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Executive summary

Background

Vanuatu’s population of 245 619 (2011) (World Bank, 
2012) live mostly in rural areas, dispersed across 
83 islands. There are two urban centres, the capital, 
Port Vila, with a population of 44 039 (2009), and 
Luganville with 13 156 people (National Statistics 
Office, 2010). The country is divided into six provinces, 
Torba, Sanma, Penama, Malampa, Shefa and Tafea. The 
population is very young with almost 40% under 15 
years of age. External migration is low but movement 
from rural to urban areas is increasing. Access to 
health services is difficult for many ni-Vanuatu (name 
generally given to nationals and citizens of Vanuatu) 
due to the wide dispersion of the population. An 
estimated 20% of the population have no access to 
health services. 

The Vanuatu economy is driven by exports of copra, 
timber, beef and cocoa (20% of gross domestic product 
– GDP), tourism (20%) and foreign aid contributions, 
with the biggest donors being Australia, France, 
New Zealand and the United Kingdom. However, it is 
not expected that these sources of revenue will be 
sustainable in the future. As external migration is 
minimal, remittances flowing into the country make 
up only a small portion of GDP. The lack of economic 
growth is a major obstacle to the country achieving 
its health goals. 

Health indicators are improving, with life expectancy 
increasing and child mortality rates decreasing. 
However, noncommunicable diseases are on the rise, 
contributing to an increase in mortality and morbidity. 
This is in addition to the burden of communicable 
diseases, which has not yet been controlled.

The Ministry of Health (MoH) is responsible for the 
delivery of health services, with the Office of the 
Director General acting as a bridge between the 
Ministry of Health and the Public Service Commission 
(PSC). Health services are centralized with a referral 
system that is funded mostly by general taxation, user 
fees and donor sources. There are a total of 361 health 
facilities including two tertiary referral hospitals in 
Port Vila and Luganville. Patients requiring services 
that are not available in the country are sent overseas 
or are treated by visiting clinical teams.

Current health personnel stock levels and 
distribution

There is no functional human resources information 
system, which has made it difficult to determine 
the current health workforce situation. Data for this 
report were sourced from payroll databases, and from 
nongovernmental organizations (NGOs) and private 
health facilities that were contacted directly for health 
worker information. However, the data acquired and 
presented in this report are a best estimate and 
results need to be interpreted with caution. Little is 
known about the utilization of traditional medicine 
practitioners in Vanuatu. 

It is estimated there were 1261 government health 
workers in April 2012, including 46 medical 
practitioners, 335 nurses and 62 midwives. There 
were also 206 village health workers spread across 
rural Vanuatu in aid posts. 

Main human resources for health (HRH) 
issues

The main HRH problem is the severe and critical 
health worker shortages. Vanuatu has the third lowest 
health workforce density in the Pacific region, with 
only Papua New Guinea and the Solomon Islands 
having fewer health workers per capita. As might be 
expected, the greatest shortages are in rural areas. An 
ageing workforce and insufficient production of health 
workers are the main causes of these shortages, rather 
than migration or resignations. It is estimated that 40 
health workers are retiring each year, half of whom 
are nurses, and there are not enough graduates to 
replace them. The nursing workforce faces the most 
severe shortages. It is thought that for every two 
nurses who retire, only one is replaced. There is a 
shortage of local specialist skills and foreign workers 
fill many of the specialist posts.

There is limited capacity at both health personnel 
training centres – the Vanuatu College of Nursing 
Education (VCNE) in Port Vila and the Vanuatu 
Health Training Institute (VHTI) in Luganville. A lack 
of classroom space and supervisors in the hospitals 
limits yearly intake of pre-service nursing students to 
30 per year, and post-basic nursing students to 18 
per year. Other health workers are trained overseas, 
mostly in Cuba, Fiji, or Papua New Guinea. However, 
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the graduation rate is low with many students failing 
to complete their course. 

Human resource management needs to be 
strengthened at all levels of the system, starting 
with the development of an effective human 
resource information system to facilitate good policy 
development. Strategic health plans and health 
workforce development plans have not been fully 
implemented. Other areas in need of strengthening 
include:

• standardization of employment conditions;
• recruitment and promotion of staff based on quali-

fications and merit;
• improvement of salary scales and other remunera-

tion, both fiscal and non-fiscal;
• development of systematic supervision systems 

and support mechanisms; and

• improvement of incentives for rural health workers. 

Vanuatu’s health workforce presents a paradox – not 
only are there not enough graduates being produced 
to fill the severe shortage gaps, but there is also not 
enough funding to absorb more health workers into 
the system. 

At the time of writing, the MoH is attempting to ratify 
legislation introducing a new governance structure 
that would create 1983 new permanent posts. To 
reach this figure, some health workers would be 
confirmed in posts that they currently occupy, and 
new health workers would be recruited. In addition, 
salary scales would be reviewed with a proposal to 
increase the remuneration of many workers. However, 
the Ministry of Finance has not yet approved funding 
for this new structure.
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1. Introduction

1.1 Demographic, social and political 
background

Demography and geography
Vanuatu is an archipelago of 83 islands in the South 
Pacific Ocean. It is a mostly mountainous country 
of volcanic origin with narrow coastal plains. The 
population of 245 619 (2011) (World Bank, 2012) is 
widely dispersed, with over 80% of the population 
living on over 70 islands, mostly in rural areas. The 
capital, Port Vila, is on the island of Efate and is the 
larger of the two urban centres, with 44 039 (2009) 
people. Luganville, on the island of Espiritu Santo 
(Santo), is the other urban centre with a population 
of 13 156 (2009) (National Statistics Office, 2010). 
Population growth has fallen in recent years but still 
remains one of the highest in the Pacific region (ADB, 
2009). The country is divided into six provinces – 
Malampa, Penama, Sanma, Shefa, Tafea and Torba 
(WHO, 2012) (see Table 1). 

Locals are predominantly of Melanesian origin with 
over 105 local dialects. Bislama (pidgin) is the lingua 
franca, with English and French also official languages. 
As a result, the government and the society of 
Vanuatu tends to be divided along linguistic lines. In 
the 2009 census, 64% of the population stated they 
had English language abilities, 74% had Bislama, 
37% had French, and half the population had other 
local languages (National Statistics Office, 2010). 

Over 82% of the population are Christian, with the 
largest denominations being Anglican, Presbyterian 
and Roman Catholic. The population is very young, 
with approximately 40% under 15 years of age (WHO, 
2012). 

Social environment
In comparison to other regional counterparts, external 
migration from Vanuatu is minimal. Migration is 
mostly internal, from rural to urban centres, as 
people look for better employment and educational 
opportunities (WHO, 2012). High internal migration 
is placing pressure on housing, infrastructure and 
essential services (ADB, 2009).

Access to services can be very difficult due to 
population dispersion and it is estimated that 20% 
of the population do not have access to health-care 
services. A large proportion of people need to travel 
by boat, canoe or truck to reach the nearest aid post 
and in some cases, travel can take up to two days 
(Government of Vanuatu, 2011a).

Political environment
The islands currently known as Vanuatu were 
originally named the New Hebrides by British explorer 
Captain James Cook in 1774. This name lasted until 
independence (1980). The 18th century saw a rapid 
increase in trade, with plantations of cotton, coffee, 
cocoa, bananas and coconuts established. These 

Table 1.  Selected sociodemographic indicators

Indicator Year
Total population 245 619 2011a

Urban population (%) 24.9 2011b

Mortality rate, under five (per 1000 live births) 13.9 2010

Mortality rate, infant (per 1000 live births) 12.0 2010

Mortality rate, neonatal (per 1000 live births) 7.0 2010

Maternal mortality ratio (per 100 000 live births) 110.0 2010

Births attended by skilled health staff (% of total) 74.0 2007

15–64 years (% of total population) 57.08 2009a

65+ years (% of total population) 4.05 2009a

Total fertility rate (TFR) (estimated births per woman) 3.87 2010a

Crude birth rate (CBR) (per 1000 population) 29.52 2010a

Crude death rate (CDR) (per 1000 population) 4.83 2010a

Literacy rate, adult total (% of adults over 15 years old who read and write) 82.03 2009a

Sources:  a World Bank, 2012.
 b Secretariat of the Pacific Community, 2011.
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plantations increased the number of expatriates 
settling on the islands. British subjects from Australia 
settled on the islands and were joined by French 
nationals after the establishment of the Caledonian 
Company of the New Hebrides in 1882. In 1906, 
France and the United Kingdom signed a British-
French Condominium to govern the islands jointly. 

Challenges to this type of rule began in the early 
1940s with the first political party, the New Hebrides 
National Party founded by Father Walter Lini, 
established in the early 1970s. The party pushed for 
independence which was finally granted in 1980. 

The unicameral Vanuatu Parliament is made up of 
52 members who are elected every four years by 
popular vote. These parliamentarians vote for the 
Prime Minister, who is the head of the government, 
and requires a minimum three-quarters majority of 
39 votes to win. The Prime Minister appoints the 
Council of Ministers and together they make up the 
Executive Government. The President is elected for a 
5-year term by a two-thirds majority in the Electoral 
College, which is made up of Members of Parliament 
and the presidents of regional councils. The President 
has little administrative power and performs a largely 
ceremonial role (WHO, 2012). The national Council 
of Chiefs, known as the Malvatu Mauri, is elected by 
district councils of chiefs and advises the government 
on ni-Vanuatu culture and language matters. 

While Vanuatu has had many no confidence votes 
passed in Parliament in the past three decades since 
independence, there have been no major outbreaks of 
violence associated with leadership changes, unlike in 
neighbouring Solomon Islands or Papua New Guinea 
(WHO, 2012). 

1.2 Current economic situation and 
macroeconomic indicators

The Vanuatu economy is largely based on agriculture, 
with approximately 80% of the population engaged in 
subsistence farming or farming cash crops. Copra is 
the leading cash crop, followed by timber, beef and 
cocoa. Exports of these goods currently make up 20% 
of GDP but this is unlikely to sustain future growth, 
with the country moving towards increasing revenue 
from tourism. Tourism currently contributes to 20% of 
GDP but is not seen as being sustainable for economic 
growth as the country is susceptible to many natural 
disasters including earthquakes, volcanic eruptions 
and cyclones. There are few new jobs created across 
all sectors of the economy, but cocoa could become an 
important export if high volumes could be produced 
(WHO, 2012) (Table 2).

Foreign aid contributes greatly to the Vanuatu 
economy. Since 1980, Australia, France, New Zealand 
and the United Kingdom have been the largest donors 
as these countries have strong social and cultural ties 
to the country. 

In comparison to other Pacific Island countries, the 
amount of remittances is small due to the low level 
of external migration. Remittances amounted to 
US$ 5 million in 2007, whilst neighbouring country 
remittances for the same year totalled US$ 165 million 
(Fiji) and US$ 20 million (Solomon Islands) (UNDP, 
2010).

1.3 Summary of health indicators

Mortality and life expectancy
Health indicators have improved in recent years 
due to better prenatal care, increased prevalence of 

Table 2.  Selected economic indicators

Indicator Year
GDP, current (US$) 819 227 088 2011

GDP per capita (current US$) 3 335.4 2011

GDP growth (annual %) 4.3 2011

Health expenditure, total (% of GDP) 5.3 2010

Health expenditure per capita (current US$) 157.3 2010

Out-of-pocket health expenditure (% of total expenditure on health) 5.3 2010

Public spending on education (% of GDP) 5.2 2009

Unemployment rate (%) 4.6 2009

Labour participation rate (%) 70.6 2010
Source: World Bank, 2012.



Republic of Vanuatu 3

Table 3.  Selected health indicators

Indicator Year
Overall average life expectancy (years) 70.9

 Female average life expectancy (years) 72.9 2010

 Male average life expectancy (years) 68.9
Mortality rate, under-five (per 1000 live births) 13.9 2010

Mortality rate, infant (per 1000 live births) 12.0 2010

Mortality rate, neonatal (per 1000 live births) 7.0 2010

Maternal mortality ratio (per 100 000 live births) 110.0 2010

Births attended by skilled health staff (% of total) 74.0 2007
Source: World Bank, 2012.

skilled health workers attending births, increased 
immunization, better access to sanitation and more 
preventive health programmes (ADB, 2009). Improved 
health services have increased life expectancy. A child 
born in 2010 can expect to live to 71 years, compared 
to 62 in 1986. Child health indicators have also 
improved immensely in the years since independence. 
Infant mortality rates have decreased fourfold from 
47.4 deaths per 1000 live births to 12 in 2010. In the 
same time period, under-five deaths have decreased 
from 61.6 to 13.9 per 1000 live births. Neonatal 
mortality has more than halved, from 16 per 1000 live 
births in 1990 to seven in 2010 (World Bank, 2012) 
(Table 3). Vanuatu is on track to meet two of the 
Millennium Development Goals: Goal 4 (Reduce child 
mortality) and Goal 6 (Combat HIV/AIDS, malaria and 
other diseases). It is off-track to meet the other health-
related MDG: Goal 5 (Improve maternal health) (Pacific 
Islands Forum Secretariat, 2011).

