management: the State Services Commission lays down rules
for employment, discipline, salaries, and conditions of service for all
state employees; the Health Service Personnel Commission, which
started work in 1984, encourages the development of nation-wide career
structures, provides an employment framework for staff in area health
boards (at present, hospital boards) and coordinates rates of pay
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throughout the health service; the Health Medical Officers” Grading
Committee (established in 1985) determines whether a medical officer
shall be promoted to a higher salary level; and the Health Medical
Officers’ Advisory Committee advises the Minister of Health on the
conditions of employment of medical officers, etc.

Health manpower resaich

Fairly intensive research work is being carried out on health
workforce development under the vigorous and most able leadership of
Dr G. C. Salmond, Deputy Director-General,! Department of Health.
The first aim of this research is to provide the information needed for
decision-making and to generate simple, but robust models that are
easily understood and reliable to use. Studies are carried out mainly by,
and with the encouragement and under the aegis of, the Department of
Health Services Research and Development Unit (formerly the
Management Services and Research Unit). Further studies are being
planned, and the newly established Health Workforce Development
Fund is also of very great importance from this point of view. It is
hoped that the Medical Research Council will eventually consider
funding health manpower research as an integral part of health systems
research activities.

Coordination

It is keenly feit that much more coordination is needed, both within
the manpower development process and between this process and health
systems development. As has been seen already, a great number of
organizations and individuals are involved in health workforce planning,
education, and mauagement. The users and employers of health
personnel are also numerous. The health services manpower planning
workshop report also states that:

“Planners’ projections of how many health workers should be doing
what will not generate much confidence until there is a much more
rigorous approach to all aspects of health planning. Education
schemes developed in isolation from such planning are not likely to
produce health workers of the type and in the numbers required. A
new and integrated approach is needed . . . More open and informed
debate is needed between the various health disciplines, and between
the health and education sectors, about the future goals for health care
and about the training and deployment of health workers . . . To these
goals workforce planning must be firmly linked.” (see footnote 2, p. 83).

However, coordination mechanisms that would bring together those
responsible for planning and training health personnel on the one hand,
and those responsible for management of the health workforce, on the
other, are few and far between. AT national level there is a Standing
Committee on Relationships in Tzrtiary Education (SCORITE) which

i Pyromotcd to Director-General in 1986,
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brings together all those concemed with university, college, and
technical institute education but the Director-General of Health is not a
member of it, and is present only by invitation when it is deemed
necessary and, in fact, rather infrequently. There is no standing
committee at national level that would bring together the different
sectors and organs interested in health workforce development (e.g., the
Department of Health, the Derartment of Education, the Treasury, the
University Grants Committec, - nspital boards Association, profes-
sional bodies, registration - ..es, etc.). The planned Advisory
Committee may develop into such a committee, when established. At
present, coordination is on an ad hoc basis and, here as well as in the
health system in general, is usually concerned with “fire-fighting”. The
Allocation and Organization of Health Services standing committee of
the Board of Health may, in the meantime, be dealing with health
workforce development coordination matters and liaise with the
Coordinating Group until the Advisory Committee is formed.! The
University Grants Committee, which is the Government’s advisory body
on the country’s needs for university education, and whose “placer” is
needed before any curriculum can be funded, said that they had a very
pleasant “informed relationship” with the DOH but nothing more
formal than that. At local level, as already stated under health
manpower training, the technical institutes have, for each of their
courses, an advisory committee which ensures the wide participation of
all interested bodies. However, the Uaiversity of ‘Otago Medical School
stated that it has no “formal link” with the Department of Health.

Conclusions

General background

New Zezland is a highly develoned country now facing temporary
economic difficulties, in the same way as other developed countries. It
has a relatively small, aging, ethnically and culturally diverse, highly
urban population, but with an important agricultural sector. It has all
the socioeconomic and health characteristics of a highly developed
country.

The national health system

This is a highly complex tripartite system, very well adapted to the
conditions of a welfare state, comprising the state, private, and
voluntary sectors, although there are few health services that are purely
private or purely voluntary as all are to a greater or lesser degree funded
by the State. These services form a network of interwoven services, each
relying largely on the others to be fully effective. In a complex and

! In fact, its terms of reference are: “To examine and advise on resource requirements
including manpower.”
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highly fragmented system, in which, in addition, the public services are
strongly compartmentalized vertically (public health, hospital, nursing,
dental services, etc.), coordination is vitally important, based on jointly
agreed policies and plans. A number of significant unofficial statements
may constitute the elements of a policy but there is no official health
policy statement. There are also numerous valuable efforts in health
planning in different fields, but the first health plan for the Department
of Health is only now being prepared (corporate planning) and will be
an aggregate of a number of vertical plans. A great deal of effort has
also been put into coordination, mostly informal, but there is very little
in the way of formal arrangements, i.e., mechanisms at both national
and loca!l levels.

The health system is not only very well adapted to the political,
socioeconomic and health conditions but has proved to be adaptable
and shows signs of rapid and exciting development in the right
directions. Examples include the legislation to allow the establishment of
area health boards (that may help to reorient the health system towards
PHC and enable a very strongly hospital-based health system to develop
a health orientation, ir.stead of the present disease orientation); and a
“rationalization project” in the southern part of the South Island, south
of the Waitaki River, which is basically moving in the same direction;
the rigorous stimulation of community health initiatives, also through a
special fund, and of Maori health initiatives; the rapid development of
the nursing profession (new type of comprehensive education instead of
the hospital-based apprenticeship type of training, rapidly evolving post-
basic education, new type of practice based on the nursing process
concept in hospitals as well as in the community, etc.); plans to
reorganize the Department of Health head office on functional lines so
as to promote the development of a health sy. em based on the primary
health care approach, etc.

Now that the first corporate plan is being prepared it may be hoped
that, on this occasion, and to provide a solid basis for planning, a
national health policy will be elaborated and enunciated. This should
spell out the main health goals, priorities, and directions of health
development, say, until the year 2000, so as to facilitate the achievement
of health for all in New Zealand terms. The policy should be based on
the primary health care concept, which has been accepted by New
Zealand, on the uuderstanding that this defines not only a level of care
but also a philosophy, strategy, a series of actions, and an approach on
the basis of which health systems are reoriented so that all levels
(secondary and tertiary) of care support the grass-roots level, namely
first-contact (primary) care. A reoriented health system would also be
based on community involvement and initiatives and, among other
things, on the development and utilization of community health workers;
on multisectoral collaboration coordinated through mechanisms yet to
be developed; and on a more equitable distribution of resources,
achieved by transferring funds from hospitals to primary health care and
to community health initiatives. Such a clearly stated, officially declared
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health policy, based on the political will to implement it, could then
serve as a basis on which a national health plan and, within that
framework, a health manpower policy and plan could be drawn up. The
national health policy and plan will, of course, have to be revised from
time to time so as to bring it up to date. The Board of Health seems to
be an appropriate mechanism for that purpose, in cooperation with the
area health boards.

A number of bodies both at national and local levels have the
potential to serve as the very much needed coordinating mechanism if
their membership is suitably enlarged and they are designated and used
as such (the cabinet committee system, the Board of Health with its
standing committees, the District Practice Advisory Groups, Service
Development Groups, etc.). Area health boards, if and when formed,
together with their service development groups, could also become
important elements of the coordination network. It is hoped that their
establishment will be speeded up by appropriate encouragement and
stimulation (like the “rationalization” project). In these boards, special
attention will have to be paid to ensuring that the necessary shift of
resources from the hospital sector to a health system based on the
primary health care approach takes place smoothly and leads to a more
equitable distribution of those resources. Already the present hospital
boards could play a greater role in that direction, using the new
population-based funding system. All the coordinating bodies will have
a major role to play in the future ongoing national health planning
process (the Board of Health, are. health boards with their service
development groups, etc.).

Health manpower planning

In the process of defining and enunciating a consistent national
health policy, a health manpower policy (goals, priorities, main
directions) will also have to bc -laborated and enunciated—since no
such policy exists at present—to serve as a basis for health manpower
planning. However, in planning during the past 10 years and especially
more recently in the 1980s, heroic efforts have been made and a number
of exemplary results, worthy of international attention, have been
achieved. The most important of these is the general acceptance of the
need for planning for health personnel, together with the establishment
of mechanisms, structures, and an ongoing process for that purpose.
Also the first results have become available concerning the process of
regulating the somewhat unruly growth of the health workforce,
especially that of doctors, and ways and means to deal with a proiacted
shortage of nurses. It is well understood that the process has its
limitations as regards quantitative forecasting, because of all the
uncertainties in predicting economic development and changes in
demography (e.g., due to migration) and in the health status of the

' It was explained that, with doubts about the use of fluoride and with the rapid aging
of the population, the dental morbidity forecasts are more than uncertain.
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population (e.g., dental morbidity). Nevertheless, if planning is carried
out as a continuous process based on well-established health manpower
policies, and as an integral part of national health plans (corporate
planning), it is an invaluable and indispensable guide for health
workforce development.

However, if it is to serve that purpose, health workforce planning
now has to take the next step and develop the vitally important
qualitative side of plans. This must be based on competence profiles for
each category of health worker, defined by the analysis of the functions
and tasks to be performed in order to solve the priority problems
defined by the health plans. Such profiles should also serve as the basis
for quantitative forecasts. For example, in the case of nursing, plans will
depend on how and for what functions registered nurses, as opposed to
enrolled nurses, will be used. Quite clearly a broader use of the latter
would influence the need for the former. The same is true for the GP-
practice nurse team.' The definition of competence profi.es and
quantitative forecasts based on them can also curb the ‘“educational
inflation” that is now developing, by clearly indicating what sort of
competence is needed and 1n what quantity. In this way, greatly needed
qualitative and quantitative guidance can be provided to the educational
sector. People should obviously be trained to the levels necessary to
enable them to operate competently in clearly prescribed roles.

National health planning and, as a part of, and closely related to it,
health workforce planning, based on the concept of health for all
through primary health care, may perhaps consider the further training
and utilization of the many different categories of community health
workers, not only to complement the skills of health professionals but
also, first and foremost, to mobilize community health initiatives. These
workers, to carry out specific tasks (e.g., caring for the elderly, for
the terminally ill, and for psychiatric patients in the community) and for
general health promotion and the mobilization of the community for
health, will certainly be trained and used on a larger scale, and this will
then be taken into account in the whole planning process.? Once their
respective job profiles are defined in the planning process, their training
can easily be arranged, e.g., in the technical institutes (which are already
engaged in this type of activity). The Community Health Initiatives
Funding Scheme will undoubtedly play a key role in stimulating and
guiding this process.

Health manpower training

Based on the new health manpower policies and plans, the training
programmes for the different categories of health workers, which are

' It is suggested that nurses could take over many of the repetitive aspects and other
components of the workload of GPs; they should be regarded as an “extension™ of the
doctor and relieve him/her of tasks which could be performed equally well by the nurse.

