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Executive summary

Background

Comprising of over 900 coral atolls, the Solomon 
Islands are home to 540 000 people, 66 000 of whom 
live in the capital, Honiara. Solomon Islanders are 
predominantly a Melanesian and Christian society. The 
population is young with 40% aged less than 15 years. 

Wantok, meaning ‘one-talk’, is an unwritten social 
agreement between those speaking the same 
language and has traditionally been used as a means 
of social security. However, migration from the rural 
outer islands to urban areas has weakened these 
ties due to the breakdown of family units. Internal 
migration is increasing as Solomon Islanders seek 
better opportunities and services in the capital. 
External migration is low and coupled with a high 
birth rate population growth is rapid. 

The inequitable distribution of resources and 
services between urban and provincial areas, as 
well as land ownership disputes, has contributed 
to outbreaks of violence, particularly between 1998 
and 2003. Government efforts to quell hostilities 
were unsuccessful and assistance was sought from 
outside. The Australian and New Zealand funded 
Regional Assistance Mission to the Solomon Islands 
(RAMSI) was established, and worked to bring peace 
and stability to the nation. RAMSI is supported by 
personnel from many countries in the Pacific region 
and work ongoing.

The country is in a phase of epidemiological transition. 
Communicable diseases are still a major cause of 
mortality, and noncommunicable diseases (NCDs) are 
on the rise due to increases in risk factors such as 
alcohol and tobacco consumption, physical inactivity, 
poor diet and urbanization. Furthermore, the threat of 
rising sea levels from climate change has the potential 
to affect food security, housing and disease control. 
Mortality and life expectancy have improved but are 
still among the worst in the Pacific area.

The Ministry of Health and Medical Services (MHMS) 
is responsible for most of the health-care services in 
the country (over 97% of all health workers are in the 
public sector). There is a small private sector and a 
number of faith-based organizations. The five-tiered 
health system comprises 335 health facilities with the 

National Referral Hospital (NRH) in Honiara providing 
the most comprehensive range of services.

The Solomon Islands College of Higher Education is 
the sole health professional training institution in the 
country, providing training for nurses, midwives and 
some community health workers. All other health 
workers are trained offshore or on-the-job. Almost 
100 medical students are expected to return from 
their training in Cuba within the next five years. 

Current health personnel stock levels and 
distribution

At the start of 2012, there were 1687 health workers 
in the public sector. These included 87 medical 
practitioners (5%), 966 nursing professionals (58%) 
(including registered nurses, advanced practice nurses, 
midwives and nurse aides), 57 dental practitioners 
(3%) and 61 pharmaceutical workers (4%). There is a 
critical shortage of health personnel in the country 
with 1.90 health workers (doctors, nurses and 
midwives) for every 1000 people, below the minimum 
threshold of 2.3 health workers per 1000 population 
recommended by World Health Organization (WHO). 

Due to nurses making up the majority of health 
workers in the Solomon Islands, over half the 
workforce is female (54%). Women make up 38.5% 
of medical practitioners (including three female 
specialists), 38.6% of dental practitioners and 26.2% 
of pharmaceutical workers. 

As much as 84% of the health workforce is aged 
between 30 and 55 years. However, as the compulsory 
retirement age is 55 years, it is expected that up to 
156 workers (9.2%) will retire within the next five 
years. However, the ages of 14% of the workforce are 
unknown and the retirement figure could be higher, at 
approximately 180 if the rate of age under-recording 
is distributed evenly across age and sex groups. 

The majority of health workers (98%) are local Solomon 
Islanders with 28 expatriate workers, mostly in the 
medical profession and in administration and health 
service management. 

Health workers are not distributed equitably across 
the country: 21.5% are employed in Honiara (primarily 
at the NRH) and serve 12.6% of the national population. 
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In comparison, the large rural centres of Malaita and 
Guadalcanal are home to 26.4% and 18.5% of the 
population, respectively, but only have access to 
18.2% and 8.8% of the health workforce, respectively. 
Health workers comprise 30% of all those employed at 
the NRH including 69% of doctors, 32% of nurses and 
46% of dental professionals. While there is a critical 
shortage of doctors, nurses and midwives across 
the country overall, the situation is worse in rural 
areas which have 11.7 health workers per 10 000 
population. 

Main human resources for health issues

The Solomon Islands face many obstacles to 
improving their country’s HRH situation including 
recruitment, health professional training, migration 
and employment conditions. 