Main causes of mortality and morbidity
Communicable and infectious diseases have 
traditionally made up a large proportion of deaths 
and morbidity. However, rates of noncommunicable 
diseases are increasing due to dietary changes, 
increased alcohol consumption, rural to urban 
migration and foreign influences. Incidences of 
chronic disease are increasing and are expected to 
accelerate as the elderly and urban populations grow 
(ADB, 2009; WHO, 2012). In 2009, six of the top 10 
causes of mortality were related to noncommunicable 
diseases—stroke, renal failure, cardiac arrest, cancer, 
heart failure and chronic obstructive pulmonary 
disease (Government of Vanuatu, 2011a).

Increasing urbanization has led to informal settlements 
in periurban areas that have poor sanitation and living 
conditions. Waterborne and infectious diseases are a 
problem in these high-density urban areas and rural 
regions. At the same time, the relatively high birth 

rate means demand for maternal and child services 
will continue to grow (ADB, 2009).

1.4 Health system 

Governance structure
The Ministry of Health (MoH) is responsible for the 
delivery of health services in Vanuatu. It develops 
health policies, coordinates development and 
planning of the public health sector, and regulates 
health standards (WHO, 2012). The delivery of health 
services is driven by the Health Sector Strategy 
2010–2016.

Since independence in 1980, there has been no 
approved MoH governance structure. As a result, 
health governance has been developed on an ad hoc 
basis. Reform in the health sector began in 2007 with 
the MoH’s petition to the Public Service Commission 
(PSC) to validate almost 4000 established posts. It was 
estimated that each health centre should be staffed by 
at least one nurse practitioner, one registered nurse, 
one midwife, one nurse aide and a handyman. This 
petition was rejected by the PSC and a new structure 
with 2178 posts was approved in January 2012. 
However, this structure has yet to be implemented, as 
extra funding will be needed to pay for staff to move 
from acting in posts to permanent positions, increases 
in salaries and for the recruitment of new staff. 

It had been envisaged that the new structure 
would be introduced in two phases. Phase 1 would 
focus on the recruitment of executive and senior 
managers, support staff and administrative workers. 
Phase 2 would include the recruitment of medical, 
nursing and allied health workers, and be based 
on a salaries review. The PSC asked the MoH to 
conduct an independent remuneration review before 
implementation of the new structure. This review has 
not yet been conducted, and the MoH has asked the 
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World Health Organization (WHO) and the Australian 
Agency for International Development (AusAID) for 
technical assistance, the terms of which are currently 
being negotiated.

The Director General heads the Ministry of Health and 
advises the Minister for Health and the Public Service 
Commission. This post is responsible for directing the 
management of health-service delivery through other 
MoH directors. There are six units under the Office of 
the Director General (ODG). These are:

• Executive Officer;
• Postgraduate Medical Council, Vanuatu Centre for 

Nursing Education, Vanuatu Health Training Insti-
tute, Nursing Council and Central Medical Store;

• Corporate services and planning:
 - Human resources management and development
 - Finance and accounts
 - Projects and donor coordination
 - Assets and infrastructure
 - Internal Auditor
 - Health Planner
 - IT Officer;

• Directorate of Southern Health Care (Shefa and 
Tafea provinces’ health services);

• Directorate of Northern Health Care (Malampa, 
Sanma, Torba, Penama provinces’ health services); 
and

• Directorate of Public Health (see Annex A) (WHO, 
2012).

Health services organization
Health services are centralized, with a referral pathway 
focusing on cure rather than prevention (Ministry 
of Health, 2010a). There are a total of 360 public 
health facilities consisting of two referral hospitals, 
three provincial hospitals, 27 health centres, 97 
dispensaries and 231 aid posts. The hospitals provide 
inpatient and specialist services including surgical, 
obstetric and paediatric care. The two hospitals in 
urban areas, Vila Central Hospital (VCH) in Port Vila 
and Northern District Hospital (NDH) in Luganville, 
are tertiary referral facilities (Table 4). Patients 
requiring specialized tertiary services not available 
in the country are sent offshore for treatment (WHO, 
2012). The New Zealand Agency for International 
Development (NZAID) is funding a medical treatment 
programme that provides treatment to patients with 
life-threatening or seriously debilitating medical 
conditions who have a good five-year prognosis. 
Treatment is provided in Australia, Fiji, New Zealand 
or other regional countries. The programme covers 
the cost of treatment from arrival to departure and 

all support costs (Maoate, Jensen & Sorensen, 2011). 
Alternatively, visiting clinical teams provide some 
specialist services. In 2010, there were nine such 
teams from the Royal Australasian College of Surgeons 
(SSCSIP, 2011).

Health centres and dispensaries are regulated under 
the Health Committee Act and managed by local 
communities. There are approximately four health 
centres and dispensaries in each province providing 
outpatient and inpatient health-care services, and 
health promotion and preventive health services such 
as immunization. Each health centre is managed by a 
nurse practitioner, and staffed with a midwife and a 
registered nurse. They are responsible for supervising 
dispensaries and aid posts in their catchment area. 
The dispensaries are staffed by registered nurses 
and nurse aides, and provide primary health care 
and preventive health services. Each island has at 
least one aid post providing first aid and community 
health education which are the responsibility of local 
governments or church groups (Ministry of Health, 
2003). They are staffed by village health workers who 
receive up to three months basic training in primary 
and preventive care (Ministry of Health, 2010a). Village 
health workers are not considered to be MoH staff and 
thus their services are generally unremunerated. Only 
one province (Shefa) pays salaries to village health 
workers. Otherwise, their local communities support 
them. 

The small private health sector in the country is located 
in urban areas. There is a single private hospital, Vila 
Bay Hospital, located in Port Vila. It has three beds and 
offers tertiary and secondary care with both inpatient 
and outpatient services (Ministry of Health, 2003). It is 
estimated there are another 16 private health facilities, 
including medical centres, pharmacies and dental 
clinics. Mostly run by expatriates, these facilities 
serve the expatriate community and high-income 
earners who are able to afford their services. There 
is also a private air ambulance service that provides 
helicopter transport for medical emergencies in the 
outer islands, and support for non-critical overseas 
medical evacuations (ProMedical, 2012). 

Traditional health workers form part of the health 
workforce, although the exact number and their 
specialization is unknown. Anecdotal evidence 
suggests patients with mild illnesses consult traditional 
medicine practitioners before turning to conventional 
practitioners. In serious cases, patients sometimes 
seek treatment from both traditional and conventional 
health practitioners (Ministry of Health, 2003).



Republic of Vanuatu 5

The Vanuatu Association of Non-Government 
Organisations oversees the operation of most NGOs 
in the country (Ministry of Health, 2003). There are 
approximately four NGO clinics employing six staff 
across the country.

Sources of funding
The health system is financed mostly by general taxes 
and supplemented by user fees and donor sources 
(Ministry of Health, 2010b). In 2007, the MoH received 
US$ 10 252 5001 in donor funds, 63% of which was 
directed to the provinces (ADB, 2009). Until 2005, 
almost all health services (100% of inpatient and 60% 
of outpatient) were provided free of charge. Private 
household contributions were mostly for payments to 
traditional healers and to some government outpatient 
facilities. Between 2002 and 2005, these outpatient 
services generated approximately 95 000–114 000 
Vanuatu Vatu (VUV) each year, making up between 1% 
and 2% of the MoH’s budget. However, this revenue 
was designated as state revenue and allocated to the 
Ministry of Finance (WHO, 2012). 

Prior to 2005, cost-free services resulted in hospital 
outpatient centres being overburdened as people 
attended for minor illnesses. Since then, all health 
facilities and aid posts have charged user fees for 
all services (AusAID, 2009a; Government of Vanuatu, 
2011a), with exemptions for the chronically ill, people 
on very low incomes, and those with specific medical 
conditions (Ministry of Health, 2003). The ‘contribution 

1 US$ 1.00 = VUV 90.5 (1 June 2013). 

fee’ at the two tertiary hospitals is currently VUV 200. 
Nevertheless, this fee, as well as the cost of transport 
from the outer islands, can still be prohibitive for 
many people (ADB, 2009). The introduction of small 
user fees has led many patients to seek treatment 
at health centres or dispensaries instead as they 
are cheaper. This has helped reduced the burden on 
outpatient centres (Ministry of Health, 2003).

Private health insurance coverage, which is mostly 
taken out by expatriates, is on the increase. In 2005, 
private insurance companies covered 3% of total 
health expenditure (WHO, 2012).

Health expenditure
The dispersion of the small population means there 
is a high unit cost of providing basic primary health 
care (ADB, 2009). Total health expenditure in 2010 
totalled US$ 36 167 504 (5.3% of GDP), or US$ 157.34 
per capita (World Bank, 2012). 

Health services expenditure is not equitable (AusAID, 
2009a; Ministry of Health, 2003). In 2003, it was 
reported that hospital funding accounted for more 
than 50% of the budget (with Vila Central Hospital 
accounting for 25% alone), and community health 
services 23%. Almost half of all government health 
expenditure focused on inpatient care, compared to 
22% on outpatient services and 7% for prevention 
(Ministry of Health, 2003).

Table 4.  Public health facilities in Vanuatu, 2010 

Facilities Malampa Penama Sanma Shefa Tafea Torba Total
Referral hospitals 0 0 1 1 0 0 2

Provincial hospitals 1 1 0 0 1 0 3

Health centres 9 6 6 3 1 2 27

Dispensaries 18 22 21 17 13 6 97

Aid posts 44 38 49 35 46 19 231

Total 72 67 77 56 61 27 360
Source: Office of Human Resource Development Training, 2010.



Human Resources for Health Country Profiles6

2. Health workforce supply and trends 

2.1 Current supply of health workers

The lack of a functional human resources for health 
(HRH) database makes it difficult to determine the 
exact number of health workers in Vanuatu. As a 
result, public sector health workforce data have been 
estimated using the Ministry of Finance payroll lists. 
It has not been possible to identify the number of 
vacancies in the public sector. 

On one hand, the country currently does not have 
enough health workers to adequately serve the 
population and, on the other hand, the health sector 
budget cannot support the creation of more posts. 
Further details on vacancies and the paradox of health 
workers’ unemployment can be found in Section V 
(Human resources for health utilization).

In April 2012, it was estimated that there were 1261 
health workers in the public sector, including 443 
doctors, nurses and midwives. This is equal to 1.77 
health workers per 1000 population, which is below 
the WHO recommended 2.3 health workers per 1000 
population needed to support the achievement of the 
Millennium Development Goals (WHO, 2006). Nursing 
personnel made up the largest cadre of the health 
workforce at 31.4%, which includes 56 advanced 
practice nurses and 62 midwives. There are more 
specialists than generalists in Vanuatu. Of the 46 
medical practitioners, 29 are specialists, including 
eight surgeons, five obstetricians/gynaecologists, 

four anaesthetists, three paediatricians (one of whom 
is also an obstetrician/gynaecologist), two internists 
and one pathologist. The specialities of six doctors 
are unknown (Table 5). 

The proportion of paramedical health workers is 
small, totalling 162 (12.8%). They are mostly medical 
and pathology laboratory technicians (for the most 
part microscopists) (4.7%), environmental and 
occupational health and hygiene professionals (2.9%), 
pharmaceutical workers (2.3%), dental practitioners 
(1.4%), and medical imaging and therapeutic 
equipment technicians (1.0%) (Ministry of Health, 
2011b). 

It is common to find many health workers employed 
in two health care positions. Some take on multiple 
roles within the public service, e.g. doctors working 
as clinical care providers, while supervising junior 
staff, facilitating on-the-job training, and participating 
in programme coordination; or midwives providing 
clinical maternity services while fulfilling the role of 
clinical tutor, trainer and supervisor.