2 Community health workers, recruited from the community 1n which they are going to
serve, will work mainly on a voluntary basis; however, some of them will be paid (on a
project or contract basis), although they may then cease to be truly “community” agents.
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often developed in isolation from heaith systems development, will need
to be revised and reoriented to the primary health care approach. A
good example of the necessary revision and reorientation is that taking
place in nursing education at all levels. The recent (October 1985)
national conference on the role of medical doctors in New Zealand
society, and on how to adjust medical education to this newly defined
role, is another example of awareness of the need for change and of
charting the right direction in the change process. Further good
examples are the initiatives to define competence profiles (pharmacists,
dental technicians, GPs). Efforts are also being made in medical schools
to reorient courses, and mechanisms have even been created for that
purpose. The f* rther changes that can be contemplated in order to
reorient programmes to PHC, would: make them much less theoretical,
more practical, and based entirely on expected competence; train future
health workers for work both in hospital and in community settings,
and in teams; be based on problem identification and problem-solving,
as well as independent and continuous learning; and ensure commitment
to work where needed in a health system based on the PHC approach.
This, of course, means: that the community, together with its health
facilities, should be just as much the site of training as the tertiary care
hospital; that students should work together with other future health
workers on joint activities where each category contributes towards
solving a prioty problem, just as should happen in real life; that
programmes a.ould preferably be entirely integrated on a problem basis;
that students should be put in active learning situations instead of being
obliged to remain passive listeners (which implies drastically reducing
the amount of lecturing); and that students should be provided with as
much opportunity as possible to practise under supervision at places
wherz they will be expected to work after graduation and to become
familiar with the other levels of health care. Such an educational system,
which would pay particular attention to the social and economic aspects
of health care as well as to the development of communication skills,
could briefly be characterized as:

—competence-based;

—community-oriented and community-based;
—multiprofessional (based on team work);
~problem-based; and

—student-oriented.

In addition, of course, they would be science-based and adapted to local
needs and resources. Such programmes exist in other countries and a
Network of Community-Oriented Educational Institutions for Health
Sciences' has been set up ready to help others who are interested in
change. Change in established institutions, first and foremost in medical

! General Secretary, Professor Dr J. M Greep, State University of Limburg, Maastricht,
Netherlands.
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schools, may be approached by introducing experimental parallel tracks,
using the experience already gained with such a two-track approach in
the USA! and elsewhere. The newly created Health Workforce
Development Fund could be extremely useful in encouraging and
supporting such developments.

Tutors for technical institutes are trained in educational principles and
practices and there are also initiatives in this field at university level (for
example, in the dental school). However, if the changes needed are to be
carried out in an effective manner, there will be a need for systematic
training of teachers so that they can facilitate a learning process relevant
to the tasks to be performed to meet the health needs and demands of
the people. A centre for educational development in health at one of the
universities could be the focus of such teacher training activities,
encompassing all health worker teachers/tutors, and could also become a
focus for the research work needed in health personnel education (e.g.,
to evaluate the proposed two-track system).? There will also be a need
to develop a system of rewards which would encourage teachers to make
the necessary changes. The promotion system for teachers, which is now
based solely on research work, will also have to be changed. If
universities have two equally important tasks, namely to generate and to
“impart” knowledge, then both should be equally taken into account
when it comes to promotion. That teaching performance is difficult to
measure is no excuse, as there are well-tested methods for doing so.

There seems to be a need for those health workers who will be in
managerial positions in health teams (doctors, registered nurses, etc.) to
learn how to manage/supervise in practice (role-playing, simulation
exercises, supervised practice, etc.). Similarly, since nearly all health
workers may, at some time during their careers, have to teach other
health workers, there is a need for them to learn the elements of
educational principles and practices during their student days.

New types of graduates cannot be expected to function properly in
an unchanged health system nor can they themselves be expected to
change it. It is also unrealistic to expect a new type of health system,
based on the PHC approach, to work properly with people trained for
another sort of health system. Therefore the changes in the health
system and in health workforce training should go hand in hand.

Health manpower management

To increase the efficiency and effectiveness of the health workforce at
all levels, and to improve the retention rate as well as geographical
distribution, the management of health manpower may have to be

! For example, at the Umversity of New Mexico, Albuquerque, New Mexico, USA.
2 The Regional Teacher Training Centre 1n Sydney, Australia, may be helpful in such a
development.
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further improved. The wastage of manpower, whether in the form of low
remainder rates or of using people for tasks that less highly trained
personnel could perform as well, or even better, is extremely costly and
inacceptable under the present and foreseeable economic constraints.

Job profiles (lists of expected competences), once defined, would
serve useful purposes, not only in planning and training but also in the
management of health personnel. They would serve as a basis for
monitoring’' health personnel, the results of which could then be fed
back to the planning, training, and management sub-systems of the
health workforce development system, which could then be adjusted
accordingly. The job profiles could serve as a basis for organizing team
work, performance appraisal, and supervision as they would show
clearly who is supposed to do what and, in fact, each occupational
group could be planned for and work successfully only as a part of total
health manpower and within the wider context of health and
socioeconomic development. Job profiles are the basis for the
development of the standards and targets on which the indispensable
quality assurance programmes can be based; such programmes might
then be regularly carried out by area health boards (for the time being,
by hospital boards) and/or professional associations. In this way an
objective basis would be provided for the development of an incentive
system that would reward better job performance.

Vitally important is an incentive system that would motivate health
workers in the rather fragmented tripartite health system to work in the
directions to be indicated by the health policy to be enunciated in the
future and on the implementation of national health plans. The fee-for-
service system is not particularly effective in promoting a health system
based on the PHC approach, including health promotion, prevention,
community health work, and multisectoral collaboration, which are all
to a certain extent time-consuming. Alternative financing systems, amorng
them the Subdivisible Sessional Scheme (triple S), the capitation system
of payment, and the population-based funding method, merit particular
attention. A good system of rewards would certainly also solve the
problem of inducing people to work in remote rural areas as well as
facilitate the establishment and functioning of health centres as basic
entities in a health system based on the primary health care approach. It
would also help to convince private practitioners that it was in their
interest as well as in that of the public to work in the same way. The
importance of the introduction of a pension scheme for private
practitioners can also be mentioned here, since it would also be
necessary to provide a firmer basis for manpower forecasts.

' This mecans checking (1) whether the health worker s being properly utihzed in the

tasks for which he/she was trained, (1) whether he/she 1s rcady and able to cope with these
tasks, (1) i what fields his/her competence needs updating, (iv) his/her job satisfaction;
(v) hisfher contribution to consumer satisfaction; and (vi) his/her living and working
conditions.
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A career structure exists for most categories of health worker and,
for those where (his still seems to be a problem, e.g., health systems
research workers, clinical nurses, and occupational therapists, it will
undoubtedly be developed. However, there seems to be a gap between
career structures and postgraduate/continuing education. Efforts to
upgrade qualifications seem not to be greatly appreciated. While, on the
one hand, cliearly defined qualitative and quantitative manpower plans
are needed to curb “educational inflation”, there is also a need, on the
other hand, tc encourage the acquisition of higher qualifications when
and where this is in the interest of the development of health systems.
Thus, for instance, it is clearly in the public interest for GPs to qualify
as specialists in general practice and this ought to be recognized and
rewarded.

While there are many initiatives in continuing education, there is no
system that will ensure that: (@) all health workers, without exception,
are given the opportunity for life-long learning; and (b) all the learning
opportunities are provided to help maintain and improve the
competence needed to do the job properly, and, in fact, to improve job
performance. During the building-up of such a system the possibility
may also be considered of regwar reregistration (recertification) based
on proof that job competence has been effectively maintained and not
merely that courses have been followed (this may be combined in some
way with the present annual practising certificate system). There also
seems to be a need for a pool of manpower (which may be state-
provided) that could provide locums -vhile private practitioners are
on study leave. The planned regionalization may help to solve this
problem. (In at least one group practice, this problem was solved within
the practice and this may point the way to future development).

There are also a large number of initiatives in training leaders or
managers for the healtn system. However, the reorientation of the health
system to the primary health care approach and the formation of area
health boards will give rise to a need for a host of well-trained health
leaders, both at national and middle level, who fully understand the
health-for-all through primary health care concept and are able and
competent to lead the health systems in that direction and manage the
forthcoming changes. For this purpose, an appropriate training system is
needed and the New Zealand College of Community Medicine, together
with the relevant university departments (and not only in the medical
schools), will certainly be willing and able to help build up such a
system, hand in hand with the Department of Health and other
interested parties. Training of future planners for national and local
(area health board) levels will undoubtedly be a part of this system.

Proper management of health personnel, due attention to the above
problems, and in general to the working and living conditions of health
workers will, no doubt, decrease staff turnover in the New Zealand
health system. The regionalization of health services (see the section on
the National Health System) may also act in this direction by helping to
reduce professional isolation, increasing the opportunities for continuing

1:¢C
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education, involving health workers in educating future health workers,
thereby also upgrading their own competence, etc. Increased flexibility in
employment practices (more job-sharing, part-time jobs, retraining
possibilities for those wishing to return to the active workforce) will also
contribute to the same objective and together with the foregoing will
increase the job satisfaction and motivation of health personnel, without
which there can be no effective health workforce.

Health manpower research

As in all other development fields, research is indispensable for
further progress in health workforce development. A great deal of high
quality, decision-linked research is going on in this field in New Zealand,
especially initiated and encouraged by the Department of Health. The
newly created Health Workforce Development Fund is very important
for the future. It will, it is hoped, not only stimulate further studies, on
which planning and other executive decisions have to be based, but also
experiments, e.g., with the two-track system in medical schools or with
new types of task distribution between registered and enrolled nurses,
or between GPs and practice nurses, etc. This type of research is also
necessary to create a climate favourable to change. It may be hoped that
the Medical Research Council will also become more interested in
funding health systems research and, within that framework, health
manpower research as well. Some research priorities in this latter field,
in addition to those mentioned above and already researched, include:
testing policy options; function and task analysis; role definition for
establishing competence profiles for each category of the health
workforce; need-demand and supply factors in health workforce
planning; follow-up of graduates by schools and programmes; develop-
ment and testing of quality assessment instruments; economic aspects,
cost effectiveness of different development alternatives; coordination
mechanisms and their effectiveness; consumer satisfaction with health
workers’ performance; and the effectiveness and efficiency of conven-
tional versus more relevant training programmes, etc.