Recruitment
Since 2012, there has been a partial freeze on 
the creation of new posts across all government 
departments. Also, applicants have to go through a 
complicated 55-step recruitment process. In addition, 
there are many administrative issues that hamper 
efficient recruitment: job descriptions are often out-of-
date; job responsibilities are unclear; there is a lack of 
performance management; and attendance problems, 
particularly in the provincial areas. The updating of 
the health workforce database has been identified as 
a key priority.

Health professional training
There is no formal link between health professional 
training and the human resources department at 
the MHMS. One manifestation of this is the lack of 
capacity, and of an education and training plan for 
the MHMS to absorb an influx of approximately 100 
new medical graduates from Cuba over the next five 
years. This is due to financial constraints to pay for 
new posts and housing allowances. In late 2013, 23 
doctors are expected to return to the country and it 
is estimated that it will cost the MHMS 13.5 million 
Solomon Island dollars (SBD)1 in the first year alone, 
which will rise with the 25 graduates expected to 
return each year thereafter. A second example of the 
lack of cooperation between health training institutes 
and the human r esources department is the excess 
of 200 nurses that are expected to graduate between 
2010 and 2020. 

Migration
Internal migration from rural to urban areas is affecting 
health worker distribution across the country with 
many staff leaving rural posts to find employment in 
urban areas, exacerbating health worker inequity.

Employment conditions
Health workers are critical of the poor working 
conditions in the country. Accommodation for rural 
health staff is in short supply and is often poorly 
maintained. Remuneration is unattractive, and the 
lack of support and opportunities for health workers 
contributes to low morale.

1  US$ 1 = SBD 7.22 (1 June 2013).
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1. Introduction

1.1 Demographic, social and political 
background

Demography and geography
The Solomon Islands are made up of more than 900 
coral atolls, forming a mountainous archipelago 
covering 28 000 square km of land and 1.3 million 
square km of water. Most of the smaller islands 
are uninhabited, with the majority of the 540 000 
population distributed over nine main island groups 
(WHO, 2011b). Less than 20% of the population lives 
in an urban area. The capital, Honiara, is on the main 
island of Guadalcanal and is home to approximately 
66 000 people. The population is mainly Melanesian 
(93%) with small minorit ies of Polynesians, 
Micronesians and others (WHO, 2011b). Christianity 
is the predominant religion, with Anglicans (33%), 
Roman Catholics (19%) and South Sea Evangelists 
(17%) making up the majority of organized religion. 
Approximately 5% of the population still practice 
traditional beliefs (U.S. Department of State, 2012).

Like most developing countries, the population is 
young, with approximately 40% under the age of 15. 
The country has the highest birth and population 
growth rate in the Pacific, with an estimated 30 births 
per 1000 population in 2009. Due to a lack of services 
and opportunities on the outer islands, many people 
have moved to the capital seeking a better life. There 
is minimal external migration compared with other 
Pacific countries and most migration occurs within 
the country (UNDP & Government of Solomon Islands, 
2002; UNICEF, 2005).

There are 10 administrative areas or provinces: Central, 
Choiseul, Guadalcanal, Isabel, Makira-Ulawa, Malaita, 
Rennell and Bellona (Renbel), Temotu, Western and 
Honiara City Centre. 

The Solomon Islands is one of the most disadvantaged 
countries in the world, ranked 142 out of 187 countries 
in the Human Development Index (HDI) in 2011 (UNDP, 
2011). It is the second lowest ranked country in the 
Pacific area after Papua New Guinea at 153. A report 
published in 2011 noted that it is not on track to meet 
any of the Millennium Development Goals (MDGs). Of 
the seven goals, the country is showing only mixed 
progress towards three: Goal 1 (Eradicate Extreme 
Poverty and Hunger), Goal 2 (Achieve Universal 
Primary Education) and Goal 6 (Combat HIV/AIDS, 

Malaria and Other Diseases) (Pacific Islands Forum 
Secretariat, 2011).

Social environment
Traditionally, the culture of wantok (one-talk), an 
unwritten social contract among people who speak 
the same language, gave everybody protection and 
support. However, the breakdown of family units due 
to migration, and an increase in the number of people 
leading urban lifestyles (with the attendant growth in 
drugs and alcohol consumption) has meant that the 
old social security network has all but disappeared. 
This has increased the vulnerability of those who need 
support the most (Maike, 2010).