It should be noted that data from payroll lists were 
duplicated and included retired health workers. As 
such, these health workers were eliminated from the 
health worker count. In cases where a health worker 
had dual roles, their highest qualifying role was 
counted. 
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Table 5.  Number of public sector health workers by occupational category/cadre per 1000 population, 2010 
and 2012

Health professional groups/cadre

2010 2012

Total

HW/1000 
population 

(Pop. 
239 631)

Total

HW/1000 
population 

(Pop. 
251 661)

Generalist medical practitioners
32 0.13

17 0.07

Specialist medical practitioners 29 0.12

Advanced practice nurses 45 0.19 56 0.22

Graduate/registered/professional nurses 244 1.02 279 1.11

Midwives 51 0.21 62 0.25

Nurse aides/nurse assistants 85 0.35 152 0.60

Dentists 5 0.02 7 0.03

Dental technicians and assistants 6 0.03 10 0.04

Pharmacists 4 0.02 6 0.02

Pharmaceutical technicians and assistants 11 0.05 23 0.09

Medical imaging and therapeutic equipment technicians 9 0.04 12 0.05

Medical and pathology laboratory technicians 20 0.08 59 0.23

Physiotherapists 5 0.02 3 0.01

Nutritionists and dieticians 1 0.0 2 0.01

Biomedical engineers ND ND 2 0.01

Medical and dental prosthetic technicians ND ND 2 0.01

Environmental and occupational health and hygiene 
professionals ND ND 36 0.14

Health associate professionals not elsewhere specified 21 0.09 17 0.07

Non-health professionals not elsewhere classified ND ND 53 0.21

Non-health technicians and associate professionals not 
elsewhere classified ND ND 5 0.02

Health service managers ND ND 9 0.04

Health management personnel not elsewhere classified ND ND 31 0.12

Community health workers 212 0.88 206 0.82

Traditional and complementary medicine associate 
professionals ND ND 2 0.01

Personal care workers in health services not elsewhere 
classified ND ND 8 0.03

Service and sales workers ND ND 13 0.05

Clerical support workers 27 0.11 29 0.12

Domestic and ancillary support workers 111 0.46 131 0.52

Total 889 3.71 1261 5.02

Source: Ministry of Health, 2012.
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3. Health workforce distribution 

3.1 Gender distribution

Women comprise almost half the health workforce due 
to the largely female nursing cadre. However, there 
are fewer women in highly skilled positions (e.g. only 
38% of general practitioners and 27% of specialist 
practitioners are female), or in health management 
posts (38%) (see Figure 1 below and Annex B).

3.2 Age distribution

The age of a significant proportion of the health 
workforce is not recorded on payroll sheets, which 
makes it difficult to accurately project workforce 

needs for the future. Data show that a total of 373 
health workers do not have their ages recorded 
(29.5%), the majority of whom are community health 
workers (none of the 206 has their age recorded). 
Setting this category aside, there are still 167 health 
workers whose ages are unknown (15.8%). It should 
be noted that many of the health workers without a 
recorded age are expatriates.

The retirement age in Vanuatu is 55 years, but 
this is not strictly enforced as the Public Service 
Commission and the Ministry of Health are not able 
to pay severance entitlements. It is estimated that 
approximately 40 health workers retire each year, 
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Figure 1. Distribution of health workers by gender in selected categories (%), 2012

ND, not determined.
Source: Ministry of Health, 2012.

Figure 2. Distribution of health workers by age in selected categories (%), 2012

Source: Ministry of Health, 2012.
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including approximately 20 nurses (Ministry of Health, 
2011b). Currently, there are 102 health workers 
who have reached retirement age. Discounting 
the community health workers, if the government 
enforced the retirement age, and the health workers 
whose ages are unknown were to retire, up to 30.0% 
(n=317) of the current health workforce would retire 
within the next decade, including 1.6% (n=17) of 

doctors, 13.1% (n=138) of nurses and 3.6% (n=38) of 
midwives. Categories such as general medical doctors 
are relatively young, with 38% of this category under 
the 30 years old. Other categories, like midwives and 
domestic and ancillary support workers, have more 
than a third of their members in the 40–49 years old 
age group. (see Figure 2 and Annex C). 

Table 6. Distribution of public sector health workers by category/cadre and by region, 2012

Health professional group/cadre Total

HW*/1000 population
Malampa 

(pop. 
38 187)

Penama 
(pop. 

32 323)

Sanma 
(pop. 

49 411)

Shefa 
(pop. 

88 082)

 Tafea 
(pop. 

33 733)

 Torba 
(pop. 
9925)

Generalist medical practitioners 17 0.03 0.00 0.14 0.08 0.06 0.00

Specialist medical practitioners 29 0.03 0.00 0.10 0.26 0.00 0.00

Advanced practice nurses 56 0.26 0.22 0.32 0.12 0.21 0.50

Graduate/registered/ professional nurses 279 0.81 0.99 1.40 1.19 0.92 1.11

Midwives 62 0.21 0.15 0.36 0.23 0.21 0.40

Nurse aides/nurse assistants 152 0.68 0.59 0.79 0.34 0.83 1.01

Dentists 7 0.00 0.00 0.04 0.06 0.00 0.00

Dental technicians and assistants 10 0.00 0.00 0.08 0.07 0.00 0.00

Pharmacists 6 0.00 0.00 0.04 0.03 0.00 0.10

Pharmaceutical technicians and assistants 23 0.03 0.19 0.06 0.11 0.09 0.00
Medical imaging and therapeutic equipment 
technicians 12 0.03 0.03 0.08 0.06 0.03 0.00

Medical and pathology laboratory technicians 59 0.24 0.31 0.22 0.25 0.06 0.50

Physiotherapists 3 0.00 0.00 0.02 0.02 0.00 0.00

Nutritionists and dieticians 2 0.00 0.00 0.02 0.01 0.00 0.00

Biomedical engineers 2 0.00 0.00 0.00 0.02 0.00 0.00

Medical and dental prosthetic technicians 2 0.00 0.00 0.00 0.02 0.00 0.00
Environmental and occupational health and 
hygiene professionals 36 0.03 0.06 0.06 0.15 0.42 0.30

Health associate professionals not elsewhere 
specified 17 0.03 0.12 0.08 0.02 0.09 0.30

Non-health professionals not elsewhere 
classified 53 0.00 0.03 0.08 0.49 0.12 0.10

Non-health technicians and associate 
professionals not elsewhere classified 5 0.00 0.03 0.02 0.03 0.00 0.00

Health service managers 9 0.03 0.03 0.00 0.08 0.00 0.00
Health management personnel not elsewhere 
classified 31 0.05 0.15 0.10 0.20 0.03 0.00

Community health workers 206 1.00 0.96 1.01 0.43 0.80 2.22
Traditional and complementary medicine 
associate professionals 2 0.00 0.00 0.00 0.02 0.00 0.00

Personal care workers in health services not 
elsewhere classified 8 0.00 0.00 0.06 0.05 0.03 0.00

Service and sales workers 13 0.03 0.00 0.02 0.12 0.00 0.00

Clerical support workers 29 0.03 0.06 0.16 0.17 0.06 0.10

Domestic and ancillary support workers 131 0.24 0.40 0.65 0.67 0.44 0.30

Total 1261 3.72 4.33 5.93 5.32 4.39 6.95

* HW, health worker.
Source: Ministry of Health, 2012.
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3.3 Geographical distribution 

There is geographical maldistribution of health 
workers and disparate allocation of skills mix across 
the country. Torba province has the highest health 
worker density at 6.95 per 1000 population, but has 
no doctor and most health services are provided by 
community health workers. Conversely, Shefa and 
Sanma provinces have a high health worker density 
at 5.93 and 5.32 per 1000 population respectively, 
and wider variety of services due to the two tertiary 
referral hospitals in Port Vila and Luganville. 

These provinces also have a greater share of health 
workers per population. Shefa province has 35% of 
the population and 37.2% of health workers; Sanma 
province has 19.6% of the population and 23.2% of the 
health workers. In comparison, Malampa province has 
15.2% of the population, but only 11.3% of the health 
workers. Despite this, distribution is also not equitable 
among the provinces with urban areas. Sanma 
province meets the minimum threshold of doctors, 
nurses and midwives to assist in the achievement 
of the Millennium Development Goals (2.3 per 1000 
population), compared to Shefa province with 1.9 per 
1000 population (Table 6).

3.4 Distribution of health workers by 
urban/rural areas

The majority of health workers practise in the rural 
areas of the country. The skills base is low, with all the 
community health workers in these areas providing 
most health services. Over half the nursing workforce 
is found in rural areas, including 73.2% of all advanced 
practice nurses. However, as approximately 75% of the 
population live in the rural areas, nursing workloads 
are high. Here, the ratio of nurses to population is 
1:218 compared to 1:179 in urban areas. Similarly, the 

ratio of doctors to population in rural areas is 1:47 
250 compared to 1:1492 in urban areas (see Figure 3 
and Annex D). 

For this report, it is assumed that the urban health 
workers are based at Vila Central Hospital or Northern 
District Hospital, or are listed as being part of planning 
and administration at the Ministry of Health.

3.5 Sectoral distribution

Information on health workers in the private sector 
(both for- and not-for-profit) is not easily attainable and 
is derived from contacting the organizations directly. 
As the characteristics of this workforce are not known, 
they are not included in tables 5–9 and 11. However, 
more information on the private sector is documented 
in Table 10 and Section V (Human resources for health 
utilization). This includes data from the NGO, Save the 
Children Australia, which trains village health workers 
(classified here as community health workers), who 
make up over 16% of the public health workforce. This 
is a significant proportion, particularly as they often 
serve hard-to-reach areas and are unpaid labour. Thus, 
they are not technically classified as being Ministry of 
Health staff (Ministry of Health, 2003). 

An estimated 21 private health facilities (see Table 7), 
mainly operated by foreigners, serve to the expatriate 
community or high-income earners. These facilities 
have approximately 46 staff, including an additional 
two doctors who have dual practice roles, being 
employed in the public sector and supplementing 
their incomes with a part-time private practice. These 
doctors have not been included in the private sector 
health worker count.

It is unclear if these are all clinical staff, or also include 
support workers such as administrative staff. It is 
likely that the private sector is larger than the data 
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presented here, although it is known that the overall 
sector is small.

3.6 Distribution of health workers by 
citizenship

The exact number of expatriate health workers is 
not known. There are at least 11 expatriate doctors 
working in the public sector; five recruited through 
the Pacific Technical Assistance in Medicine (PacTAM) 
scheme, five from Cuba and one from Australia. It is 
also known that 24 nurses were recruited from the 
Solomon Islands in early 2012. It is probable that there 
are other expatriates working in the public service, 
most likely in specialist positions where there is a 
skills gap in the local workforce. For example, Lenakel 

Hospital has not had a paid ni-Vanuatu doctor for the 
last 10–20 years. However, a local doctor is due to 
start working in Lenakel (Tafea) and Lolowai (Penama) 
hospitals in October 2012. 

Other expatriate health workers are mostly in the 
private sector, including doctors, dentists and 
pharmacists. 

3.7 Skills distribution

For every doctor practising in Vanuatu there are 8.6 
nurses, but this varies greatly between urban (1:4.3) 
and rural (1:54.5) areas, and between provinces 
(Malampa 1:24.5; Penama and Torba have no doctors) 
(Table 8).

Table 8. Distribution of skilled/unskilled health workers, 2012

Health worker Ratio
Physicians: Nurse 1:8.6

Unskilled: Skilled HRH 1:5.97

Private: Public providers by HRH category 1:33.6

 Medical practitioners 1:3.7

 Dental practitioners 1:1.3

 Pharmaceutical personnel 1:3.6

 Physiotherapists 1:3

 Medical and pathology laboratory technicians 1:59

Source: Ministry of Health, 2012.

Table 7. Estimated number of private practice health facilities and health workers

Private practice health facility/service Number Total staff
Hospital 1 3–4

NGO clinics 4 6

Medical clinics 6 9

Dental clinicsa,b 2

15; including:
specialist dental practitioners – 5
general dental practitioners – 5

dental technicians and assistants – 3
practice manager/receptionist – 2

Pharmacies 5 8

Physiotherapy clinic 1 1

Medical and pathology laboratory 1 1

Ambulatory care 1 Not known

Total 21 At least 46
Sources:  a South Pacific Smiles, 2012.
 b Vanuatu Tourism Office, 2012.
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4. Health professions education 

There are two formal health personnel (nurse) training 
schools in Vanuatu. Save the Children Australia trains 
community health workers on-the-job. All other health 
personnel training is conducted overseas, mostly in 
Fiji, Papua New Guinea, Solomon Islands, and more 
recently, in Cuba. 

The large majority of students are supported through 
scholarships sponsored by the Vanuatu government or 
by donor partners (mostly AusAID or NZAID). 

4.1 Medical education

There is no public medical training school in Vanuatu. 
Most doctors complete their training at the Fiji 
National University (FNU) or the University of Papua 
New Guinea (UPNG). 