Other health manpower issues

The national conference on medical education was well attended by
health workforce employers (Department of Health, hospital boards). It
is to be hoped that that interest will continue to be manifested by all
employers in all aspects of health workforce development, especially in
its economic aspects (e.g., curbing “educational inflation”). Hospital
boards and, later, area health boards, will certainly be most interested in
efficiency /effectiveness issues in relation to the health workforce and to
all aspects of their management (discussed above), since they employ the
large majority of the New Zealand health workforce and spend 80 %, of
their considerable financial resources on them.
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Among all those concerned with health workforce development, both
within and outside the health sector (Department of Health, universities
and technical institutes, professional groups, studentr. employers—first
and foremost hospital boards, later, area heualth boards—the
Department of Education, the University Grants Committee, the
Treasury, the State Services Commission, the Health Service Personnel
Commission etc.), coordination is as vitally important as in the general
health field. It is to be hoped that, if and when the Health Workforce
Advisory Committee is formed, it will encompass all those
interested and will serve as the indispensable permanent coordinating
mechanism. The existing limited mechanisms (SCORITE, the curriculum
committee of the Grants Committee, the course advisory committees in
technical institutes, an informal “university for health for all” committee
at the University of Otago and other more or less informal groups) are
of great importance but they do not by any means obviate the need for
a formal, permanent, established, well-functioning mechanism at
national (and for similar mechanisms, at area health board) level (a
services development group for health workforce development will play
this role well, if establisaed).

Lessons for other countries

Health workforce development in New Zealand offers a great deal to
those in other countries who may be interested to learn from its
considerable experience: how to develop health workforce planning in a
very varied, highly complex system; how to develop an entirely
competence-based curriculum (technical institute course for pharmacists
and dental technicians); how to develop a comprehensive nursing course
in which the community aspects are properly integrated and which is
truly community-based; how to develop and stimulate (Health
Workforce Development Fund) credible decision-linked research on
health workforce development which also creates a climate favourable to
change; how to bring together the most varied groups (teachers,
employers, consumers, voluntary agencies, professional groups, etc.)
interested in medical education to discuss and stimulate change; and
how to stimulate community health initiatives, etc. Further develop-
ments which, when in full swing, will deserve international attention
include qualitative health workforce planning;, area health boards; the
rationalization project south of the Waitaki River; regionalization; the
health centres; the utilization of community health workers, etc. In
addition, there seems to be a very high level of awareness of the need for
change. Changes have already started, in fact, and it seems likely that
those changes will promote the achievement in New Zealand of health
for all through primary health care.

Q)
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Health manpower
development in the
Republic of Rwanda

This review of the health manpower development process in the
Republic of Rwanda was conducted over the period 10-22 February
1985.

General background

Rwanda is located in Central Africa, with Burundi, the United
Republic of Tanzania, Uganda, and Zaire to its south, east, north, and
west, respectively. It is one of the landlocked countries of Africa, with
the Indian Ocean 1200km away and the Atlantic Ncean more than
2000 km distant. It has an area of 26338 km?.

The population of Rwanda was estimated to be about 6 million at
the end of 1984 and for the year 2000 the lowest estimate is 7.8 million,
the highest 10 million. The natural increase at present is estimated to be
3.7% annually (the population doubling time is 19 years). An estimated
47 7 of the population was under 15 years of age and only 3% over 65.
Infant mortality in 1982 was estimated to have been 143 per 1000; it has
been declining sinre that date.

The economy is largely agricultural, fruits and vegetables pre-
dominating; there are also some cash crops for export, such as coffee,
tea, and quinine, together with animal husbandry and limited earnings
from mining. The GNP per capita in 1983 was US$236.

Rwanda is divided administratively into 10 prefectures, each of which
is divided in turn into a number of sub-prefectures. The prefectures are
also subdivided into communes, of which there are a total of 143. Each
commune is further subdivided into an average of 10 sectors, and each
sector in turn into an average of 10 cells of 300-500 people.

The urban population is less than 109 of the total, and the 90 % of
people in the rural areas do not live in villages, but are thinly scattered
on hill slopes. The literacy rate in 1983 was 40 % for men and 309 for

women.
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The country’s main health problems are linked to the socioeconomic,
educational, nutritional, and environmental conditions. In 1984, about
60 % of the population had access to clean drinking-water. The most
prevalent diseases, in order of importance, are malaria, diarrhoeal
diseases, parasitoses, and pneumonia. The life expectancy at birth is less
than 50 years.

The National Health System
Health policy and strategy

The health policy aims at the improvement of individual and
collect.ve living conditions and of the health status of the population. It
is defined as being a health policy of the masses focusing on the most
vulnerable groups, namely mothers and children, as well as workers.
Since 1979, Rwanda has adopted health for all by the year 2000 as its
main health policy line. In 1981 it accepted primary .iealth care as the
main strategy leading to health for all. The Third Economic, Social and
Cultural Development Plan, 1982-86, which was prepared before 1981,
does not yet entirely reflect these principles, and the programme
contained in that document even less.

A country health programming seminar was held in May 1983 which
updated the strategy as well as the action programme, based entirely on
health for all through primary health care. The Fourth Plan (1987-91)
will, it is hoped, clearly spell out the health-for-all policy and strategy
together with a medium-term (up to 1991) and long-term (up to 2000)
action plan.

The Health System

In addition to the Government, many other organizations have
contributed to the construction of what is to become slowly and
gradually an integrated, pyramidal health system, based on the primary
health care approach. Many parallel and vertical sub-systems (vacci-
nation, family planning, nutrition, etc.) are now being integrated into a
system in which the private scctor, and within it the different religious
organizations, accounts for up to 65%. In the public or
government sector, the Ministry of Public Health and Social Affairs
(MINISAPASO) is by far the most important, altrough other branches
of government also play a part, especially in the education of health
personnel. The private sector consists largely of religious missions, which
operate hospitals, health centres, dispensarics, and other facilities. Some
idea of their importance is given by the following data on the hospital
situation in Rwanda in 1974, analysed according to sponsorship:

No. of No. of

hosprtals  hospital beds
Public 12 2397
Private 13 1628
Total 25 4025
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In addition to private hospitals, religious missions sponsor 71 health
centres, 12 dispensaries, three matemity homes, and facilities for the
mentally ill and physically handicapped. All of the church missions as
well as other authorized private health institutions collaborate with the
Government through an Office of Authorized Medical Facilities :n
Rwanda (BUFMAR), which coordinates the work of those facilities.

Most of the 186 physicians in Rwanda work in organized
programmes, but they also engage in private practice—some doctors do
so exclusively. There are also numerous private pharmacies. Traditional
health practitioners and traditional birth attendants are numerous; they
charge fees for their services and must ve counted as part of the private
sector. In terms of overall health-related expenditures, it estimated that,
in 1977, the private health sector in Rwanda accounted for 379, of the
total.

The Government health system will be based on integrated health
centres, of which there will be at least one in each commune, which will
provide promotive, preventive, curative and rehabilitative health care,
i.e., all eight essential components of primary health care as defined by
the Alma-Ata Conference. However, in addition to the 143' health
centres, not evenly distributed because there are still at least five
communes among the 143 without health centres, there are a number of
dispensaires, which provide mainly curative care but nowadays some
vaccinations and health education as well. There are also some other
grass-roots-level health institutions, such as nutrition centres. At the
next level, there are the rural and prefectural hospitals, and then the
highly specialized tertiary-care referral hospitals. It is envisaged that in
each health region, which corresponds to a prefecture, there will be one
prefectural and two rural hospitals. Each of these hospitals will be
responsible for a zone in which the health centres will be supervised by
the hospital personnel, but this is still ~nly at the planning stage; at the
present time they only serve as referral noints for the nearby health
centres. In each region, the person who now supervises the health
centres and other peripheral institutions, is the regional medical director,
who is the representative of MINISAPASO at this level and the
supervisor of the expanded programme on immunization.

At the top of the health system is MINISAPASO, which was
reorganized in 1984 in order to integrate social and health activities, and
to strengthen matemal and child health work, the development of
human resources, management capabilities, the provision of essential
drugs, and the creation of conditions permitting the population to
participate actively in health affairs.

' It must be cmphasized that different sources give different figures for the number of
health centres and for other features of the health system. The most often cited and,or
most recent and/or official figures are used here

9
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Including both government and  private  health facilities.
MINISAPASQC reported in 1983 the following numbers of institutions:

Hospitals 28!
Health centres 143
Dispensanes M
Special establishments 6
Reference laboratornes 3
Maternity homes 6
Nursing homes (infirmeries) 23

Health posts -

The 1983 country health programming seminar called for two more
prefectural hospitals, bringing the total up to 30, and for 1500 health
posts, but no target date was set.

The plans envisage a health post for each sector (of which there are
roughly 1500); this would have preventive and promotive health tasks
only and thus would not cover the eight essential components of
primary health care in its activities. The tasks envisaged are:
mobilization, health promotion, and liaison with the health centre.
However, for the time being no such posts exist and there are only the
Red Cross rural medicosocial health promoters, of whom 328 had been
trained by the end of 1984.

The MINISAPASO budget has grown in absolute terms by 75%
since 1979, but its share of the total national budget actually declined
from 8.0% in 1978 and 6.4% in 1979 to 4.8% in 1983. The health
budget- per capita has grown between 1979 and 1983 from 110 to 182
FRw (100 FRw = approximately US$[):

Total health budget Health budget Health budget as
{FRw mullion) per capita proportion of
(FRw) national budget
(%)
1979 508 110 6.4
19832 889 182 4.2

Additional funds are, however, available to the government health
service from foreign sources—multilateral and bilateral—as well as from
private external sources. In addition the Ministry of Higher Education
and Scientific Research (MINESUPRES) is responsible for the training
of university-level health personnel and the Ministry of Primary and
Secondary Education (MINEPRISEC) for that of middle-level health
personnel; the figures given above do not include the expenditure on
these training programmes.

' Including 20 rural hospitals and 8 prefectural hospitals, three of which arc referral
hospitals.

2 Figures for 1984 are available but include the budget for socal affairs as well and are
therefore not comparable with those for previous years.
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Health plans

The health plans are an integral part of the national socioeconomic
and cultural plans. The third plan (1982-86) was still rather hospital-
bed-oriented. Even health centres were quantified in terms of their
number of beds (despite low bed occupancy rates of 15-25%).

The country health programming seminar in May 1983 has changed
the outlook and at it plans were made for the new type of health
infrastructure briefly described above. It also spelt out th~ tasks.of the
different levels (health posts, health centres, rural, regionat, and referral
hospitals) in some detail, based entirely on the primary health care
approach. Health centres are seen in thi, approach as the most
peripheral elements of the “official” health system, while health posts
will only undertake health promotion and encourage the population to
use the health centres.

Health centres are visualized as being true centres of rural
development, integrating all the activities that have been carried out in
the past, and are still partially being carried out by vertical
organizations (family planning, nutrition, environmental health, vacci-
nation, etc.). The functions of health centres are intended to include the
provisic . of comprehensive preventive and curative services as well as
other development activities, such as literacy education, organization of
food cooperatives, cookery courses, etc. All existing dispensaries,
nutrition centres, etc., are therefore earmarked to be integrated, in due
course, into the health centres, which may help to correct the existing
maldistribution of such centres. However, some sort of health institution
is available in a/l communes. An estimated 10-20% of the rural
population do not have a health institution within 1 hour’s walking
distance.! The health plans worked out by the country health
programming seminar have recently been revised (1985) in the light of
the resources provided by the World Bank to the health, nutrition, and
population sectors.