The population has increased rapidly since the 1960s 
and is still growing. Between 1970 and 2010, it tripled. 
Most economic growth and services are concentrated 
in the capital and northern Guadalcanal, and the high 
migration rate of people to Honiara has put increased 
pressure on resources in the city. The lack of jobs 
and the disintegration of the wantok social safety 
net has meant that many low-income families and 
young people are now living in poverty, something 
unheard of in previous generations (MHMS, 2005). 
This disadvantage is more pronounced in Honiara 
where 32.2% of households live below the poverty 
line, compared to 18.8% in rural areas. Honiara 
shares 10.1% of the lowest quintile, compared to 8% 
in rural areas (Maike, 2010) (see Table 1 for selected 
sociodemographic indicators).

As regards most other social and economic indicators, 
those living in rural areas are more disadvantaged 
than their urban counterparts. The maldistribution 
of resources and services, as well as land ownership 
disputes between the urban and provincial areas has 
led to outbreaks of violence, particularly between 
1998 and 2003. Opportunities are scarce outside 
of Honiara and living standards in the provinces 
are much lower with greater disparities in the 
quality of education, and the availability of health 
services, transport, community infrastructure and 
communication services (UNICEF, 2005).

Political environment
The government is a unicameral parliamentary 
democracy with Queen Elizabeth II the Head of State, 
who is represented in the country by a Governor 
General appointed for five-year terms. The national 
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parliament has 50 members, elected for four-year 
terms by citizens over the age of 18 in a ‘first past 
the post’ voting system. From within the elected 
parliament, a Prime Minister is chosen who in turn 
selects other members of the cabinet, who are heads 
of ministries. There are 10 administrative areas, each 
led by a premier, nine in the provinces and one in the 
city of Honiara. The current Prime Minister, Gordon 
Darcy Lilo, was elected in November 2011 (U.S. 
Department of State, 2012).

Previous governments in the country have been 
unstable, with frequent no confidence votes, and 
leadership and cabinet changes. In the late 1990s, 
ethnic tensions were affecting government and police 
performance. People from Malaita moved to Honiara in 
large numbers to work mostly on palm oil plantations 
and in the country’s only gold mine. Militants retaliated 
to drive Malaitan and other settlers out of Honiara 
as they resented being pushed off their land. The 
government requested outside assistance in restoring 
law and order (U.S. Department of State, 2012). The 
Regional Assistance Mission to the Solomon Islands 
(RAMSI) was organized and funded by Australia and 
New Zealand in July 2003, and included military and 
police personnel from other Pacific Island countries. 
RAMSI is still in force in the Solomon Islands today 
(AusAID, 2011).

1.2  Current economic situation and 
macroeconomic indicators

In 2011, the Solomon Islands growth domestic product 
(GDP) was 838 million US dollars (US$). However, 
there has been no consistent pattern in GDP growth 

over the past two decades. It fell sharply during the 
ethnic tension and global recession years, but grew 
in other times. Most of the country’s finances comes 
from foreign aid, and accounted for over 60% of GDP 
between 2006 and 2011 (UNDP, 2010b).

Much of the economy is subsistence and cash crop 
agriculture, with less than 25% of the working 
population involved in paid work and widening the 
tax base is difficult as future growth projections show 
a decline (UNDP, 2010b). The majority of those living 
in the rural areas survive on subsistence farming. The 
biggest export commodity is timber, with the logging 
industry making up 70% of export earnings and 10% 
of government revenue. However, the industry is 
unsustainable and is expected to decline. Other export 
commodities include fish, cocoa and copra (UNDP, 
2002; UNICEF, 2005). Mining is a growing sector, with 
the Golf Ridge gold mine restarting production in 
March 2011 (Baser, 2007). 

Unlike other countries in the Pacific, remittances from 
expatriate Solomon Islanders make up only a small 
portion of GDP, approximately 3.4% in 2007 (US$ 
20 million), due to the comparatively low levels of 
external migration (Stahl & Appleyard, 2007; UNDP, 
2010a) (see Table 2 for selected economic indicators).