Two groups of students have been sent to Cuba to 
study medicine on scholarships sponsored by the 
Cuban government. This scholarship includes full 
tuition, housing, meals, textbooks, school uniforms, 
incidentals and a monthly stipend. The government 
of Vanuatu covers travel to and from Cuba. In 2008, 
17 students were sent to the School of Medicine in 
Granma province (Facultad de Ciencias Medicas 
Granma). In 2009, 10 students were sent to the Latin 
American School of Medicine (Escuela Latinoamericana 
de Medicina) in Havana. Two students from the latter 
cohort have already returned home after failing 
the course. All but one of the other students have 
completed the course, with one student repeating 
second year subjects (Tokon, Carlot & Christophe, 
2011). The first group of students are due to return 
in 2014 (AusAID 2009b; Buchan, 2011; Government 
of Vanuatu, 2011a; Kafoa, 2011; Ministry of Health, 
2010a). The Latin American School of Medicine is 
accredited by WHO and by the Medical Board of 
California (Tokon, Carlot & Christophe, 2011). 

The Cuban medical programme, which is in Spanish, 
takes six years. Ni-Vanuatu students, like all other 
Pacific Island students, spend a preliminary year 
learning Spanish and pre-medicine coursework. Each 
specialty is taught by a practising professor-level 
academic. Graduates are awarded a doctorate of 
medicine (MD), and it is expected that they will work 
as family health doctors in rural areas (Tokon, Carlot 
& Christophe, 2011). The students who were sent to 
Cuba are from all six provinces and are on bonded 

scholarships. As such they are thus obliged to return 
to work in their home provincial hospitals.

Many ni-Vanuatu students who are not on bonded 
scholarships do not return to the country to develop 
their skills after completing their training offshore 
(WHO, 2004). Returning graduates are placed in a 
supervised internship with senior specialist doctors 
and acquire registration locally. Expatriates based at 
Vila Central Hospital, a teaching hospital for the Fiji 
National University, usually fill any gaps in specialist 
disciplines. This has enabled local students to 
complete their internships in the country, which has 
improved retention rates (Buchan, 2011).

The need to send medical students to many different 
countries presents its own problems and, as noted 
by the MoH, the skill level of returning graduates 
is not uniform. For example, Cuban-trained doctors 
are not taught to perform caesarean sections (Negin, 
2011), and midwives may need to be stationed with 
them in rural health facilities to offset the gap in their 
skills. So far, no assessment of the appropriateness of 
the Cuban medical programme or of any additional 
training the students may require on return has been 
made (Buchan, 2011). 

4.2 Nursing education

There are two nurse training schools in Vanuatu: the 
Vanuatu College of Nursing Education (VCNE), based 
in Port Vila; and the Vanuatu Health Training Institute 
(VHTI), based in Luganville. The VCNE operates under 
the Vanuatu Nursing Collect Act and has its own legally 
binding standards and Code of Practice (Kafoa, 2011).

Some nursing students are sent overseas to the 
Solomon Islands College of Higher Education 
(SICHE), to the Atoifi Adventist Nursing College 
(AANC), or the Fiji National University to study. The 
cost of training for these students is estimated to 
be approximately VUV 4 million comprising tuition 
and establishment fees. Students are expected to 
pay for their own airfares and other allowances 
(Ministry of Health, 2011b).

A policy decision in 2003 to reduce the nursing 
school’s annual budget obliged the school to adopt 
alternating yearly intake of students instead of 
annual intakes, which has contributed to the current 
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nursing shortfalls. In an effort to address the 
problem, the government has instigated a 6-month 
bridging course to prepare more young people for the 
workforce (Government of Vanuatu, 2011a). The VCNE 
recommenced annual intakes in 2009. 

There is a high level of competition to gain entry 
into the nursing programme. The school’s capacity 
is limited to 30 places a year. In 2011, there were 
approximately 500 applicants for these places (Kafoa, 
2011; Ministry of Health, 2011a). In 2012, this figure 
jumped to almost 600. Potential applicants must have 
passed Year 13 Science to be eligible. A short list is 
compiled and these applicants undergo an interview 
and a three-hour written examination. Anecdotally, 
there is political pressure to circumvent the application 
process and accept students who lack the ability to 
complete the nursing programme which reduces the 
number of nursing graduates. In 2003, the graduate 
rate was quoted to be 60–80% (Ministry of Health, 
2003). This is a significant problem as the nursing 
workforce shortage is severe and every effort should 
be made to ensure all enrolled students graduate.

Completion of the diploma-level basic course qualifies 
students as registered nurses and practical placements 
are completed at the VCH and selected community 
health services. Upon graduation, nurses are usually 
placed at the VCH for at least a year to practice under 
close supervision before being posted elsewhere to 
provide community health services. Graduates of 
this programme are only able to register in Vanuatu 
(Kafoa, 2011; Ministry of Health, 2011a). 

The course is instructed in Bislama, French and English, 
but most handouts and all examinations are in 
English (Ministry of Health, 2003). The course is fully 
funded by the government and students are given a 
scholarship for living expenses (Ministry of Health, 

2003). The course is competency-based, and includes 
a competency standards booklet and competency 
assessment tools. 

The VHTI was set up in 2009, and the post-basic 
nursing programmes were moved from the VCNE to 
VHTI. Initially, these nursing programmes (midwifery 
and nurse practitioner) were combined to create an 
18-month course that produced highly skilled, dual-
qualified nurses that could be deployed in rural areas. 
However, this programme was split into two separate, 
certificate-level, 9-month courses because the Nurses 
Act (2000) did not allow for nurses to be registered as 
both midwives and nurse practitioners. Nurses were 
obliged to choose to register as one or the other. 

When the original midwifery and nurse practitioner 
course was held by the VCNE, the courses did not 
have annual enrolment. Between 1983 and 2003, 
eight midwifery and seven nurse practitioner courses 
were held (Ministry of Health, 2003). Since moving the 
courses to the VHTI, post-basic nursing programmes 
have been held annually. Annually, the six provincial 
governments select three registered nurses each, 
with a minimum of five years’ experience, to start 
post-basic training. The type of training provided is 
dependent on the provinces’ needs. For example, in 
one year a province may choose to send two nurses 
for nurse practitioner training and one for midwifery, 
and do the opposite the following year. The courses 
are run in parallel to each other and the VHTI accepts 
a total of 18 students (each province sending three 
nurses). The government supports all the students in 
these courses and the graduation rate is very high. 
Between 1983 and 2003, the drop-out rate was under 
5% (Ministry of Health, 2003) (Table 9).

Nurse aides are trained on-the-job for nine months 
in Port Vila or Luganville by VCNE tutors, and have 

Table 9. Number and type of health professions training institutions, by sector, 2012

Health professional group/cadre
Number and type of ownership

Total
Public Private

Advanced practice nurses Vanuatu Health Training 
Institute

NA 1

Midwives NA
1

Graduate/registered/ professional nurses Vanuatu College of Nursing 
Education

NA

Nurse aidesa N/A
1

Community health workers NA Save the Children Australia

Total 2 1 3
NA, not applicable.
a Nurse aides are trained on-the-job in Port Vila or Luganville by VCNE tutors.
Sources: Buchan, 2011; Vanuatu Health Training Institute (personal communication, October 2012); Vanuatu College of Nursing Education 
(personal communication, October 2012).
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no formal qualifications. Often, these nurse aides 
complete a portion of a nursing diploma but do 
not always complete the course. In recent years, 
the course has been formalized, and 40 students 
graduated in 2010 and 42 in 2011 (18 in Port Vila, 
24 in Santo). All those who enrolled in the nurse 
aide course passed the final examination, and it is 
anticipated that this programme will continue for the 
next five years to 2017.

4.3 Other allied health education

All other allied health workers are trained offshore, 
mostly at Fiji National University, but also at other 
institutions based on donor funding and scholarships 
(Ministry of Health, 2003). 

As mentioned earlier, The Save the Children Australia 
NGO operates a village health worker training 
programme for local rural health-care workers (Kafoa, 
2011). This eight-week programme is followed by a 
two-week refresher course. Village health workers are 
not considered to be Ministry of Health staff (Ministry 
of Health, 2003). However, it is forecast that if the new 
governance structure and establishment posts receive 
budgetary approval, they will become part of MoH 
staff and receive salaries. Currently, they provide the 
bulk of primary health care and are supported by their 
local communities. Shefa Province is the only province 
that pays their village health workers. 

4.4 Educational capacities

Basic education is not compulsory and enrolment 
rates are the lowest in the Pacific region. The 2009 
Housing Census indicated that the national literacy 
rate was 84.8%, but as the official definition of literacy 
is completion of four years of formal schooling, the 
rate of functional literacy is likely to be lower. Only 
a small proportion of students progress through 
to year 13 (National Statistics Office, 2010) due to 
parents questioning the relevance of the curriculum, 
prohibitive school fees (up to VUV 75 000 per year 
for secondary school), and a lack of classroom 
space (Government of Vanuatu, 2005). The quality 
of education is also low, with approximately 1000 
teachers lacking proper teaching qualifications. 
However, a Memorandum of Understanding (MoU) was 
signed in 2012 between the Ministry of Education and 
the University of the South Pacific to formally train all 
these teachers over the next five years (Government of 
Vanuatu, 2012). At the same time, many teachers have 
not been paid for at least a full school year, and are 
working free of charge. Thus, the pool of capable (and 

interested) students willing to start health personnel 
training is very low. Overall, just 5% of the population 
has completed tertiary education, or has a vocational 
or professional qualification (National Statistics Office, 
2010). However, competition to gain entry into VCNE 
is high, with just 5% (30/600) of applicants being 
accepted in 2012. It is likely that most of the 570 
rejected applicants were not successful because they 
did not meet the minimum entry requirements and not 
because of the space restrictions. In fact, based on the 
high level of attrition in overseas training institutions, 
it is likely that secondary school graduates’ abilities 
are below those of their regional counterparts. 

Students from rural areas are encouraged to apply 
for health personnel training in an effort to reduce 
workforce shortages in these areas. However, as 
yet, there is no prioritizing of applications from 
rural students. All students are selected on ability. 
This can be a disadvantage for students from rural 
areas, as secondary school education tends to be of 
poorer quality due to a lack of resources and lower 
quality teaching. Caution is needed if quotas for rural 
students were introduced as this could lead to poor 
quality nurses, or an unnecessary waste of resources 
if such students were ultimately incapable of finishing 
the course (Table 10). 

The management boards of VCNE and VHTI report 
to the Office of the Director General. Nursing 
standards and curricula are designed by the boards 
in conjunction with the Nursing Council (Ministry of 
Health, 2010c). Nursing competency assessment tools 
have been developed, and it is anticipated that these 
tools will be introduced in 2013.

Currently, the VCNE does not have sufficient tutors 
or classroom space to increase nurse training. As 
mentioned above, the school can only take up to 
30 students each year and it is estimated that an 
extra 4–5 tutors are needed to relieve high teaching 
loads (Ministry of Health, 2010a). In addition, 
increasing the production of nurses is only half the 
solution. There are not enough registered nurses 
with adequate experience to effectively supervise 
new graduate nurses without putting patient safety 
at risk. At present, only VCH is able to provide such 
supervision (Ministry of Health, 2011b), which means 
that all students are channelled through one facility, 
increasing the supervisors’ workload. In addition, the 
2011 budget allocation for VCNE was overspent by 
approximately VUV 3 million, which was mostly due 
to travel and vehicle maintenance costs.
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Until the late 1990s, the Ministry of Health had 
planned pre-service training of nursing personnel 
based on the training capacity of the VCNE and 
available funding, rather than on identified health-
service needs (Ministry of Health, 2003). This policy 
decision meant many people could not access vital 
health-care services. 

Medical students in Cuba have requested that 
allowances provided to them by the Vanuatu 
government be increased as they progress through the 
medical programme because of the increasing costs of 
textbooks, Internet fees, and travel between schools 
and teaching facilities with each school year. If this 
request is granted, these costs need to be factored 
into the health budget. Transfer of funds between 

the two countries is also problematic, with delays in 
processing (Tokon, Carlot & Christophe, 2011).