Health manpower development

Overall health manpower resources in Rwanda are far less than those
needed, so that health manpower development has high priority in

Health manpower planning

No health manpower policy has yet been worked out and the plans
are expressed in terms of numbers of personnel of different categories to
be trained. However, it should be noted that one of the four priorities
identified by the country health programming seminar was the

' It must be remembered that, as alrcady pointed out. there are practically no wvillages in
Rwanda, the rural population being widely scattered on hill slopes.




ERI!

ANNEX 3 113

development of personnel and especially of teachers for health personnel
schools.

The seminar drew up fairly detailed standards for staffing the
different types of health institution together with a general strategy for
achieving them. A health post would be staffed by only one health
auxiliary, while a health centre would have a medical assistant, six
nurses (of two grades), a laboratory technician, a social assistant, and 1
other supporting personnel.

Before the detailed health manpower plans of Rwanda are described,
it will be helpful to reproduce the inventory of all types of health
personnel in 1984 according to MINISAPASO:

Personnel category Number
Physicians 224
Medical assistants 355
Nurses:

Grade A1 81

Grade A2 374

Grade A3 497
Laboratory technicians 59
Health auxilianes 118
Pharmacists 5
Dentists 3
Social workers m
Other health personnel 1n

Based on the staffing standards for 1986 (as laid down at the 1983
seminar), the requirements for personnel are higher for all categories,
but especially for grade A3 nurses. The target numbers, and the deficit,
as compared with existing supply (as of 1984), are shown in Table A3.1.

The personnel deficits indicated in Table A3.1 were unfortunately not
corrected by 1986. Thus the deficiency of 882 grade A3 nurses, for
example, may be compared with an output of only 40 such nurses per
year—clearly insufficient.

Table A3.1. Health personnel needed to reach the
1986 goal and deficit. as compared with 1984 supply

Personnel category Goal for 1986 Deficit
Physicians 347 123
Medical assistants 316 0
Nurses

Grade A1l 33 0

Grade A2 542 168

Grade A3 1379 882
Laboratory technicians (grades

A1-A3) 286 225
Social workers 263 152
Pharmacists 33 28
Dentists 6 3
Dental technicians 53 53

Aruitoxt provided by Eic:
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As regards the qualitative side of health manpower planning, a
workshop held in 1980 led to a series of detailed job descriptions for
different types of health personnel. All the descriptions were based on
expert opinions, so that verification by task analysis is needed. The 1980
workshop also proposed criteria by which the quality of job
performance (in terms of a list of procedures) could be judged.

Health manpower training

In the past, many different entities in Rwanda have trained various
kinds of health personnel in different ways. Great efforts have since been
made to simplify the process, and also to integrate the training of
middle-level personnel into general secondary schooling. Basic education
is being reformed, but it will be another 2 yc.:z before the process is
completed. In the new scheme, primary education (starting at age 7), has
been extended from 6 to 8 years, the additional 2 years covering
polytechnical education of great practical value. Secondary education
will last 6 years, and will have various tracks, including one for middle-
level health workers.

Education to the A2 level (see Table A3.2) means the full 6 years of
secondary school (after 8 years of primary education) preparatory to
university entrance. The A3 level requires only 4 years of secondary
school and does not qualify the student for university entrance. The Al
levei indicates a lower university degree, based on 3 years after
secondary school. The A0 level means a full university degree. There is
also an A4 level, with one year of training after primary school (not in
the official school programme). These levels apply to the teaching of
sciences, arts, law, management, etc., as well as to the health sciences.
The A0 and Al levels are under the control of MINESUPRES; the A2
and A3 levels come under MINEPRISEC; and the A4 level, where it
exists, comes under the relevant technical ministry—for health, under
MINISAPASO.

The training resources at these levels in the health professions are
listed in Table A3.2. In addition to these programmes, there are others,
left over from the past—for example, that for nutritional assistants
(4 months after primary school). There are also some new initiatives to
upgrade traditional birth attendants at a few health centres.

The Red Cross organizes the courses for health promoters. Up to the
end of 1984, more than 2000 such personnel had been trained, including
328 rural medicosocial health promoters to staff village health posts.
These useful personnel, stationed in the communes, have the task of
inculcating the concept of a healthy life, giving first aid, and serving as
the “antennae” of the health centres. The Red Cross also trains trainers
and supervisors of the health promoters—136 of them by the end of
1983.

The curricula of all the training programmes have been revised
within the framework of the educational reform. Learning objectives
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have been based on defined job profiles in most programmes. Steps have
been taken to increase practical work in the curricula, which are at
present strongly biased towards theory.

The new 7-year curriculum at the Faculty of Medicine of the
National University of Rwanda (the country’s only medical school) is
entirely discipline-oriented. It consists of 1 premedical year in the
Faculty of Sciences, 2 preclinical years, 3 clinical science years, while the
seventh year is a rotating internship. Apart from the final year, 609, of
the time is devoted to theory, mostly presented in lectures. Practical
work is done in the university teaching hospital, and half of it in the
outpatient department. The sixth year is going to include a period in
rural hospitals, and in the seventh year 2 weecks will be spent in a health
centre. There will also be a 15-hour course in pubhc health
administration, but no instruction of educational principles and
methods.

The curriculum for training medical assistants is also very
theory-oriented; in one school 80% of the study time is devoted to
lectures. Although these personnel are intended to staff health centres,
there is no clear instruction in the work to be carried out at these
centres. One period is planned to be devoted to public health, but this
will be spent mostly in rural hospitals. These deficiences are explained
partly by financial limitations. Another problem is that students now
come after having completed two years of polytechnical school; here
they largely lose their learning habits, and they forget French (the
language of secondary, but not primary schools, where the national
language—Kinyarwanda—is used). Therefore, in the first year, much
time is spent in relearning French, and the drop-out rate is very high (in
one school visited, it was 50 % in the first three years). Management and
educational principles and methods are included in the new curriculum.

The A2 nursing curriculum, which is very similar to that for medical
assistants, is more balanced and half the time is spent in hospital
practice. Again, little time is spent, mostly because of shortage of funds,
in rural health centres where almost one-third of the A2 nurses currently
employed are actually working.

A similar situation may also exist for most if not all the secondary
level programmes, though it seems that the courses for laboratory
technicians and social workers are more practice-oriented.

The training of teachers in educational principles and practices has
now taken root in Rwanda. There have been five workshops on methods
of teaching, in which teachers from all levels participated. Several
nursing teachers went abroad to attend Al-level diploma programmes,
which included teacher training, while others went to the WHO Training
Centre at Lomé. Currently, a 9-month period of teacher training is
provided for 11 teachers at the A2 level by the Faculty of Medicine The
regular training of all teachers in schools for health personnel, however,
has yet to be organized. Much instruction in middle-level programmes is
given by part-time teachers, who are physicians and know little or
nothing about educational principles and methods.

Q
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Table A3.2. Training programmes for health personnel in Rwanda at levels A0-A4, and some of their characteristics,
1985

Category Level Education Length of Number of Number who Percentage Estimated cost of
required training schools/ can be loss during training for each
(primary + \years) programmes admitted (in the training health worker
secondary) all schools) period (Us's)
(years) (estimated)

Physicians A0 8+6
Nurses Al 846
Medical Assistants A1 8+6
Medical Assistants A2
Nurses A2
Social workers A2
Laboratory
technicians A2
Nurses A39
Laboratory
technicians A3
Auxiliaries A4e

50 15000
— n.a.
— n.a.
120 4000
80 6000

200 n.a.

160 n.a.
60 na.

30 30 n.a.
50/ 5 n.a

Lt - H o OO OOWW

# Thalsboratorytechnicianetlevel A7  nbegin trainiry ante® 2 years of secondary school, thus the tength of the training course is really 4 years tn principle, medical assistants attend this course after
2 years of their programme, but sxperience has shown that it is sc-enice stud who ch lsb Yy stud

& This figure can be gradusily increased to 40

€ This course 13 now only in its second year

? With assistance from the World Bank, two new schools will be d, their ad capacity will be around 40, or 20 for each school

# It has been proposed that training st this level should be ended

! As of 1986, there will be one more school, with sn sdmission capacity of 30

n a. = not available
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Teaching/learning materials seem to be generally adequate in
Rwanda, although there are certain shortages, and the country has
joined the WHO coordinated health learning materials programme. A
search for funds to support this programme is in progress.

No follow-up of graduates to learn about their work experiences
seems to be carried out in most of the training programmes.

Health manpower management

No country can afford to waste trained health personnel. In Rwanda,
shortages of several categories and the high cost of training (see
Table A3.2) indicate that the effective utilization of costly human
resources is essential.

Geographical maldistribution of health personnel is serious in
Rwanda, and concentration in urban areas is especially great in Kigali
and Butare. All types of health personnel are three or four times more
numerous in these two prefectures than in any other. In 1980, the
population ratio of total health personnel was 1 to 2561 persons, but in
Kigali it was 1 to 1381, in Byumba [ to 5097, and in Gikongoro | to
5690. Furthermore, 77, of the personnel are absorbed by the hospitals,
at the expense of primary health care. Finally, there is maldistribution
even within the staff in prefectures, trained staff congregating in the
hospitals and in certain health centres or dispensaries whiie at the same
time other heaith centres or dispensaries may have only one trained
person, such as an A3 nurse, or even only someone who was trained on
the job.

It is small wonder that personnel refuse to go to peripheral health
units, when salaries are no higher than in the cities, housing is provided
only for the director, and other problems of living and working
conditions must be faced.

Supervision of the peripheral health units is weak. The medical
director of the health region may, at best, visit them three or four times
a year, and sometimes also the inspector of the expanded programme on
immunization and some environmental sanitarians (at A2 or A3 level).
There is no technical supervision by hospital physicians.

Continuing education is organized by MINISAPASO, by BUFMAR,
and by the Medical Faculty of the University. Refresher courses have
been organized for the heads of health centres, emphasizing primary
health care, EPI, hygiene and sanitation, family planning, etc., but for
other personnel—even those in hospitals—the opportunities for continu-
ing education are meagre. For laboratory technicians, summer on-the-
job refresher courses have heen arranged in recent years. The most
regular continuing education is that organized by BUFMAR for all
categories of personnel of the authorized private health institutions, for
four weekends per year.

Career mobility is somewhat restricted for most types of health
personnel. Only two to four A2-level staff are sent abroad for Al-level
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training per year, and the medical school can take only a very small
number of students every year. In the new level A2 training, sciences are
relatively weak, which will hamper university admission. Level A3 health
workers, after 2 years of work and another 2 years at school, can
advance to the A2 level. Sometimes, such an advancement may be
granted simply by a central jury, but this is exceptional. As for level A4
staff and those trained on the job, the only path to promotion is
through further schooling. Otherwise, within-grade salary increases
occur routinely every four years, up to step 5.