1.3  Summary of health indicators

Mortality and life expectancy
Mortality and life expectancy in the country has 
improved in the last 10 years. Adult mortality has 
decreased from 239 per 1000 adults in 1999 to 186 in 
2009. Between 2000 and 2010, child-related mortality 

Table 1. Selected sociodemographic indicators, 2009–2011

Indicator Year
Total population 552 267 2011a

Urban population (%) 18.6 2010a

Population growth (annual %) 2.6 2010a

Net migration rate (per 1000 population) 0.0 2010c

Female population (%) 48.3 2011a

0–4 years (% of total population) 14.8 2009b

5–14 years (% of total population) 25.8 2009b

15–64 years (% of total population) 55.9 2009b

65+ years (% of total population) 3.5 2009b

Total fertility rate (estimated births per woman) 4.2 2010a

Crude birth rate (per 1000 population) 31.9 2010a

Crude death rate (per 1000 population) 5.8 2010a

Adult literacy rate (% of adults over 15 years old who read  and write) 84.1 2009b

Sources: aWorld Bank, 2011; bWHO, 2010; cSPC, 2011.
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rates also improved, including reductions in under-five 
mortality (reduced to 22 per 1000), neonatal mortality 
(reduced to 11 per 1000) and infant mortality (reduced 
to 18 per 1000) (World Bank, 2011) (Table 3). These 
reductions have contributed to an increase in life 
expectancy for Solomon Islanders from 56 years in 
1989 to 67 in 2009. However, it is still one of the 
lowest in the Pacific region, with only Papuan people 
living shorter lives (WHO, 2011a). 

Main causes of mortality and morbidity
The Solomon Islands are currently in a phase of 
epidemiological transition. Communicable diseases 
are still the major cause of mortality, but there is 
also a growing prevalence of NCDs (WHO, 2010). 
Over the past 10 years, the largest group of cases 
attending primary health care services were for acute 
respiratory illnesses, accounting for a third of all 
health service contacts. This was followed by malaria 
and other infectious diseases including skin diseases, 
ear infections, diarrhoea, yaws and trachoma 
(Maike, 2010). The situation is not improved by the 
increasingly overcrowded conditions conducive to the 
spread of disease in Honiara where squatter camps 
have sprung (Petrie & Tehe, 2011).

Poor dietary habits and a lack of physical activity 
has increased prevalence of overweight and obesity 
in the country with 67% of women and 63% of men 
overweight, and 33% of women and 26% of men obese 
(MHMS, 2011b). There is a heavy reliance on imported, 
often nutrient-poor foods including white rice, refined 
flour and sugar. Sedentary lifestyles are common as a 
result of loss of traditional lifestyles. Cases of cancer 
(particularly cervical and breast), type-2 diabetes, 
hypertension, mental illness and tobacco-related 
illnesses are on the rise (WHO, 2010), especially in 
urban Honiara (UNICEF, 2005; UNDP, 2002). 

Climate change is also a potential threat to health. 
Rising sea levels jeopardize food security and 
housing for displaced people, as well as increase 
the prevalence of infectious diseases, particularly 
water-born and vector-born diseases. 

1.4  Health system 

Governance structure
The Ministry of Health and Medical Services (MHMS) 
oversees all health-care services in the country and 
its functions are underpinned by legislation including:

• Medical and Dental Practitioners Act 1990

Table 2. Selected economic indicators, 1998 and 2009–2011

Indicator Year
GDP, current (US$) 838 022 105 2011a

GDP per capita (current US$) 1517 2011a

GDP growth (annual %) 9.0 2011a

Health expenditure, total (% of GDP) 8.6 2010a

Health expenditure per capita (current US$) 106.6 2010a

Out-of-pocket health expenditure (% of total expenditure on health) 3.6 2010a

Public spending on education (% of GDP) 10.8 1998c

Unemployment rate (%) 10.8 2009b

Labour participation rate (%) 66.9 2010a

Sources: aWorld Bank, 2011; bUNDP, 2010a; cWhalan, 2010.

Table 3. Selected health indicators, 2009–2011

Indicator Year
Life expectancy (years)
 Female
 Male

67.1
68.9
66.1

2009a

2010a

2010a

Mortality rate, under-five (per 1000 live births) 21.5 2011a

Mortality rate, infant (per 1000 live births) 18.4 2011a

Mortality rate, neonatal (per 1000 live births) 10.5 2011a

Maternal mortality ratio (per 100 000 live births) 146 2009b

Births attended by skilled health staff (% of total) 95 2009b

Sources:  a World Bank, 2011; bUNDP, 2010a.
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• Nursing Council (Amendment) Act 1997
• Pharmacy and Poisons Act 1988
• Health Workers Act 1990
• Health Services Act 1990.