A 2011 mission report recommended that graduates 
from Cuban universities should complete their 
two-year internship in provincial hospitals rather 
than in VCH or NDH. This is likely to be very difficult 
as there are only four doctors in the provinces with 
enough suitable experience to adequately supervise 
young doctors. In addition, posting more doctors 
to rural areas would require additional funds to 
support the increased costs of housing, medical 
equipment, essential medicines and travel. A second 
recommendation to send approximately 10 students 
every 1–2 years to Cuba to increase the number of 
ni-Vanuatu doctors is also likely to be unviable in 
terms of the financial cost (both direct and indirect), 

Table 10. Number of enrolments by training institution and health profession category, 2008–2012

Health professional category/cadre Number of entrants
2008 2009 2010 2011 2012

Generalist medical practitioners 11 (FNU)
17 (Cuba)

10 (FNU)
8 (Cuba) 19 (FNU) 13 (FNU) 10 (FNU)

Specialist medical practitioners 3 (FNU) 5 (FNU)
1 (VCH) 3 (FNU) 4 (FNU) 5 (FNU)1 

(UPNG)

Advanced practice nurses NA 18 (VHTI)* NA 12 (VHTI) 9 (VHTI)

Graduate/registered/ professional nurses NA 22 (VCNE) 28 (VCNE)

31 (VCNE)
4 (UPNG)
5 (SICHE)
3 (Atoifi)

27 (VCNE)

Midwives NA NA NA 3 (FNU)
8 (VHTI) 9 (VHTI)

Nurse aides/nurse assistants NA NA 40 (VCNE) 42 (VCNE) NA

Dentists 2 (FNU) 3 (FNU) 3 (FNU)
1 (UPNG)

3 (FNU)
1 (UPNG) 4 (FNU)

Pharmacists 3 (FNU) 4 (FNU) 4 (FNU) 3 (FNU) 2 (FNU)

Physiotherapists NA NA NA 1 (FNU) 1 (FNU)

Physiotherapy technicians and assistants NA NA 3 (FNU) NA NA

Medical and pathology laboratory technicians 1 (FNU) 3 (FNU) 4 (FNU) 4 (FNU) 7 (FNU)

Medical imaging and therapeutic equipment 
technicians NA NA 1 (FNU) 3 (FNU)

1 (Philippines) 8 (FNU)

Environmental and occupational health and 
hygiene professionals 1 (FNU) 1 (FNU) NA NA NA

Nutritionists and dieticians NA NA 1 (FNU) 1 (FNU) 3 (FNU)

Health management personnel NA NA 1 (FNU) NA 1 (FNU)

Health professionals not elsewhere classified 4 (FNU) 5 (FNU) 8 (FNU) 10 (FNU)

10 (FNU)
1 (Otago)
1 (JCU)
1 (QUT)

Total 42 80 116 152 100
NA, not applicable.

* Students in these classes are also trained in midwifery but they are obliged to enrol for midwifery or nurse practitioner courses due to the 
lack of provision in the Nurses Act to register for both.
Sources: Fiji National University (personal communication, October 2012); Kafoa (2011); Ministry of Health (personal communication, 
October 2012); Vanuatu Health Training Institute (personal communication, October 2012).
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Table 11. Number of health professional graduates by training institution and category/cadre, 2008–2011

Health professional category/cadre
Number of graduates

2008 2009 2010 2011
Generalist medical practitioners NA 4 (FNU) NA 2 (FNU)

Specialist medical practitioners 1 (FNU) 2 (FNU) 2 (FNU) 1 (FNU)
1 (VCH)

Advanced practice nurses 2 (PEI) 1 (PEI) 1 (PEI)
18 (VHTI)*

1 (PEI)
12 (VHTI)

Graduate/registered/professional nurses NA NA 21 (VCNE)
5 (SICHE) NA

Midwives NA NA 1 (FNU) 8 (VHTI)

Nurse aides/nurse assistants NA NA 40 (VCNE) 42 (VCNE)

Dentists 1 (FNU) NA NA NA

Pharmacists 1 (FNU) NA NA NA

Pharmaceutical technicians and assistants NA NA NA 1 (FNU)

Medical and pathology laboratory technicians NA NA NA 2 (FNU)
Environmental and occupational health and 
hygiene professionals 1 (FNU) NA NA NA

Health professionals not elsewhere classified 4 (FNU) 4 (FNU) 1 (FNU) 2 (FNU)

Total 10 11 157 72

NA, not applicable. 
* Graduates from these classes are also trained in midwifery but are obliged to register as midwives or as nurse practitioners due to the 
lack of provision in the Nurses Act to register for both.
Sources: Fiji National University (personal communication, October 2012); Ministry of Health (personal communication, October 2012); 
Pacific Eye Institute (personal communication, October 2012); Vanuatu Health Training Institute (personal communication, October 2012).

Table 12. Average cost of student training, by type of training institution, donor support and number of 
scholarships, 2012

Type of training institution
Average cost of 
training (US$) Donor support to training

No. of 
scholar-

shipsPublic Private

Generalist medical practitioners NA NA 4 AusAID; 2 NZAID (6 FNU) 6

Specialist medical practitioners NA NA AusAID (2 FNU, 1 UPNG) 3

Advanced practice nurses 10 600 
per 

student

NA
MoH (18 VHTI) 18

Midwives NA

Graduate/registered/ professional nurses 1275 per 
course NA Vanuatu government

(27 VCNE) 27

Dentists NA NA NZAID (FNU) 1

Pharmacists NA NA NZAID (FNU) 1

Nutritionists and dieticians NA NA WHO (FNU) 1

Medical and pathology laboratory technicians NA NA 2 AusAID; 4 NZAID
(6 FNU) 6

Medical imaging and therapeutic equipment 
technicians NA NA AusAID (FNU) 1

Health management personnel NA NA Vanuatu government (FNU) 1

Health professionals not elsewhere classified NA NA Vanuatu government (Otago); 
WHO (JCU); AusAID (OUT) 3

Total 68

NA, not applicable.
Sources: Buchan, 2011; Ministry of Health, 2012.
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and the amount of supervision needed (Tokon, Carlot 
& Christophe, 2011).

As demonstrated in Tables 11 and 12, many students 
who enrol in health personnel training courses do not 
graduate. However, there is no information available 
on what happens to these students, or on whether or 
not they return to Vanuatu.

Most students are supported by scholarships. Nursing 
students who are not supported are charged tuition 
fees of VUV 20 000 per term, or VUV 40 000 per year. 
Registered nurses undergoing post-basic training at 
VHTI do not pay tuition fees and are provided with 
a living allowance. This in-service training is paid 
for by the Human Resources Department at the MoH 
which has a total budget of VUV 18 million per year, or 
VUV 1 million per student including tuition and living 
expenses (Table 12).

In 2012 alone, 68 scholarships were allocated, 50% 
of which were given to female students. These 

scholarships are registered with the Training and 
Scholarships Coordination Unit (TSCU) at the 
Ministry of Education. However, this is less than the 
reported 100 students enrolled across health training 
institutions in the region in the same year (Table 10). 
It is not clear how students without scholarships are 
able to afford tuition and living expenses, but it is 
assumed they are supported by private donors or are 
self-funded. 

Between 2008 and 2011, AusAID, NZAID and the 
governments of Cuba and Vanuatu provided most 
of the scholarships. A summary of the number and 
source of scholarships, as well as where students are 
studying, can be found in Table 13. 

4.5 Physical infrastructure

The VCNE is in the same building complex as the 
Ministry of Health, a former hospital site. In 2003, 
it was reported there were two classrooms, a small 
demonstration room, library, offices and a storage 

Table 13. Number of health professional scholarships by donors, study institutions and category/cadre, 
2008–2011

Health professional group/cadre 2008 2009 2010 2011

Generalist medical practitioners

Total 19:
1 AusAID (FNU)
1 NZAID (FNU)

17 Cuba

Total 10:
Cuba

Total 3:
1 AusAID (FNU)
2 NZAID (FNU)

Total 4:
2 AusAID (FNU)
1 NZAID (FNU)

1 Vanuatu (FNU)

Specialist medical practitioners NA
Total 2:

1 AusAID (VCH)
1 NZAID (FNU)

NA 3 AusAID (FNU)

Advanced practice nurses NA
18 MoH (VHTI)

NA 12 MoH (VHTI)

Midwives NA NA 8 MoH (VHTI)

Graduate/registered/ professional 
nurses NA 22 Vanuatu 

(VCNE)
28 Vanuatu 

(VCNE)

Total 43:
31 Vanuatu 

(VCNE)
8 MoH (5 SICHE, 

3 Atoifi)
3 Vanuatu (PAU)
1 AusAIDa (PAU)

Dentists NA 1 NZAID (FNU) 1 NZAID (UPNG) 1 AusAID (FNU)
1 Vanuatu (UPNG)

Pharmacists NA 1 AusAID (FNU)
1 NZAID (FNU) NA NA

Physiotherapists NA NA NA 1 AusAID (FNU)

Medical and pathology laboratory 
technicians NA 1 AusAID (FNU) 1 NZAID (FNU) 1 Vanuatu 

(Philippines)

Medical imaging and therapeutic 
equipment technicians NA NA 1 AusAID (FNU) 2 AusAID (FNU)

1 NZAID (FNU)

Proportion of women (%) 31.6 44.4 52.8 51.6

NA, not applicable.
Source: Buchan, 2011, Training and Scholarships Coordination Unit (personal communication, October 2012), Ministry of Education 
(personal communication, October 2012).
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room. Space is limited and the facilities and equipment 
require repair or replacement (Ministry of Health, 
2003). Currently, an extension of 4–5 new classrooms 
is being built. There are no dormitories and students 
are expected to live with their families while they are 
studying. 

The VHTI is based at the Northern District Hospital 
compound and consists of a lecture room and two 
classrooms. There are no wet laboratories, libraries or 
other facilities. 

4.6 Technical infrastructure

The VCNE is situated in the Directorate of Planning 
and Administration, under the Human Resource 
Development and Training Unit, and is managed 
by the Principal Nurse Educator. In 2003, the MoH 
reported that there were five other tutors including 
a nurse practitioner, a midwife, three general nurses 
and one tutor working on the Village Health Worker 
Training Programme. Five of the staff have a minimum 
certificate-level qualification in education. Nurse tutors 
are responsible for the theoretical training and clinical 
supervision of students during practise (Ministry of 
Health, 2003). In 2011, it was reported that staffing 
had increased to 11 teachers, five of whom are locals, 
giving a staff-to-student ratio of approximately 1:9 
(Government of Vanuatu, 2011b). 

There are currently three staff teaching at the VHTI, 
one midwife and two nurse practitioners. These nurse 
educators are not formally trained in education, and 
although there is a curriculum, they generally teach 
from experience.

4.7 Accreditation mechanisms

Neither the VCNE nor the VHTI are accredited with any 
international agencies but both are registered with the 
Vanuatu Training Council. However, non-registration 
does not preclude the school from operating, as was 
the case of the VHTI. While it opened and began 
enrolling students in 2009, it did not receive course 
registration from the Council until 2012. Every two 
to three years, the Council carries out registration 
maintenance audits.

4.8 In-service and continuing professional 
education 

In-service and continuing professional education 
(CPE) is recognized as a necessary part of health 
workforce development and is included in the Human 

Resource Development Plan 2001 and the Workforce 
Training Plan 2004–2008. The former was developed 
to address in-service training needs and was based 
on a skills audit of MoH staff, and the identification 
of clinical and non-clinical skills gaps. Following 
this, a Health Training Committee was formed and 
tasked with planning in-service training, which is 
implemented by the Human Resource Development 
and Training Unit under the MoH. The Workforce 
Training Plan focused on developing workforce skills 
that were in greatest demand and prioritizing clinical 
refresher courses (Ministry of Health, 2004). Annual 
training plans were also developed. However, this 
planning has not resulted in significant changes to 
CPE despite a high demand from health workers. 
Financial constraints and the ineffectiveness of the 
Health Training Committee means the planning of 
the training often falls to the Acting Manager of the 
Human Resource Development and Training Unit. 
Training is also not well coordinated, with some public 
health programmes, including immunization, and 
maternal and child health, providing vertical in-service 
training to staff (Ministry of Health, 2003).

Most of the funding of pre-service and postgraduate 
training is borne by the government with a small 
contribution from donor agencies. A portion of the 
MoH budget is set aside for the VCNE’s personnel and 
operating costs, with the government also providing 
full pay, scholarships and living allowances for nurses 
undertaking midwifery or nurse practitioner training. 
Other health workers are given transport allowances 
to commute from rural to urban areas for training. 
Changes have been introduced in an effort to reduce 
the cost of post-service training. Accommodation and 
meals for student nurses at VCH have been scrapped, 
and the practice of providing living allowances for 
midwifery and nurse practitioner students will be 
discontinued. Fees will be charged to help offset the 
effects of budget cuts (Ministry of Health, 2003).

For the nursing personnel, JICA is supporting the 
‘Strengthening the Needs-Based In-Service Training 
for Community Health Nurses (2011–2014)’ project 
which aims to improve and strengthen supervision 
and coaching, and identify training needs at the 
health centre and dispensary level. In addition, with 
assistance from the VCNE and Vanuatu Nursing 
Council, the MoH’s Human Resources Development 
(HRD) Unit are also in the process of ensuring all 
registered nurses have a minimum standard of formal 
nurse training. A series of bridging courses were 
rolled out to update the skills of these nurses for 
completion by the end of 2012.
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The Ministry of Education’s Training and Scholarships 
Coordination Unit notifies ministries of available 
scholarships at the start of each year. Each ministry 
identifies its priorities and makes offers to health 
officers. All applications are passed through the 
Human Resources Department at the MoH and 
applicants are screened through the Health Training 
Committee. 