All new health graduates are obliged to work in the public service for
5 years, but this has not overcome the geographical maldistnibution
noted earlier. Graduates are not compelled to work in hardship areas,
and there are no incentives to attract them to such areas.

Coordination

The Government is well aware that health is a multisectoral matter,
and in 1983 the setting up of a National Health Council and Regional
Health Councils was already envisaged. These bodies, however, have
never been active. After the ministerial reorganization it is expected that
they will become operational, together with another coordinating
body—the Interministerial Coordinating Committee. Such coordination
is especially important in health manpower development where, as noted
earlier, three major ministries, as well as BUFMAR, are concerned with
the training of personnel. Recently, a health section was created in the
Office of Pedagogy of MINEPRISEC, under a physician, but much
remains to be done to achieve proper collaboration with MINISAPASO.

Conclusions

Rwanda has accepted in principle the policy of health for all, and the
idea of a health system based on the primary health care approach. It is
now expected that the national policy and strategy of health for all by
the year 2000 will be elaborated during the Fourth Development Plan
(1987-91), including the goals, objectives, priorities, and principal lines
of action. This plan will include detailed programmes with target dates
and budgets—all carefully matched to financial and human resources.
The plan will alsc indicate the path to further integration of the health
system and its further reorientation to primary health care. The
remaining months of the present planning period could be considered as
preparatory to the 1987-91 plan.

Because Rwanda is relatively small and densely populated, coverage
by the health infrastructure gives risc to only a few problems: (a)
peripheral health facilities are rather unevenly distributed; (b) the health
centres serve a population averaging 40000 (range: 20 000-57000) over
areas with a radius of 5-25 kilometres; (¢) 5-109, of the people are
more than 1 hour’s travel time from a health centre; and (d) some of the
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peripheral health units are grossly understaffed. Several mutually
complementary options might be considered for solving these problems:

(1) Temporary, less ambitious staffing patterns for the health centres,
such as using A4-level instead of A3-level health workers, might be
considered.

(2) The training of A4-level health workers could be accelerated and
their A3-level training might be considered later.

(3) Very simple training of community health agents, capable of staffing
the health posts and providing all eight essential elements of primary
health care, could be initiated and rapidly expanded. They could be
trained in health centres and paid by the community. A badge and a
kit might be issued by the State after successful completion of
training. Drugs could be sold, and the stock replenished with the
money collected (i.e., a revolving fund). Initially, one agent could be
trained for each sector (10 per commune), then one agent could
serve two cells (about 1000 people), and ultimately there might be
onc agent per cell (about 100 per commune).

(4) Health centre staff could be trained to train community health
agents, as well as to supervise them and provide continuing
education.

Health manpower planning

At present, Rwanda has no real health manpower policies and vlans.
The staffing norms, prepared by the country health programming
seminar in 1983, could be considered as desiderata for a long-term
quantitative plan. The likelihood of reaching the goals by the year 2000,
however, is small. If A3 nurses are taken as an example, the quantitative
goal is 1379 and the current supply 497, implying a need to train 882 by
the year 2000. The annual drop-out rate of these nurses is about 10%,. If
the two new schools (of the World Bank project) start to produce
graduates in 1991, their output will hardly compensate for the annual
loss by attrition. Even if a 59, attrition rate is assumed, the available
stock of A3 nurses 1n the year 2000 would not reach 900—well below
the 1379 needed. Thus, one of the most crucial staffing components for
health centres will remain inadequate.

In a word, the quantitative manpower plans for 1987-91 must take
account of: (a) the available budget for training and employment; () the
need for a gradual build-up of the health system based on the primary
health care approach; (c) the attrition of both students and staff; and (d)
the possible adjustment of training capacity to meet the current and
medium-term needs of the country.

In the light of the financial situation ana the level of external
assistance to be expected, some painful decisions may be necessary. One
plausible alternative, noted above, would be to start staffing health
centres (and even hospitals to some extent) with A4-level rather than A3
nurses—nurses oriented to primary health care and well trained for it.
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Gradually A4 nurses having the ability could be trainsd to the A3 level,
later to the A2 level, and later even to the Al or the AOQ level.

Possibly four A4 nurses could be assigned to each health centre; two
of them would travel to the hills and work on health promotion and
prevention with the community health agents. In remote sectors, one A4
nurse could be assigned to a health post under the supervision of a
health centre. Funds would have to be found, of course, to employ all
these A4 nurses, which may entail reduced expenditures on the training
of other personnel (such as more costly A2 social workers, since two A4
nurses can be employed for the “price” of one A2 social worker and
four Ads could be trained for the price of one A2). Finally, the
necessary training capacity would have to be developed (see below).

In the planning process, the job profiles for all types of health
personnel would require revision, based on task analyses and in the light
of the tasks in a health system based on primary health care. The job
description of community health agents will need to be expanded to
cover the eight essential elements of primary health care. If a decision is
made to base staffing patterns, initially only, on A4 level, job profiles
here too would need thorough revision in the spirit of primary health
care-based polyvalency. The job profiles of A2 and A3 nurses would also
appear to require adjustment, since in practice there seems to be little
difference in the functions of these two categories.

Health manpower training

The whole health personnel training system may need revision.
Current non-university training of health workers at the A2 and A3
levels is part of secondary schooling. The drop-out rate is extremely
high; in one A2 nursing school visited (Rwamagana) it was over 60 %,
(15 graduates expected from 40 admitted). In the A2-level medical
assistant schools, Jrop-out is at least 50 %,. Social workers may in the
future be overproduced, while there is gross underproduction of A3
nurses. Alternative strategies for changing the whole training process
would include the features described below:

(1) The entire selection process might be decentralized so as to: take
greater account of the wishes of candidates; allow some freedom to
the schools in student selection; choose students more often from
places where they are expected to work later; and allow more
freedom for reorientation after the first and even the second year.

(2) In the A2 and A3 curricula, the general subjects (including French)
might be concentrated more at the beginning of the course, with
only an introduction to the special subjects. In the first year, there
might be greater concentration on French, as long as teaching
continues in that language, and students should be failed only when
they are clearly unsuitable for the profession concerned.

(3) The admission capacity of all schools, especially at the A3 level,
might be expanded.
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If the teinporary emphasis on A4-level nurse staffing is accepted, a
few of the A2-level schools e.g., two of the five schools for A2
social workers) might be “lent” by MINEPRISEC to MINISAPASO
for a few years to train A4 nurses. If this is not feasible, those
schools might be temporarily used for the secondary cducation of
A3-level nurses under MINEPRISEC; the additional training of A4
nurses would then require special schools, perhaps financed by the
World Bank. MINEPRISEC might then help te staff these schools
by personnel “on loan”. Other alternatives, of course, might be
considered, but calculations show that the country health program-
ming goals will not be attainable, under present circumstances, by
the year 2000. Finally, to acquire enough candidates for A4-level
training, students dropping out of A2- and A3-level programmes and
health workers trained on the iob in various institutions should be
favourably considered for admission and people should also be
admitted from places where it is assumed that they will subsequently
work.

The whole training system might be revised so as to provide a
definite career structure. Preference should be given, in admission to
courses . A3 level, to A4 candidates with work experience and good
records. The opportunities for A3 workers to advance to the A2
level should be greater than they are now. Finally, the possibility of
allowing A2 workers to take the Al level course could be seriously
considered. MINEPRISEC could make it possible for health workers
who have not completed full primary school education to take it by
correspondence or in evening classes so as to permit them to enter
the career structure from A« ‘nwards.

A4 level health workers should be able to specialize, by taking short
courses in pharmacy, dentistry, laboratory, environmental health,
etc. after a few years of work. This applies even more strongly to
workers at the A3 and A2 levels, once they have been freed from
their current heavy work load by the entry of A4 level staff.
Teachers should be given regular training in educational principles
and practices so that they can facilitate learning relevant to
Rwandan needs in all types of heaith school, and especially in the
non-university schools using physicians as teachers. Rwanda now
has enough trained health teachers to form a consultative group for
MINISAPASO for planning and implementing such activities. There
also seems to be a need to speed up the replacement of foreign
teaching staff by Rwandese at all levels.

Training of traditional birth attendants in the health centres should
be increased, since two-thirds of deliveries are still handled by them;
the same applies to traditional health practitioners.

Training of community health agents should be organized by the
health centres, in close collaboration with the Red Cross. These
health workers should be chosen by their communities from literate
people of a certain age. The directors of the health centres should be
prepared for this tramning work in workshops lasting about a week,
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which would also help them to provide coatinuing education to
community health agents and to their colleagues in the health
centres. Some of the Red Cross promoters could also be considered
for such training.

It will be necessary, based on the revised job protfiles, to evaluate and
review the objectives and curricula of the various training programmes
so as to reorient them further to the requirements of primary health
care. The programme of the Faculty of Medicine is rather long (7 years),
and seems to need major revision if the primary health care approach is
to be adopted. Although the courses are, in principle, based on problem-
solving and the integration of clinical and preclinical training, the actual
education provided is traditional in character. According to the
objectives laid down, graduates should be capable of managing a
dispensary or a health centre, and of training and retraining paramedical
personnel for whom they are responsible. In fact. the programme does
not prepare them for either of these tasks.

All the training programmes need to become more practical and less
theoretical. The time spent in h=alth centres should be greatly increased,
precisely defined learning objectives fixed and the time necessary to
achieve them provided.

All the training programmes might be oriented towards: (a) increased
polyvalency; (b) multiprofessionial team teaching/learning; (¢) devzlop-
ment of protlem-solving capability; (d) promotion of studunt learning
through active participation in learning situations rather than passive
listening to lectures; (e) provision to students of all possit'-
opportunities to practise, under supervision, at places where they will
later be working (e.g., for medical assistants and others normally
working in health centres) and to become a2cquainted with other levels of
health care (community-based education); (f) development of self-
learning and life-long learning habits; and (9) encouragement of a
commitment to work where needed in a health sysiem based on the
primary health care approach. Such training prcgrammes already exist
in a number of other countrics.

The training of community health agents will have to be worked out,
in accordance with their job profiles. Such programmes may also be
found in other countries.

For health personnel who will occupy managerial and supervisory
positions (doctors, medical assistants, A2 nurses, etc.) tere seems to be a
nced to learn how to manage and supervise in practice (role playing,
simulation exercises, supervised practice, etc.). Similarly, nearly all
health personnel will be expected to teach other health workers during
their careers, and should therefore learn cducational principles and
practices. Similar training programmes are needed for those alrecady at
work, and some have already been started. As proposed earlier for
educationally trained tcachers, a consultative group for management
training might also be formed consisting of those 4-5, or 2ven more,
Rwandese who have veen especially trained in this field. The task of tho
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latter would be similar, mutatis mutandis, to those of the educational
groups.