In 2003, it was reported there were plans to make 
CPE compulsory for registration renewal. It was 
also reported that by increasing the professional 
association’s involvement in-service training, 
opportunities to update skills would be greatly 
improved (Ministry of Health, 2003). However, so 
far, there has been no change to the previous 
arrangements and CPE remains voluntary.

5. Human resources for health (HRH) 
utilization

5.1 Recruitment 

The Public Service Commission is responsible for 
creating establishment posts and recruitment. 
Provincial governments identify their workforce needs 
and notify the Human Resources Department at the 
MoH. They, in turn, notify the PSC of staffing gaps and 
all recruitment is carried out centrally. Health workers 
at the MoH are employed on permanent, or temporary 
contracts, or on a daily rate basis. All staff are hired on 
a full time basis and there are no part-time or casual 
relief staff to cover sick leave, maternity leave, annual 
leave or other absences (Ministry of Health, 2003).

A bilateral agreement between Vanuatu and the 
Solomon Islands provided for the latter to send 
nurses to Vanuatu on a fixed-term basis. Although 
29 nurses agreed to the transfer, the scheme faced 
difficulties because the Solomon Islands Public Service 
Commission had made no provision for the nurses to 
take three years’ unpaid leave. This meant that, when 
they returned home, they would have had to start 
again at the base salary rate despite the experience 
they had accrued (Buchan, 2011). The PSC in the 
Solomon Islands has since amended its Public Service 
Staff Manual to allow the nurses to work in Vanuatu. 
Ultimately, 24 nurses started a 3-year contract in April 
2012. They were initially contracted to work in Vila 
Central Hospital but have since gone on to fill gaps 
in other areas.

This scheme was seen to be of advantage to both 
nations as the Solomon Islands have an oversupply 
of nurses and there is a critical shortage in Vanuatu. 
However, it proved to be a short-sighted policy 
decision with several serious implications. The 
fact that nurses from the Solomon Islands are paid 
substantially more than ni-Vanuatu nurses increased 

pressure on an already overstretched budget at the 
MoH. There was little consultation with the Nursing 
Council which was concerned that foreign workers 
were being prioritized over local nurses, especially 
as nurses graduating from the Vanuatu College of 
Nursing Education in 2011 have been unable to find 
jobs due to a lack of vacancies. 

5.2 Deployment and distribution policies 
and mechanisms

Staff turnover and stability 
Staff turnover is mostly due to the ageing of the 
workforce, rather than migration. The compulsory 
retirement age is 55 but this has not been strictly 
enforced due to the government’s lack of funds for 
severance pay. Nevertheless, the number of staff 
retiring is increasing as the workforce ages and many 
are retiring due ill health. It is estimated that 40 health 
workers will retire each year (Ministry of Health, 2003; 
2011b).

Shortages of health workers occur across all cadres, 
but are critical in the nursing workforce. The 
production of nurses falls far short of replacing those 
who are retiring, let alone keeping up with increasing 
population demands. The number of nurses is set to 
decrease greatly in the short to medium term and a 
shortage crisis is imminent (Kafoa, 2011). Each year, 
an estimated 35 nurses exit the workforce, but only 
approximately 30 students enrol in the nurse training 
school. Furthermore, there is no guarantee that all 30 
will complete the course and graduate. 

Attrition 
It was reported in the Second Health Workforce Plan 
2004–2013 that attrition of non-retiring staff in Vanuatu 
has traditionally been low, ranging between 0.5% and 
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1.5% each year. The public service has historically 
been a desirable occupation and resignations are 
rare (Ministry of Health, 2003). Anecdotally, there 
have only been 3–4 resignations every few years and 
greater attrition is due to retirement. 

The number of nurses retiring compared to those 
graduating is 2:1 (AusAID, 2009b). This affects the 
capacity and quality of health services. For example, 
the main referral hospitals, require 4–5 midwives 
on each shift, but only 1–2 are available (Ministry of 
Health, 2011b).

Average number of hours worked per week per HRH 
category
Paid overtime is only allowed in a few cadres, and 
only in Vila Central and Northern District hospitals. 
Laboratory workers, radiologists and theatre staff are 
entitled to 1.25 times the normal hourly rate for each 
extra hour worked. Some staff in other wards, such 
as maternity, are provided with time off in lieu of paid 
overtime, but many nurses in these wards do not feel 
this is an adequate remuneration. The implications of 
paying overtime, as well as other allowances including 
travel, shift and acting allowances, are significant as 
there is considerable overspending of the MoH budget 
on wages and salaries. However, more details on the 
average number of overtime hours worked, including 
which cadres complete the most overtime and the 
financial repercussions, are not available (Table 14). 

Absenteeism
Immediate supervisors monitor absenteeism which is 
then reported in performance appraisals. Staff who 
are consistently absent without valid reason, are given 
warning letters and can have their salaries deducted. 
However, reliable information on absenteeism is not 
available.

Motivation
Low motivation of health workers in Vanuatu has been 
attributed (Henderson & Tulloch, 2008) to:

• weak supervisory systems, particularly in rural 
areas;

• a lack of clear career pathways;
• the perception that salaries and remuneration are 

not adequate;
• benefits not being given based on merit;
• inconsistency in allocating awards for good perfor-

mance and disciplining of poor performance;
• inadequate facilities and shortages of drugs/equip-

ment; 
• lack of in-service training;

• mismatch in skills and tasks;
• an ageing workforce increasing the burden on those 

who remain;
• the increasing burden of noncommunicable 

diseases;
• increased referrals to VCH and NDH.

Poor transport options to enable the efficient referral 
of patients have also been cited as causing low 
motivation (Henderson & Tulloch, 2008; Ministry of 
Health, 2003; Ministry of Health & WHO, 2007).

It has been highlighted that allowing health workers 
to practice in both public and private sectors would 
improve their morale and ability to generate income 
(Ministry of Health, 2003). Currently, at least two 
doctors are in dual practice roles.

The PSC’s Public Service Staff Manual outlines the 
terms and conditions of employment for all public 
service staff. Health workers are entitled to a range 
of allowances and leave, including those outlined in 
Table 14.

Management structure
There is a lack of systemic coordination between the 
VCNE, MoH and PSC to determine training numbers, 
training needs of educators, succession planning and 
career development (Buchan, 2011).

The PSC is responsible for the implementation 
and administration of the Employment Act. It sets 
salaries, staffing establishments, grades posts, makes 
appointment and promotion decisions, approves 
overseas training, resolves employment disputes and 
discipline issues. The Public Service Staff Manual sets 
out guidelines and employment conditions for all 
public servants (Ministry of Health, 2003).

Supervisory mechanisms
Currently, health centres are responsible for 
supervising dispensaries and aid posts in their 
catchment areas (Ministry of Health, 2010a). 
Supervisory checklist tools and coaching guidelines 
have been developed with the assistance of the 
Japan International Cooperation Agency (JICA) to 
improve and strengthen supervision as part of the 
‘Strengthening the Needs-Based In-Service Training for 
Community Health Nurses (2011–2014)’ project.

Facilities, and access to essential equipment and 
supplies/resources
In 2005, the MoH conducted a comprehensive 
review of infrastructure, facilities and equipment. It 
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Table 14.  Selected allowances and leave for public health-service staff

Allowance/
leave type Eligible health workers Amount

Overtime pay or 
time in lieu

Laboratory workers
Radiologists
Theatre staff

1.25 times the hourly rate for each extra hour worked

All other health workers 1.25 hours off for each additional hour worked

Shift allowances Staff working 18:00–06:00 Monday–Friday, 
weekends or public holidays

VUV 1500 per month for regular alternating shifts 
or 
VUV 3500 per month for regular night shift workers

On-call allowances
Staff on 24-hour standby, including laboratory 
technicians, theatre staff, medical imaging 
technicians, doctors and nurse practitioners

Extra 25% on top of normal salary, including 7.5% for on-call waiting time

Acting allowances 
Staff that take on temporary higher 
responsibilities longer than 10 days (or 20 days 
for directors general)

VUV 60 000–180 000 depending on pay grade

Resettlement 
allowances 

Staff needing to move residences when posted in 
a new position

One-off Permanent Posting Allowances (VUV 50 000) 
and 
One-off Establishment Allowance (VUV 30 000) 

Travel allowances
Required for in-service, or those completing 
duties or studies away from normal work 
location requiring overnight stays

Domestic: VUV 10 000 per day for first seven days and VUV 5000 for each 
day after that
Overseas: VUV 15 000–50 000 per day depending on destination and pay 
grade
In-service travel or working away from home requiring overnight stay: VUV 
2000 per day

Government 
housing/
housing allowances

Staff working outside Port Vila or Luganville If no house is available, staff are given a housing allowance of up to 
VUV 50 000 per month

Remote allowances
Officers posted to remote areas (defined as being 
not frequented by regular shipping, far from 
airstrips and all other forms of communication)

VUV 10 000 per month

Special skills 
allowance Staff with special or critical skills VUV 120 000–2 million per year

Child allowances Permanent officers VUV 2000 per child up to a maximum of VUV 48 000 per year

Allowances to 
support PSC-
approved training 
courses

All health workers

Courses <12 months: Full salaries paid

Courses >12 months: Daily allowance rate (provided course is not fully 
funded by a donor)

Leave without pay Permanent staff
Daily rate workers

Up to six months on grounds of urgent private affairs or on compassionate 
grounds

Annual leave
Permanent staff
Temporary staff

At least 12 months’ service: 21 days
Less than 12 months’ service: Proportional to the service completed at rate 
of 1.75 working days for each completed month of service

Sabbatical leave All staff
Up to one year in order to take up duties or functions outside the public 
service which are in the public interest (e.g. providing service to an NGO 
involved in community development work)

Sick leave All staff 21 days for each consecutive period of 12 months

Maternity leave Female staff

Permanent staff: 12 weeks at full pay
Temporary/daily rated staff: 12 weeks at half pay
Nursing mothers also entitled to one hour per day to feed their child (this is 
counted as a working hour)

Compassionate 
leave Permanent staff on occasion of death of relative

10 days on full pay for death of parent, child, sibling or husband/wife
One day on full pay (at discretion of director of department) for death of 
other close relatives

Family leave
All staff on marriage Permanent staff: Two days’ full pay

Temporary/daily rate staff: One day’s full pay

Male staff on birth of child One day’s full pay

Special leave for 
sporting, cultural 
and religious events

Permanent officer selected for an international 
or provincial sporting team, a representative of a 
cultural or religious body to represent Vanuatu

International meetings: Special leave for duration of event
Meetings, conferences, conventions, training events: Up to five days but not 
more than duration of meeting
Participation as a competitor or official in the Vanuatu Provincial Games: 
Leave up to 14 days, but not more than duration of games

Source: Public Service Commission, 2008.
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estimated that VUV 160 billion would be needed to 
replace equipment (Ministry of Health, 2011b). At the 
time, the budget allocated for maintaining assets was 
low at 1.5%. However, despite the recommendation 
made in the infrastructure review that 4% of the value 
of the assets should be set aside for maintaining, 
and replacing facilities and equipment (Ministry of 
Health, 2003), as of 2012, underspending in capital 
investments had not improved. 

The development of MoH facilities is planned on 
population and accessibility factors. In areas where 
transportation is difficult, there may be more facilities 
per capita (Ministry of Health, 2003). Communities 
develop and maintain their facilities through their 
health committees (AusAID, 2009b).

In 2010, in addition to the computers already made 
available to VCH and NDH, five health facilities were 
supplied with 30 computers and 10 laptops, and 
connected to the Internet. These facilities included 
Lenakel Hospital, Lolowai Hospital, Norsup Hospital, 
Lamap Health Centre and Torba Health Centre. In 
comparison, other health facilities that are still not 
connected are at a much greater disadvantage when 
collecting health data (Government of Vanuatu, 2011a).

The Central Medical Stores are responsible for 
procurement and distribution of essential supplies 
to the five provincial hospitals. The hospitals request 
supplies every two months and are responsible for 
distributing them to rural health facilities in their 
catchment zones (Government of Vanuatu, 2011a). 
Although JICA supports Vanuatu with the procurement 
of drugs, there are still shortages in many health 
facilities. 

5.3 Unemployment

The paradox in the public health sector is that in 
parallel with the shortage of health workers, there is 
a lack of funds to absorb the graduates who want 
to enter the system. For example, much needed 
nursing graduates from the 2011 class were unable 
to find work immediately. However, funding for 
approximately 20 graduates has been found and it is 
expected that they will start work in mid-November 
2012. Funding has also been procured to ensure the 
2012 graduating class will also find posts. However, 
these posts are not new; severance entitlements have 
been paid to some older health workers to persuade 
them to retire and create the necessary vacancies for 
young health workers. 

Currently, the MoH is attempting to match existing and 
new establishment posts under the new governance 
structure. Once this process is finished, it is hoped 
that the vacancies will be identified and approximately 
300 extra posts will be created. However, as the MoH 
is aiming to absorb the unpaid community health 
workers into the new structure, they are likely to take 
up many of the extra posts, which will not help new 
graduates entering the labour force. 

5.4 Employment of health workers in the 
private sector

The private sector contribution to health services is 
relatively small, with an estimated 17 health facilities 
in the two urban centres of Port Vila and Luganville. 
These facilities largely serve expatriate communities 
and high-income earners who are able to afford the 
higher medical costs. Consultations at the lowest 
range are normally VUV 1400–1900, excluding 
laboratory tests and medicines. Some government 
officials have moved to private sector posts because 
of the attractive working conditions they offer. It is 
estimated that two doctors currently work in both the 
public and private health sectors.
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6. Financing HRH

6.1 HRH expenditure

Between 1998 and 2003, health personnel expendi-
ture accounted for 56.6–62.0% of the MoH’s total 
budget. The government is looking to reduce 
personnel expenditure to less than 60% to release 
money for resources and maintenance of assets 
(Ministry of Health, 2003). In 2012, it was reported 
there was a large overspend on salaries and wages. 
The allocated budget for wages and salaries was 
approximately VUV 1 billion for the 2012 calendar 
year, but by the end of July, the MoH had overspent 
to the tune of VUV 60 million. Allowances, including 
overtime, acting, shift and travel allowances are 
significant contributors to the shortfall. The MoH is 
considering several measures in an effort to meet its 
budget allocation. Such measures may include:

• freezing recruitment of new staff;
• re-prioritizing Phase 1 of the new governance struc-

ture;
• reviewing contracts;
• screening and monitoring costly allowances;
• cutting the operational budget; and
• privatizing of some selected hospital and adminis-

trative services.

According to the Second Health Workforce Plan 2004–
2013, it is projected that between 2005 and 2013, an 
extra 103 new posts will be created, amounting to a 
14% increase. At 2004 rates, it is estimated that the 
total cost of the projected workforce growth for these 
years will be VUV 75 million. However, this does not 
take into consideration growth in non-professional 
workers. Domestic and ancillary services will need to 
increase in parallel with an increase in the professional 
health workforce (Ministry of Health, 2003). It also 
does not take into consideration increased training 
costs.

A Ministry of Finance representative has stated that 
over the past five years, the MoH has consistently 
circumnavigated regular recruitment protocols to 
appoint staff. This has led to over expenditure, and 
other ministries’ budgetary allocations have been used 
to cover the shortfall and prevent hospital closures.

6.2 Health workers’ remuneration

Salaries for public sector health workers are 
determined by the PSC and outlined in the Public 
Service Staff Manual (Public Service Commission, 
2008).

There is no clear career or salary pathway, with 
little difference in salaries between graduates and 
those with years of experience. As yet, there is no 
performance-based payment mechanism, but an 
improved salary structure linked to performance 
would encourage career development, retention and 
recruitment (Buchan, 2011).

In addition to a base salary, there are incentives and 
allowances for rural postings. Government housing 
is provided to those working outside Port Vila 
and Luganville. If no housing is available, staff are 
given a housing allowance of up to VUV 50 000 per 
month. Extra allowances are also given to rural staff 
amounting to VUV 10 000 per month. 

Expatriate health workers are paid significantly higher 
wages than local ni-Vanuatu. For example, Australian 
specialists are paid the equivalent of Australian 
wages, which are very high when compared to local 
salaries and have the potential to cause resentment 
in local health workers. In 2010, the four expatriate 
consultants in the country cost VUV 80 million, 
approximately 950 000 Australian dollars (AUD)2. 
Nevertheless, the Vanuatu cannot afford to stop this 
support as this would reduce the available skills 
base and amount of the supervision given to young 
medical doctors (Buchan, 2011). The 24 Solomon 
Islands nurses who were contracted in 2012 as part of 
a bilateral agreement between the two countries are 
also paid significantly higher wages than local nurses. 

Before the new governance structure is approved, the 
PSC has asked the MoH to conduct an independent 
review of health-worker remuneration levels and to 
assess whether they are proportionate to working 
conditions. Many health workers, particularly nurses, 
feel their salaries are too low in comparison to other 
public servants and want their salaries to be at least 
on a par with police officers and teachers. However, 
the data collected for this report indicate that entry-

2 1 AUD = US$ 1.04 (1 June 2013).
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level nurses are paid almost twice as much as entry-
level police officers (Table 15). A key factor in the 
nurses’ dissatisfaction is the lack of a clear career 

path, unlike teachers. The MoH has asked the WHO 
and AusAID for technical assistance but a review has 
not yet been conducted. 

Table 15.  Average monthly income, by professional category/cadre, 2012 

Professional categories/cadres Profession Average monthly 
salary (VUV)

Ratio of income to 
GDP per capita (VUV 

305 175)
Health professionals

Generalist medical practitioners Medical practitioners 164 640 1:1.85

Specialist medical practitioners Senior consultants 202 860 1:1.50

Graduate/registered/ professional nurses

Registered nurses 67 620 1:4.51

Senior nurses 76 440 1:3.99

Nurse in charge 105 840 1:2.88

Nurse aides Nurse aides 44 100 1:6.92

Dentists Dentists 147 000 1:2.08

Dental technicians and assistants
Dental technicians and 

therapists 111 720 1:2.73

Pharmacists
Pharmacists 114 660 1:2.66

Principal pharmacists 152 875 1:2.00

Pharmaceutical technicians and assistants
Pharmacy assistants 76 440 1:3.99

Pharmacy technicians 111 720 1:2.73

Medical and pathology laboratory 
technicians

Laboratory technicians 114 660 1:2.66

Medical imaging and therapeutic 
equipment technicians

X-ray 114 660 1:2.66

Physiotherapists Physiotherapists 76 440 1:3.99

Nutritionists and dieticians
Nutritionists and 

dieticians 114 660 1:2.66

Health service managers
Public health 
programme 

coordinators 114 660 1:2.66

Health management personnel not 
elsewhere classified

Provincial health 
managers 114 660 1:2.66

Human resource 
managers 94 080 1:3.24

Senior human resource 
officers 126 420 1:2.41

Non-health professionals not elsewhere 
specified

Accounts manager 76 440 1:3.99
Senior accounts 

manager 123 480 1:2.47

Non-health technicians and associate 
professionals not elsewhere classified

Information 
technology 120 540 1:2.53

IT support officer 
(system administrator) 88 200 1:3.46

Assistant secretary 58 800 1:5.19

Executive secretary 120 540 1:2.53

Professionals from other sectors

Police officers

Constable 35 280 1:8.65

Sergeant 70 560 1:4.33
Inspector 105 840 1:2.88

Source: Ministry of Health, 2012.



Republic of Vanuatu 25

7. Governance of HRH

7.1 HRH policies and plans 

The Second Health Workforce Plan 2004–2013 
is the current HRH plan. A Working Group was 
established with the previous Director of Planning 
and Administration as the chair. It included key 
units under the former Directorate of Planning and 
Administration, as well as representatives from the 
Southern and Northern Health Care directorates, and 
the Directorate of Public Health. Crucially, it did not 
include contributions from the training schools or 
from other government departments that play a role in 
health workforce development, such as the Ministry of 
Finance and the Public Service Commission (Ministry 
of Health, 2003). 

The Directorate of Planning and Administration is 
responsible for the monitoring and evaluation of the 
Second Workforce Plan 2004–2013. The Working Group 
that developed the plan meets quarterly to review 
implementation. Initially, it was envisaged that the 
Working Group would undertake a major review every 
two years to measure progress against objectives 
outlined in the plan (Ministry of Health, 2003). To date, 
only one review was conducted in 2005. Subsequent 
reviews were not conducted because key positions 
within the Directorate of Planning and Administration 
were dissolved. In addition, large sections of the 
workforce plan have not been implemented due to 
the lack of a HR unit and staff (which has now been 
rectified), disconnects between the health service and 
health workforce planning, and a mismatch between 
production and deployment of health workers (Office 
of Human Resource Development Training, 2010). 
Details of the 2005 major review could not be 
accessed for this report.

A new HRH plan is to be developed in preparation for 
the expiration of the current plan. It is known that two 
of the key objectives in the new plan are to integrate 
the Cuban medical brigade and training programme 
and, through the Pacific Technical Assistance in 
Medicine scheme, reduce the country’s reliance on 
specialist doctors by developing more ni-Vanuatu 
specialists. 

7.2 Policy development, planning and 
managing for HRH 

The Human Resources Development Unit, Corporate 
Services, in the Ministry of Health carries out planning 
for HRH at the national level. Responsibilities of the 
HRD Unit include:

• day-to-day responsibility for training oversight, 
coordination and support;

• providing secretariat services to the Workforce 
Training Committee;

• communicating with and supporting provincial and 
hospital training focal persons in planning, imple-
menting and evaluating training as needed;

• supporting the development of in-service training 
modules (including teacher’s notes with curriculum 
and teaching materials, and student handouts) to 
facilitate standardized training with accurate tech-
nical content; 

• providing administrative assistance to support 
scholarship applications and maintenance of the 
training database; and

• compiling and reviewing training reports (required 
on completion of all training) to support the 
improvement of the quality of courses and shared 
learning (Ministry of Health, 2004).

There were six staff in 2012 in the central office, made 
up of two staff in human resource development, and 
four in human resource management. Each hospital 
has human resource officers that oversee personnel 
issues such as leave. The system is centralized and 
there is an unwillingness to decentralize health 
sector management, despite the introduction of a 
decentralization policy and relevant legislation that 
came into force in 1994 (Buchan, 2011). Recruitment, 
dismissals and salary determination are the 
responsibility of central government, through the 
PSC. Local-level service delivery planning is completed 
using manuals and handbooks to guide the work.

The Health Sector Strategy for Vanuatu 2010–2016 
outlines a set of HRH objectives as part of a range 
of health system changes. It has identified staff 
shortages, deficiencies in HRH policy planning and 
management, as well as the need to develop career 
structures, improve the HRH information system, 
establish a Health Practitioner Board, implement 
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performance management systems and review salary 
structures (Buchan, 2011).

There are no systematic or regular reviews of 
provincial performance, and there is no system of 
primary care incentives for individual health workers 
or community members attending health facilities 
(AusAID, 2009b). The national government conducts 
evaluations of health workers’ performance and 
undertakes disciplinary reviews. Despite the existence 
of a schedule of supervisory outreach, visits are not 
undertaken at the regular intervals due to staffing, 
transportation and funding constraints. Good 
performances are not rewarded equally and poor 
performances are not disciplined consistently, causing 
frustration among health workers (Ministry of Health 
& WHO, 2007).

There is a need to improve coordination between 
government, civil society and donors in health-
care delivery and the health information system 
(Government of Vanuatu, 2011a). To this end, the 
directors general in each ministry meet weekly 
providing a formal forum for improving government 
coordination. The Joint Partnership Working Group 
holds monthly meetings with the major donor 
partners. Participants include AusAID, the Secretariat 
of the Pacific Community (SPC), United Nations 
Children’s Fund (UNICEF), United Nations Population 
Fund (UNFPA), WHO and the World Bank. High-level 
meetings are also held with donor partners and 
directors general approximately twice a year. 

7.3 Professional regulation

The Health Practitioners Act 1984 and Nurses Act 
2000 provide the legal framework for the registration 
of health practitioners. The Health Practitioners Board 
and the Vanuatu Nursing Council are the mechanisms 
through which these acts are implemented 
(Government of Vanuatu, 1984). Registration with 
both the Board and the Council is compulsory in order 
to practice in the public sector (Kafoa, 2011). However, 
these entities do not use a standard approach to 
assessing foreign health workers. 

The Health Practitioners Board is responsible 
for licensing doctors, dentists, physiotherapists, 
radiographers, osteopaths and medical laboratory 
technicians. The Control of Pharmacists Act 1988 is 
not fully implemented and a Pharmacists Practitioners 
Commission has not yet been established. Thus, 
pharmacists are also registered under the Health 

Practitioners Board (Ministry of Health, 2003). 
Applicants must hold a qualification from a recognized 
teaching institution and/or show they have the 
experience and capabilities to practice that profession. 
The Board is also responsible for maintaining 
professional conduct and discipline. Registration is 
required yearly and capabilities are assessed before 
re-licensing.