Health manpower management

To increase the efficiency and effectivencss of health workers at all
levels, and to improve their geographical distribution, certain manage-
ment changes may have to be made. In some cases, this may seem
costly, but the wastage of expensively trained manpower costs even
more. Such changes may include, among others, some of the following:

(1) The introduction of financial and social incentives (e.g., special
recognition, more rapid promotion) for rural service; perhaps special
incentives for personnel on mobile service and for A4-level personnel
who are sent to work in health posts.

(2) Greater regularity and consistency in placement to assure assignment
of personnel to health centres for as long as necessary.

(3) Provision of housing, however simple, in rural areas, inter alia by
mobilizing community initiatives.

(4) Further strengthening of the national system of continuing eduction
for all categories of health personnel, especially in rural areas, aimed
at improving their performance and using the staff of health centres
as valuable training resources.

(5) Introduction of a career devel>pment scheme for all types of health
personnel, from A4 to A0 level (see above).

(6) Creation of leadership and management training capabilities, using
the consultative group associated with MINISAPASO, proposed
above.

(7) Strengthening of supervision at al! levels, based on well-defined
geographical zones for each institution, and applying standard
check-lists based on job profiles.

While Rwanda has made a commitment to develop health systems
based on the primary health care approach, funds and personnel are still
allocated mainly to hospital-based medicine. Also, considering the
condition of the country, some current views may be termed somewhat
elitist. These views, for example, hinder the training and use of
community health agents and the upgrading of traditional birth
attendants. They encourage the training and utilization of A2-level
health workers where A3-level ones would be equally if not more useful;
and even envisage climinating the training of A4s, with whom the
present staffing problems could be quickly and efficiently solved as an
interim measure. There is a need, therefore, to hold orientation
workshops for health leaders, also involving the National Council of
Physicians, at which the implications of health for all and the primary
health care policy and strategy couid be thoroughly discussed. Similar
orientation is needed for MINEPRISEC and MINISUPRES officials
responsible for the training of health personnel.
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Little seems to be known about the graduates of the different
programmes. Their career choices and dror out ra.zs, how well they are
trained for their jobs, etc., are not known. A simple follow-up scheme
could be established, and could serve also as the basis for a much-
neecded health manpower information sub-system with a feedback
mechanism; this could also help in monitoring job performance,
assuring quality, and generally adjusting health manpower planning,
training, and management to changing needs.

Coordination

It 1s hoped that the National Health Council will be extended to
include the Ministry of the Civil Service and Professional Training
(MINIFOPROF) and become active. It is also hoped that, under it, an
Interministerial Committee of Health Manpower Development will be
created, with representatives of MINISAPASO, MINEPRISEC,
MINISUPRES, MINIFOPROF, MINIPLAN, and BUFMAR. This
committce would prepare the ground for, and then see through the
implementation of, decisions taken by the National Heaith Council on
the planning, training and utilization of health personnel. (The proposals
contained in this review might be discussed by such a Committee).

The heroic struggle of Rwandese health leaders and workers, under
very difficult conditions, is impressive and is a guarantee that present
difficulties will be overcome and that the country will eventually achieve
health for all. WHO is prepared to continue technical cooperation,
within its budgetary constraints, in finding solutions to the problems

that Rwanda is facing in HMD, in whatever way the government sees
fit.

Priority order of tasks

The priorities among the work to be done to improve Rwanda’s
entire health manpower development programme will naturally depend
on the decisions of the competent natior.al authoritics. One possible
approach, but not necessarily in the order given below, might be
follows. MINISAPASO might first decide to vase the staffing of health
centres and hospitals on A4-level, instead of A3-level, personnel; their
qualifications could then be gradually improved, within the framework
of a consistently planned and implemented career scheme; health posts
would be staffed with community health agents. If such a decision is
made, then:

(a) the necessary financial decisions musi be made to ensure that funds
are available for implementing the abore health policy, principally
by reallocating existing funds;

(b) the necessary educational decisions must be taken to cnsure the
training of the personnel needed for the above policy (MINIPRISEC
and MINISAPASO);
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(¢) realistic manpower plans must be drawn up, based on the health
plans and economic realities;

(d) the detailed adjustment of the training system (catcgories, capacities,
etc.) to the requirements of the manpower plans must be worked
out;

(e) job profiles must be reviewed in the light of task analyses, to meet
the requirements of the health system, based on the primary health
care approach;

(f) training programmes must be reviewed in the light of the revised
job profiles and the findings of follow-up of graduates; and

(g) decisions must be taken as to the possible means whereby, under
present financial conditions, the distribution and utilization of
trained health manpower can be improved s¢ as to avoid costly
wastage.
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Annex 4

Health manpower
development in the
Socialist Republic of
Viet Nam

This country review of health manpower development 1n the Socialist
Republic of Viet Nam was carried out over the period 1-10 August
1983.

General background

Viet Nam is emerging from several decades of war and disruption,
and even now is not completely at peace. Since the end of colonial rule
in 1945, the country has not enjoyed any significant period of peaceful
reconstruction, so that its current severe economic difficulties are easy to
understand.

The population in 1979 was 51 million, of whom nearly 80 % were
rural. In 1983, the estimate was 56 million. The people belong to more
than 60 ethnic groups, but the Kinh account for 84.4 % The country has
an area of 331688 km2, and may be divided into three distinct regions:
the plains, the midlands, and the highlands. The climate is tropical and
subtropical, and the economy is mainly agricultural. The GNP has not
been reported in recent years, but in 1977 it was stated to be US$160
per capita.

In spite of a truly tragic colonial heritage (c.g., in 1945 there were 51
doctors, 21 pharmacists and 47 hospitals in the whole country, the
genceral mortality rate was 26 per 1000 and the infant mortality 300-400
per 1000), a 40-year period of war and extraordinary economic
difficulties, Viet Nam has made great strides in rebuilding the country.
Achicvements are especially great in the health ficld where, in the north,
nearly 1009, coverage has been achieved while in the south, with which
the north was reunited in 1975, such coverage is realistically envisaged at
the latest by 1990. infant mortality is 33.9 per 1000 and life expectancy
at birth has grown from 32 years (1945) to 62 (in 1981). There are also
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remarkable achievements in education: the literacy rate, which was
about 209, has gone up to 8§5% and 9-year primary education has
recently become obligatory. Completion of 3-year secondary education,
for which about 609% of those eligible enrol, is now required for
entrance to all health schools.

Although health conditions have improved dramaticaily since 1975,
they are still characterized by the high incidence of preventable infectious
diseases and malnutrition typical of developing countries. Drinking-
water supplies and excreta disposal are still unsatisfactory and the birth
rate is high, giving rise to heavy demand for maternal and child health
services. The population is growing at a rate of 2.1 % per year. Yet, in
the cities, the problems of developed countries—cancer, cardiovascular
diseases, accidents—are already appearing.

Viet Nam is now administratively divided into 40 provinces and a
number of centrally-run cities. These are divided into 466 districts and
8649 communes and villages, the communes having populations in the
range 2000-10000. For certain purposes, the country is divided into 10
“health zones”.

The national health system

Viet Nam has solemnly affirmed its adherence to the policy goal of
health for all, and has developed a strategy to achieve it through
primary health care.

The basic principles of the health system were spelled out in the new
Constitution of the Socialist Republic of Viet Nam and developed
further in 1982 by the Fourth National Congress of the Vietnamese
Communist Party. A national strategy for health for all was worked out
for the period 1981-85, but some objectives are envisaged up to the year
2000. These snclude a clean environment, the eradication of preventable
infectious disease, the reduction of population growth to 1 9 per year,
life expectancy at birth increased to 70 years, and improved nutrition.

The more detailed objectives of the Third 5-year Plan (1981-85)
were:

(@) promotion of hygiene (construction of latrines, wells, and bath-
rooms, the goal being one latrine per family and one well and
bathroom for three families), plus immunizations and other measures
to reduce the incidence of infectious diseases;

(b) improvement of the quality and effectiveness of health care, with
particuler attention to the commune and district levels, and
consolication and strengthening of the health network at provincial
and national levels to support the first-contact level;

(c) the strengthening of maternal and child health services, including
nutrition and family planning, with a reduction in the rate of natural
increase by 1985 to 1.5%;

(d) an increased supply of pharmaceuticals, by developing local
medicinal plant cultures and increased production, so as to double
drug output, based on local raw materials, by 1985;
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(¢) the development of efficient medical treatment, available to all, with
health surveillance of each citizen.

These objectives guide the efforts of a unified Ministry of Health,
having its headquarters at Hanoi, with a pyramidal administrative
structure covering the various political levels of the country. At the
central level, the Ministry is divided into 16 departments, reflecting
its very wide range of responsibilities. These departments cover not only
all aspects of preventive and therapeutic health services, but also such
functions as planning, health manpower training, drug manufacture, and
international relations. Research institutes also come under the Ministry
of Health.

At the level of the provinces (and major cities), a branch of the
Ministry is responsible for all preventive and therapeutic services in
dispensaries, hospitals, sanatoria, etc., and also for a secondary technical
school for health personnel.

At the level of the districts (rural, small towns), the Ministry is
responsible for: (@) a general (polyvalent) hospital with a polyclinic; (b)
a peripheral laboratory; (c) a brigade for hygiene, epidemiology, and
malaris control; (d) a pharmaceutical factory or pharmacy; (e) a unit for
training health personnel; and (f) two or more intercommunal
polyclinics, assisting the commune medical stations.

Finally, at the community level, health stations are responsible for
the whole range of functions encompassed by primary health care. A
health station may serve a rural commune, a town district, an industrial
enterprise, or an educational institution. It is supposed to have 10 beds
(for emergencies and for maternity cases), a small pharmacy, and a
garden for medicinal plants. The station is staffed with assistant
physicians (one or two), nurses (two or three), a midwife, and a
practitioner of traditional medicine. (The nurses in health stations are
part-time, working in the rice paddies at least half the time). Some
health stations also have a physician. The financial support for health
stations in rural communes comes largely from the local people, through
cooperatives. In factcries and on state farms, health stations are
supervised and financed by the Ministry.

In addition to the Ministry of Health, the Red Cross Society trains
volunteers in first aid. In the southern part of the country, there is a
certain amount of private medical practice and other private market
remnants of the previous regime prior to national reunification. The
scope of the Ministry, however, is so extensive that it performs
numerous functions which, in many other countries, are usually the
responsibility of separate agencies.

Health manpower development

Health manpower planning

There does not scem to be any health manpower policy statement
defining goals, priorities, main directions of action, but documents and,
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in particular, interviews with responsible officers, reveal certain rather
clear policy lines.

Manpower development is clearly a top priority in the national
health system of Viet Nam. The principal aims appear to be to improve
the distribution of all health manpower and the quality of health
personnel. It is also the aim of health manpower policy to make training
programmes more relevant to current health needs, and to ensure that
the living standards of health workers are close to those of the people
they serve.