The Nursing Council is responsible for establishing 
and implementing a standard for registered nurses, 
midwives and nurse practitioners. It is also responsible 
for developing the syllabus and regulations for nurse 
training (Office of Human Resource Development 
Training, 2010). However, there are no regulatory 
processes or competency standards. The principals of 
the nursing schools assess each graduate’s readiness 
for registration, namely, the completion of a nursing 
programme and two years’ probation. Registration is 
required annually. Foreign nurses need to apply for 
registration to practise but this is not competency 
based. There is no allowance in the Nurses Act to 
de-register nurses for unsafe practice. Instead, nurses 
are suspended from their job and re-employed under 
supervision (JCU & AUT, 2011; Ministry of Health, 
2003). 

The Office of the Director General has asked that the 
Nursing Council be flexible in conferring licences 
because of the shortage of nurses. It is hoped that by 
2015, there will be a surplus of nurses and standards 
may be enforced more strictly (Ministry of Health, 
2010c). 

No other health workers are required to be registered. 

7.4 HRH information systems

As it stands, the human resources database for 
health workers is incomplete and outdated. This 
has hampered policy planning, recruitment and 
succession planning. Furthermore, a lack of proper 
job descriptions was highlighted as a problem in 
the Health Sector Strategy Plan, 2010–2016 (Buchan, 
2011; Ministry of Health, 2010b). 

The human resources information database system 
is currently being populated with HRH data. However, 
the hard copies of this personnel information comes 
from survey forms sent out to health officers to 
complete and return. The response rate has been 
poor. In addition, staff require training and support 
to develop regular reporting systems (Buchan, 2011). 
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The Ministry of Finance also has a Human Resource 
Management Information System (HRMIS) that has 
records of all public service staff. However, the two 
ministries appear to be duplicating the effort needed 
to monitor the health workforce.

7.5 Health workforce requirements 

The Health Sector Strategy 2010–2016 outlines key 
indicators to be achieve by 2016 (Ministry of Health, 
2010b). These include:

• 1 doctor per 15 000 population (up from 1 per 
30 000 population in 2008) 

• 1 nurse per 200 population (up from 1 per 600 pop-
ulation)

• 1 allied health worker per 7500 population (up from 
1 per 60 000 population)

• 1 public health officer per 20 000 population (up 
from 1 per 30 000 population).

National Statistics Office (2010) projections show that, 
in order to reach the key indicators outlined in the 

Table 16. Projected health professional category/cadre workforce needs to maintain 2012 levels in the next 
10 and 20 years

Health professional group/cadre 2012
Replacements 
needed in 10 
years (2022)

Replacements 
needed in 20 
years (2032)

Generalist medical practitioners 17 5 10

Specialist medical practitioners 29 9 20

Advanced practice nurses 56 34 49

Graduate/registered/professional nurses 279 97 182

Midwives 62 35 58

Nurse aides 152 53 103

Dentists 7 1 4

Dental technicians and assistants 10 3 7

Pharmacists 6 2 4

Pharmaceutical technicians and assistants 23 7 16

Medical imaging and therapeutic equipment technicians 12 4 7

Medical and pathology laboratory technicians 59 18 37

Physiotherapists 3 1 1

Nutritionists and dieticians 2 0 2

Biomedical engineers 2 1 1

Medical and dental prosthetic technicians 2 2 2

Environmental and occupational health and hygiene 
professionals 36 10 27

Health associate professionals not elsewhere specified 17 7 13

Non-health professionals not elsewhere classified 53 22 39

Non-health technicians and associate professionals not 
elsewhere classified 5 1 2

Health service managers 9 6 9

Health management personnel not elsewhere classified 31 19 30

Community health workerss 206 124 206

Traditional and complementary medicine associate 
professionals 2 1 2

Personal care workers in health services not elsewhere 
classified 8 3 7

Service and sales workers 13 3 10

Clerical support workers 29 10 19

Domestic and ancillary support workers 131 64 113

Total 1261 541 980
Source: Ministry of Health (2010b).
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Health Sector Strategy 2010–2016, there will need to 
be 19 doctors, 1387 nurses, 37 allied health and 14 
public health officers employed in 2016 to serve a 
population of 277 394. The current number of doctors 
(46), allied health (126) and public health officers 
(359) employed is on track to meet this target, but 
the number of nurses falls far short of this target (549, 
including nurse aides). An extra 892 nurses will be 
needed by 2016 to replace those who will be retiring.

Projecting health workforce requirements is difficult 
as attrition data are unavailable and it is difficult to 

determine exit rates. However, assuming that the 
retirement age of 55 is enforced from 2013, the 
current number of health workers whose ages are 
unknown average out across the next 20 years, and 
attrition from resignations is not factored into the 
equation, Vanuatu will need to employ 541 extra 
health workers over the next 10 years (to 2022). It 
will also need another 439 health workers in between 
2023 and 2032 to maintain the current health worker-
to-population ratio (Table 16).

8. Concluding remarks

The health workforce situation in Vanuatu is reaching a 
critical stage, with severe shortages in health workers 
rendering the country unlikely to meet all the health 
Millennium Development Goals by 2015, especially 
Goal 5: Improving maternal health. The dispersion of 
the population across a vast area greatly increases the 
cost of funding health services. Many who leave the 
workforce are doing so because of age and illness, 
rather than a desire to emigrate. Anecdotally, the rate 
of resignations is very low; with many ni-Vanuatu 
believing work with the public service is highly 
desirable. External migration is not as prevalent 

in Vanuatu when compared to other Pacific Island 
countries and brain drain is not a significant issue. 

Production of health workers is highly inadequate, 
but without a large boost in financial support to the 
two health personnel training schools, it will be very 
difficult to increase the number of locally produced 
nurses. Unless the problem of production deficits is 
rectified, the steady population growth and demand 
for services will far outstrip the supply of health 
workers. 
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Annexes
Annex A. Ministry of Health organizational chart
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Annex B.  Distribution of public sector health workers by category/cadre and gender, 
2012

Health professional group/cadre Total
Gender 

not 
registered

Female Female
% 

Generalist medical practitioners 17 1 6 38

Specialist medical practitioners 29 4 8 27

Advanced practice nurses 56 ND 15 26

Graduate/registered/professional nurses 279 3 175 63

Midwives 62 2 58 94

Nurse aides/nurse assistants 152 11 91 60

Dentists 7 2 2 29

Dental technicians and assistants 10 ND 4 40

Pharmacists 6 ND 4 67

Pharmaceutical technicians and assistants 23 ND 12 52

Medical imaging and therapeutic equipment technicians 12 ND 3 25

Medical and pathology laboratory technicians 59 ND 15 25

Physiotherapists 3 ND 2 67

Nutritionists and dieticians 2 ND 1 50

Biomedical engineers 2 ND ND 0

Medical and dental prosthetic technicians 2 ND ND 0

Environmental and occupational health and hygiene 
professionals 36 ND 5 16

Health associate professionals not elsewhere specified 17 ND 3 29

Non-health professionals not elsewhere classified 53 ND 28 49

Non-health technicians and associate professionals not 
elsewhere classified 5 ND 1 20

Health service managers 9 ND 3 33

Health management personnel not elsewhere classified 31 1 12 38

Community health workers 206 ND 88 43

Traditional and complementary medicine associate 
professionals 2 2 ND 0

Personal-care workers in health services not elsewhere 
classified 8 ND 3 38

Service and sales workers 13 ND 4 36

Clerical support workers 29 0 24 83

Domestic and ancillary support workers 131 1 63 47

Total 1261 27 630 50

ND, not determined.
Source: Ministry of Health, 2012.
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Annex C.  Distribution of public sector health workers by category/cadre and age, 2012

Health professional groups/cadre Total Not 
known < 30 30–

34
35–
39

40–
44

45–
49

50–
54

55–
59 > 60

Generalist medical practitioners 17 1 6 1 1 4 1 2 0 1

Specialist medical practitioners 29 8 3 6 5 3 2 2 0 0

Advanced practice nurses 56 3 0 7 7 7 9 11 8 4

Graduate/ registered/ professional nurses 279 15 48 49 49 30 30 26 23 9

Midwives 62 8 0 4 8 12 10 9 8 3

Nurse aides 152 54 36 13 15 13 10 5 3 3

Dentists 7 2 1 2 2 0 0 0 0 0

Dental technicians and assistants 10 0 3 0 2 2 1 0 2 0

Pharmacists 6 1 1 1 1 1 0 1 0 0

Pharmaceutical technicians and assistants 23 1 4 3 5 4 3 1 0 2
Medical imaging and therapeutic 
equipment technicians 12 0 4 1 0 3 0 2 0 2
Medical and pathology laboratory 
technicians 59 13 13 9 9 5 3 4 2 1

Physiotherapists 3 1 0 2 0 0 0 0 0 0

Nutritionists and dieticians 2 0 0 0 0 2 0 0 0 0

Biomedical engineers 2 1 1 0 0 0 0 0 0 0

Medical and dental prosthetic technicians 2 0 0 0 0 0 0 0 2 0
Environmental and occupational health 
and hygiene professionals 36 4 8 1 7 8 1 4 3 0
Health associate professionals not 
elsewhere specified 17 7 1 3 1 2 2 1 0 0
Non-health professionals not elsewhere 
classified 53 11 7 7 8 5 7 6 1 1
Non-health technicians and associate 
professionals not elsewhere classified 5 0 0 3 0 1 1 0 0 0

Health service managers 9 0 0 0 1 2 2 4 0 0
Health management personnel not 
elsewhere classified 31 2 1 0 5 5 5 8 4 1

Community health workers 206 206 0 0 0 0 0 0 0 0
Traditional and complementary medicine 
associate professionals 2 2 0 0 0 0 0 0 0 0
Personal care workers in health services 
not elsewhere classified 8 0 1 0 1 3 3 0 0 0

Service and sales workers 13 5 1 2 1 4 0 0 0 0

Clerical support workers 29 4 6 4 2 5 2 4 2 0

Domestic and ancillary support workers 131 24 10 8 17 22 17 16 16 1

Total 1261 373 155 126 147 143 109 106 74 28

Proportion (%) 100 30 12 10 12 11 9 8 6 2
Source: Ministry of Health, 2012.
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Annex D.  Distribution of public sector health workers by category/cadre and by urban/
rural areas, 2012

Health professional group/cadre Total

Urban Rural

%

HW*/1000 
popula-

tion (pop. 
62 664)

%

HW*/1000 
popula-

tion (pop. 
188 998)

Generalist medical practitioners 17 82.4 0.22 17.6 0.02

Specialist medical practitioners 29 96.6 0.45 3.4 0.01

Advanced practice nurses 56 26.8 0.24 73.2 0.22

Graduate/registered/ professional nurses 279 48.4 2.15 51.6 0.76

Midwives 62 46.8 0.46 53.2 0.17

Nurse aides/nurse assistants 152 24.3 0.59 75.7 0.61

Dentists 7 100 0.11 0.0 0.00

Dental technicians and assistants 10 100 0.16 0.0 0.00

Pharmacists 6 83.3 0.08 16.7 0.01

Pharmaceutical technicians and assistants 23 47.8 0.18 52.2 0.06
Medical imaging and therapeutic equipment 
technicians 12 75.0 0.14 25.0 0.02

Medical and pathology laboratory technicians 59 35.6 0.34 64.4 0.20

Physiotherapists 3 100 0.05 0.0 0.00

Nutritionists and dieticians 2 100 0.03 0.0 0.00

Biomedical engineers 2 100 0.03 0.0 0.00

Medical and dental prosthetic technicians 2 100 0.03 0.0 0.00
Environmental and occupational health and hygiene 
professionals 36 33.3 0.19 66.7 0.13

Health associate professionals not elsewhere specified 17 5.9 0.02 94.1 0.08

Non-health professionals not elsewhere classified 53 81.1 0.69 18.9 0.05
Non-health technicians and associate professionals 
not elsewhere classified 5 40.0 0.03 60.0 0.02

Health service managers 9 77.8 0.11 22.2 0.01
Health management personnel not elsewhere 
classified 31 51.6 0.26 48.4 0.08

Community health workers 206 0.0 0.00 100.0 1.09
Traditional and complementary medicine associate 
professionals 2 100 0.03 0.0 0.00
Personal care workers in health services not 
elsewhere classified 8 87.5 0.11 12.5 0.01

Service and sales workers 13 92.3 0.19 7.7 0.01

Clerical support workers 29 65.5 0.30 34.5 0.05

Domestic and ancillary support workers 131 63.4 1.32 36.6 0.25

Total 1261 42.3 8.52 57.7 3.85
* HW, health worker.
Source: Ministry of Health, 2012.
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