The number of health workers in Viet Nam is considered satisfactory
for the present (42 per 10000 inhabitants), and planning is directed
towards improving their geographical distribution. For historical
reasons, the southern provinces have much smaller numbers of health
personnel than the norther ones. In the north there are, for example,
often 20-30 doctors per district, while in the south there may be none in
certain districts (nationally there are 6.7 doctors per district). Likewise,
there are 2—3 assistant medical doctors per commune in the north, while
many communes in the south have none (nationally 1.2 per commune).
Planning calls for | assistant medical doctor in all commune health
stations by 1985, and at least five physicians per district nationally by
that date. All districts should also have three pharmicists by 1985 (one
with university-level training while the others are assistants with 12 years
of schooling plus 3 years’ training).

Thus by 1985, but at the latest by 1990, accessible health care will be
available throughout the whole of Viet Nam, as envisaged by the general
health policy.

The other main aim of the health manpower development policy as
already mentioned, seems to be to raise the quality, i.e., to upgrade the
standards of health personnel. This means that, in order to achieve the
health policy objectives and among them primarily those listed in items
(b) and (e) above, better qualified, i.e., more highly trained health
workers, should replace the present ones. Thus, for example, the existing
assistant medical doctors will be gradially replaced by “senior medical
doctors”, who will have had 12 ve- »f schooling plus 4 years of

training, instead of 3, as for the ¢ ‘cctors.
The duration of training of nu > increased from 2 years
following 9 years of basic school. 3 years after 12 years of

schooling. It is also intended that 857, u: physicians (who qualify after 6
years of university medical school, following secondary schooling) will
become “‘first-level” specialists through 4 years of additional training.

Policy statements emphasize that the developing countries cannot
adopt the type of training used in the developed ones, especially the
curricula used in tramning programmes and call for health instructors to
shake off the yoke of the traditional dogmas. University education of
health personnel should prepare them for district-level work, and should
be based on needs. Another policy principle, as already mentioned,
scems to be that the living standards of the health personnel should not
be too different from those of the peasants. Quite clearly this aims at
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creating a real “fellowship” between health staff and peasants. This is
also assured by the fact that commune-level health staff are not state
employees but are paid by the communes from the taxes collected from
commune members. The nurses in the brigades, who work under the
supervision of the health station staff, are, like them, part-time health
workers only, working as peasants on the rice paddies at least half the
time and being paid for both duties equally.

All the manpower development policy priorities (more uniform
distribution of health workers, improvement of standards of health
personnel, more relevant training programmes, making health staff an
integral part of the population they are to serve), are consistent with,
and support, the general health policy objectives. The translation of all
these policies into action should be facilitated by the fact that all
training programmes, those of the universities included, are run by the
Ministry of Health. The planning, training, and deployment of
personnel, however, each come under different Ministry departments
and are not formally linked. On an ad hoc basis, however,
interdepartmental cooperation seems to be good.

Viet Nam has 5-year socioeconomic plans, including one for health,
and 1-year plans derived from them. The latter, in turn, are based on
the health policy, and the standards laid down take into account the
available resources and the economic realities. For basic health services,
they call for one rural health worker and one bed per 1000 popuiation
in the commune health station. At one health station visited, se: ving
6000 people, there were three assistant medical doctors, one nurse, one
midwife, five aids producing medicinal plants and drugs, plus another
nine part-time nurses (with 6-12 months training) in the work brigades.
The station also had nine beds (six for illness and three for maternity
cases). This unit seems typical for the north, and the aim is to achieve
similar coverage in the south by 1990.

In 1945, Viet Nam had one physician per 180000 population. Today
the country has one doctor per 4000, and the aim is to have one doctor
per 1000 people plus six other trained health workers by the year 2009.
By 1985, the number of doctors was expected to be more than 19 500 (in
1981 there were 13774), together with 500 upgraded assistant medical
doctors (senior doctors), more than 6400 pharmacists (5000 in 1981),
5000 assistant pharmacists (4540 in 1981), and 30000 assistant medical
doctors (in 1981 there were already 29 460). For the assistant doctors,
who™ are the mainstay of the commune health stations which, in their
turn, are the real backbone of the system, the goal has apparently been
almest reached, and only replacements will be trained. Precise planning
figures are also available for different types of medical specialist.
Planning figures for other health workers are fixed at the provincial
level, and there are no national targets.

While quantitative manpower planning seems to be worked out in
great detail, plans to upgrade the quality of personnel are less precise.
They call essentially for more rigorous entrance requirecments and
additional years of professional training. Thus, the admission require-
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ment with regard to gene al education has been gradually increased for
practically all categories of health workers, even for aides, to 12 years
(only exceptionally 9 years for certain minorities and geographically
underprivileged areas), and most of the training programmes have been
lengthened.

Thus the very clear quantitative policy objectives have been
translated into equally clear quantitative plans, while in the qualitative
field, the policy objectives are less clear and thus the plans in this field
are also far from clear.

Since the educational system comes under the authority of the
Ministry which prepared the plans, they will undoubtedly be
implemented.

Health manpower training

The network of health professional schools in Viet Nam operates on
the basis of the manpower plans. There are currently eight faculties of
medicine and pharmacy, of which two also have sections for dentistry. It
is planned to have one such faculty in each of the 10 health zones.

In each of the 40 provinces there are secondary medical schools,
under the provincial health authorities, and six more directly under the
Ministry of Health, making 46 in all. These, together with the planned
increases, should certainly be adequate to fulfill the plans for 1990, as
envisaged in the fourth 5-year Plan (1986-90). There should also be
enough secondary school (12th year) graduates, especially women, for all
the health schools. (There are already 10 applicants for each health-
school place, and sometimes 20.)

As already mentioned, entrance to nearly all health schools now
requires 12 years of basic schooling. In addition, there are entrance
examinations in the basic sciences, personal health appraisals, political
criteria and, for middle-level health schools, recommendations are
required from the responsible commune, to which the graduate will
return. Candidates are not seen by the school before admission.

At all levels the school programmes are still highly theoretical; most
of the teaching is in the form of lectures (50-60 9% of the time at all
levels, sometimes even mo-e and only very rarely less). Follow-up studies
have shown that graduates are weak at solving problems and practical
work. On questioning, graduates said that they did not feel properly
trained for their jobs. The declared intention, as noted above, to make
curricula more relevant to health system needs, is encouraging, yet to
put it into practice is not so easy. One discussion of the matter in a
medical school seemed rather sterile. To be fruitful, curriculum changes
must be oriented to explicit job descriptions of the work to be done, and
these have not been drawn up. Committees advising the Ministry on
curriculum planning lack any primary care practitioners and students, so
that even there little change can be expected in the direction indicated
by the policy declaration mentioned above.

Q 2



Q

ERIC

Aruitoxt provided by Eic:

132 REVIEWING HEALTH MANPOWER DEVELOPMENT

Traditional types of programmes, still largely theory-oriented and
without clear learning objectives, provide very little training in problem
solving at community and district level, which should be their main aim.
Methods are very much bascd on the passive participation of the
learners. Even the so-called commune assistant medical doctors, who are
trained specially to work in commune health stations, spend only 12-
149 of their practical periods in those stations and the rest in hospitals.
Similarly, physicians, supposedly trained for field work in the districts,
spend only 129 of their practical periods in the field and the rest in the
hospitals of the university city. Although all students attend lectures on
management and teamwork, they have little opportunity to practise
those skills under supervision during their training.

As a result of the economic difficulties of Viet Nam, there are critical
shortages of textbooks, paper, and other supplies in all the schools. The
limited equipment available is often out of order for lack of spare parts,
or simply because of wear due to age and overutilization. However,
quite clearly, the major problems have to do with the relevance of the
curricula and these cannot be explained by such economy-related
difficulties. Extensive use of bicycles fortunately enables most transport
problems to be solved; similarly, very simple accommodation is provided
for students, thus solving the problem of housing them.

The need for teachers who are familiar with educational principles
and methods is recognized. In the Hanoi School of Public Health there
is a section for “medical pedagogy”, although its only full-time teacher
has left. One-month teacher training courses will, however, continue to
be offered by a staff obviously motivated by goodwill but with no
formal training in this field. In two middle-level health schools visited,
all teachers had received such training, and even in the Hanoi Medical
Faculty 209 of staff had been so trained (but training at the Faculty
was then completely stopped).

There arz shortages of teachers in many technical fields, and
especially in new disciplines, such as physiotherapy or paediatric
dentistry. In the medical specialties, however, staff are available (in 30
fields for first-level specialists and even in 60-70 fields for second-level
specialists). The same applies to the specialty training of pharmacists
and assistant medical doctors. Yet, without clear job descriptions, the
distinction between first- and second-level specialists is not clcar, except
for superspecialties.

Health manpower research is conducted on a small scale and under
difficult conditions in the Hanoi School of Public Health. This research,
however, is unable to provide the data needed as a basis for decision-
making in the different areas of health manpower development, hence
the often arbitrary character of the decisions taken.

When plans are explicit, health manpower training seems to follow
t'om strictly. They are, however, exclusively quantitative. Lacking
guidance on qualitative goals (job descriptions), the schools continue to
follow traditional patterns, which do not prepare graduates for their
future tasks.
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Health manpower management

The pyramidal structure of services in the Viet Nam health system
has been described. This system is based on the commune health stations
and on the district health system, which provides the iechnical support
to those health stations. The commune and district units serve the rural
population, which accounts for 80 % of the total. The great majority of
health personnel must work in rural areas, even though many (especially
those trained in cities) are unwilling to do so. The technological and
hospital-oriented teaching in most schools does not help.

Health school graduates are distributed on the basis of requests from
the provinces and districts. The “‘best” students can choose their places
of work; the remainder go where they are sent, if possible to the places
that they came from originally. After 5 years, men may move to a city,
after 4 years, women—if they can find posts.

Continuing education is provided throvgh district and provincial
courses. These are planned by provincial health officers on the advice of
specialists, but without national involvement. In one health station
visited, staffed with three assistant medical doctors, one had taken a
course in traditional medicine, the second in obstetrics and gynecology
and family planning, and the third in otorhinolaryngology and
ophthalmology; these courses lasted 3—6 months. This was the extent of
continuing education in the 18-year careers of these assistant doctors. In
general, however, there are monthly 1-day meetings in ail health
districts, where technical and other problems are discussed. In
certain districts, there are other incentives to rural service, such as
salary increases and earlier promotions (promotion is based everywhere
on years of service and, in universities, also on the number of publi-
cations).

Some career mobility is found in Viet Nam, although the new 12-
year schooling prerequisite for all health schools has reduced it.
Currently 1-29% of assistant medical doctors go on to medical schools,
as do 1-29% of nurses. Briefly trained nurses (1-2 years) may also
become trained as assistant doctors. Policy now, however, emphasizes
career advancement within categories, e.g., specialization for assistant
doctors or teaching or administrative positions for nurses. Physicians,
even in remote areas, may register with a medical faculty for a 4-year
course to become first-level specialists. General or family practice,
however, has not yet been designated as a specialty.

Commune posts regularly provide housing for new health workers,
built sometimes by commune members. Commune health work seems to
be well supervised by the district statf, and district-level work by the
provincial staff. Regular field visits are made by hospital specialists and
by staff from the hygiene and epidemiology sections. Hospital specialists
tend to provide consultations on difficult cases (as a .ort of continuing
education), but without really monitoring the quality of local
performance. Of course, the lack of detailed job profiles does not make
this type of supervision any easier. Referrals of patients from commune
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to district level are relatively frequent (15-20°, of cases). Few are sent,
however, from the district to the provincial level.

Statistical information on health manpower seemrs to flow regularly
in Viet Nam, including data on the quality of work (such as post-
operative complications in hospitals). This information may even be
used in curriculum planning.

Health system managers are trained regularly in the schools of public
health in Hanoi and Ho Chi Minh City. Assistant medical doctors have
been trained for district-level management in 3-year programmes, and
there are also short courses. All courses are mainly lecture-based and
participants are usually as passive as in other health personnel training
courses. Plans call for ending the training of assistant doctors as
managers, and instead training university graduates (physicians and
pharmacists) for management responsibilities in 1-year postgraduate
programmes (equivalent to first-level specialization).

The efficiency and effectiveness of the utilization of health personnel
in Viet Nam is influenced by their planning and production, as well as by
management policies. Commune personnel may not always be utilized
effectively, and the norms may not ensure optimal utilization at other
levels. The quantitative plans do not seem to have any objective basis
and qualitative plans (job profiles) are lacking. The low salaries and
weak financial incentives for high-quality work may cause defections
from the health field in the future, and poor morale. The first signs of
such adverse effects may already be appearing.

Conclusions

In spite of extreme difficulties, Viet Nam has achieved remarkable
results in its health system. It has gradually built up a system based on
the primary health care approach, as enunciated at the Alma-Ata
Conference. It has achieved almost universal coverage in the north and
expecis to achieve the sane in the south by 1990. The health status of
the population has improved dramatically and further gains are
expected. A general health policy to attain health for all has been
worked out, and the health manpower policy is aimed at matching it.
That policy, however, might be worked out in more detail and
proclaimed by competent authorities as a foundation for the whole
manpower development process. The Fourth 5-Year Plan (1986-90) may
provide the opportunity for this.

To develop health manpower policy and its implications more fully,
and to supervise its translation into action, as well as its implemen-
tation, a permanent health manpower development committee might be
established, consisting of relevant Ministry of Health department hecads
together with representatives of other ministries; a Vice-Minister of
Hecalth might be the chairman. This committee should meet regularly
and deal with all relevant questions in the health manpower field, basing
its decisions as much as possible on pertinent research.

Health manpower-related research, necessary to provide an objective
basis for decisioa-making in all arecas—planning, training and
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utilization—might well be conducted, for example, in the schools of
public health. The existing section in the Hanoi School of Public Health
on “medical pedagogy” might be recast as the “health manpower
development section’ (Section de Développement du Personnel de Santé)
and staffed by competent social research workers, could then serve as a
focal point.

As noted above, the need for detailed job profiles, based on task
analyses, is great and most urgent for health workers at commune and
district levels. Such profiles would provide the foundation for planning,
training, continuing education, supervision, performance assessment, and
career decisions. Health manpower researchers could tackle this as therr
first priority. Sound job profiles or descriptions would give meaning to
the “upgrading of standards” that national health policy calls for.
Additional months or years of training do not necessarily lead to
improved performance. “‘Qualifications” must be measured in terms of
the ability to perform. The only criterion for ““upgrading™ would then be
improved job performance in quantity and/or quality and not higher
“qualifications”, which may be totally irrclevant to job performance.

Admission criteria to various health schools may also need review. If
job profiles are defined so that it is clear what is expected from
graduates, criteria other than success at written theoretical examinations
could perhaps be used, or used in addition to existing ones, since they
are more relevant to the future performance expected from graduates.

Health manpower training

Training programmes should, of course, train health students for the
jobs they are to perform. Those programmes must reflect the qualitative
manpower plans, i.e., the job profiles, the tasks to be performed, and be
based on them. The planning of such programmes would probably
benefit from the participation of practitioners from the commune and
district levels, as well as of students. Training programmes, in both their
content and methods, would then be relevant to the qualitative health
manpower plans and through them to the stated health manpower
policy. If programmes are to prepare participants for problem-solving at
commune or district lcvel, then attending lectures in the capital or
provincial city will indeed help very little. The same applies to
programmes intended to prepare students for tcam-work. Active
learning methods therefore secem to be in order—active student
participation, simulation exercises, discussion groups, self-learning,
supervised practice at the level of the expected future work-place, with
lectures reduced to a minimum. Competence-based education, problem-
based integration, multiprofessional (team) learning, and promotion of
self-learning are the methods to be preferred. This, of course, means a
profound revision of programmes and certainly not merely reallocating
the amounts of time devoted to the various disciplines. It may be
advisable to start such radical reforms initially in just a few possibly
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new schools where feasible, andfor in separate ‘*‘tracks” in older
schools.

In this spirit, the plan for the new senior medical doctors might be
reviewed. If task analysis reveals tasks that assistant doctors cannot
properly perform, then their training should be modificd as necessary.
(Why, incidentally, should commune assistant medical doctors require
training for only 2 years, while district-level assistant doctors, working
under supervision, are trained for 3 years?) On the other hand, if a new
personnel c .tegory is nceded at a higher level of qualification, it might
be best to provide further training to existing assistant doctors;
alternatively their basic training might be radically revised to fit the new
job description. A medical specialty in general practice would also seem
to be necessary.

The teacher’s job, of course, is to help students to learn and for this
purpose they themselves need to learn educational theory and practice.
To train competent teachers, a national teacher training centre may be
needed, with properly trained staff. At least the director and his/her
deputy may have to be trained up to the masters’s degree level in health
personnel education in an appropriate centre (Bobigny, Paris; Regional
Teacher Training Centre, Sydney, Australia, etc.). As teachers in at least
46 middle-level schools and some 10 faculties should all be trained and
then retrained, the training centre may have to start to train personnel
first for a few sub-centres (possibly one in each of the 10 health zones)
so as to ensure the regular training and then continuing education of all
teaching staff. Teaching performarce should also count heavily in staff
promotions.

Health manpower management

Supervision also needs to be strengthened, based on job profiles. Its
content and frequency should be cl.arly stated for each type of health
worker. Supervisors must also be trained in appropriate techniques. To
encourage effective work, social and financial incentives are also
necessary, as are clearly defined career structures. Job performance
should be assessed in terms of qualitative and quantitative indices, and
the data should be used for reviewing the planning, training, and
utilization of health staff.

A national system for conlinuing cducation of all health workers,
with a central institute as foca! point ard provincial subcentres as local
executing agencies, should be organized. The system would obviously be
closely linked to the carcer structurc and would provide for regular and
“ystematic continuous lcarning for each health worker in order to
raaintain and improve daily performance and through it the quality of
health care. The content of thc programmes should be based on the job
profiles as well as on the results of the quality assurance statistics, and
regularly aimed at closing thc gaps disclosed by the latter.

Viet Nam has demonstrated how much can be achieved in health
systems under the most difficult conditions, given firm political
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determination. There are lessons in this for all to learn. These will be all
the more valuable if certain reforms are made to ensure the relevance of
the health manpower development process to health development. Not
all changes can be introduced at the same time, but priorities can and
undoubtedly will be established by the health leaders in Viet Nam. The
most urgent tasks seem to be to define manpower policy and to prepare
job profiles.

Summary

1. The Socialist Republic of Viet Nam, under exceptionally difficult
circumstances, has achieved historic results in building up its health
services and improving the health of its population. It has achieved
nearly 100 9, coverage with a health system based on the primary health
care approach in the north, and the same is envisaged in the south by
1990 at the latest.

2. Jt has developed a health policy based on health for all through
primary health care. Elements of an unstated health manpower policy
can also be discerned, which would be in harmony with the general
health policy. There now seems tc be a need to work out the health
manpower policy in detail and officially declare it to be the basis of all
health manpower development activities.

3. A health manpower development system has been built up in
which the three components (planning, production, management) tend
to act as a cybernetic loop serving the construction of health systems
under the unifying guidance of the Ministry of Health. However, a
permanent mechanism seems to be needed that would systematically
bring together all those concerned with health systems and manpower
development in the Ministry, and possibly also outside it, for integrated
decision-making based on research results.

4. Manpower plans are integral parts of national S-year health plans,
which are based on the stated health policy. Health manpower plans are
exclusively of a quantitative character and as such closely reflect the
pelicy principles. However, there seems to be a great need to prgpare
detailed job profiles for each category of health worker (qualitative
plans) based on research (such as task analysis). These would then serve
as a basis for “upgrading the standards” as well as for all other hea'th
manpower development activities.

5. A formidable training capacity has been built up which is still
being developed hut is already capable of producing health workers in
the categories and numbers required by the plans. Training programmes,
however, are far from being relevant to the ill-defined job requirements
and to the health policy, and are usually of a markedly traditional
character, as are the admission system and the training methods. There
seems, therefore, to be a great need, after detailed job profiles have been
drawn up, radically to review entrance requirements and training pro-
grammes and methods to make them relevant to those precisely defined
job requirements, and through them to the health manpower policy.
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Experiments with competence- and community-based, problem-oriented,
multiprofessional and learner-centred training programmes could be
started in new schools and programmes as well as in separate tracks in
older schools. To achieve all this, teachers also need to be trained to
understand their new role in this system as facilitators in the learning
process.

6. The effectiveness and efficiency of health workers are enhanced by
measures such as organized supervision, referral possibilities, continuing
education, career mobility, and an information system. There seems to
be a need to establish a national system of continuing education,
supervision, career development, and social and financial incentives, and
to introduce further indicators into the information system that will
make it possible to assess the quality of health workers’ performance
and thus provide feedback so that all elements of the health manpower
process (planning, production, management) can be adjusted.

7. WHO, if invited, could collaborate, within its budgetary limi-
tations, in the planning and implementation of any of the activities
listed.
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The health manpower development process (planning, production,
and management of health manpower) is closely related to all aspects
of a health system and an understanding of the local situation is crucial
if the staffing of primary, secondary, and tertiary health services is to be
improved. ,

This publication aims to serve as a general guide to countries
contemplating a comprehensive review of the health manpower
development process and outlines the kinds of information needed. It
contains a suggested outline for an action-oriented survey that has
been field-tested in twelve countries and can easily be adapted to local
conditions. .

To review the entire health manpower development process in a
country is not an easy task, and if only a partial review can be
undertaken the authors foresee that it may only be possible to follow
the proposals in certain parts of the book. Thus this book will be
vaiuable to the health planning and education authorities in all
countries large and small. In fact, four useful annexes contain the
results of surveys actually carried out in the Islamic Republic of Iran,
New Zealand, Rwanda, and Viet Nam.
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