The National Health Strategic Plan (NHSP) 2011–2015 
currently guides the operations of the MHMS. The 
Secretary reports to the Health Minister and three 
undersecretaries and two directors head up major 
divisions that report to the Secretary as listed below.

• Health Improvement which is responsible for 
national public health programmes as well as links 
to provincial health services.

• Public Health which is responsible for priority 
national public health programmes many of which 
are funded by external donors; the division aims to 
streamline their services.

• Health Policy & Planning which manages the pro-
cesses of health planning, monitoring and evalu-
ation.

• Administration & Management Services which 
manages human resources planning, development 
and management, financial budgeting, accounting 
and auditing.

National Curative Health Services which is responsible 
for professional bodies, the National Referral Hospital 
(NRH), health facilities and the health information 
system (HIS) (see Annex A) (MHMS, 2011b).

Previously, health services supported by various donor 
agencies and government were uncoordinated. In 
2008, a Sector Wide Approach (SWAp) was introduced 
in conjunction with the Australian Agency for 
International Development (AusAID), World Bank, WHO, 
other United Nations (UN) agencies and the Solomon 
Islands government (SIG) to streamline services, and 
ensure that all stakeholders fund and implement the 
same strategy and health plan for the country under 
the Health Sector Support Program (HSSP). However, 
the SWAp has faced a number of challenges including 
a lack of government ownership of healthy policy 
development, political instability, tensions between 
donors and little commitment from signatories in the 
early years (although this is improving) (Negin, 2010a; 
2010b). 

Health services organization
The government provides most of the health services, 
with the churches and a small private sector providing 
the remainder. The health system was reorganized 
recently, under the Role Delineation Policy 2012, 
made up of four tiers (previously five tiers). In total, 

there are 335 health facilities, with the 280-bed NRH 
in Honiara providing the most comprehensive range 
of services. The nine provincial hospitals refer cases 
to NRH when they are unable to provide the services 
required. Area health centres (AHCs) were previously 
grouped as small (serving 3000–10 000 people), 
medium (10 000–20 000) or large (20 000+). They 
have been reorganized into AHC 1 and 2 providing 
primary health care and acting as triage and referral 
facilities to provincial hospitals as necessary. Nurse 
aide posts have been renamed rural health clinics 
(RHCs) as nurse aides are gradually being replaced 
with registered nurses. RHC 1 and 2 provide primary 
health care and public health services (Table 4) (Maike, 
2010; Pearson, 2011; Kerse, 2012). 

As the Solomon Islands population is spread over a 
large geographical area and many islands, much of 
the health care provided is community based. Most 
provinces are served by a provincial hospital, with the 
NRH functioning as the referral hospital for Guadalcanal 
and central provinces. The other hospitals are located 
in Kilu’ufi (Malaita), Gizo (Western Province), Kirakira 
(Makira-Ulawa), Buala (Isabel), Taro (Choiseul) and Lata 
(Lata). Renbel is the only province without a provincial 
hospital, and only has access to primary health-care 
facilities. Kilu’ufi is the second busiest hospital in the 
country and serves the most populated catchment 
area. However, it is proportionally more understaffed 
and under-resourced than other hospitals due to the 
more aggressive conflict in Malaita during the ethnic 
tensions (Auto et al., 2006).

Each of the provincial hospitals offers paediatric, 
surgical and maternity services. They are staffed by 
doctors who have finished a broad two-year internship 
programme covering medicine, paediatrics, basic 
surgery, obstetrics and basic anaesthesia (Natuzzi et 
al., 2011). Specialist and surgical services are only 
available at the NRH, with the exception of psychiatric 
services which are provided at Kilu’ufi hospital (Tolin, 
2011). The specialist services provided at the NRH 
include general surgical, orthopaedic, obstetrics and 
gynaecology, ophthalmology, ear nose and throat 
(ENT) and urology (SSCSIP, 2011). 

The NRH employs 30% of the health workforce in the 
country, including two out of every three doctors. 
As it acts as both a national referral hospital and 
a provincial referral hospital for Guadalcanal and 
central provinces, the hospital experiences a very 
high workload. It is also the only 24-hour health-
service facility in Honiara resulting in surges of 
caseloads during out-of-hours periods (MHMS, 
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2005). Compounding this problem is people’s lack of 
knowledge of the referral process, with many patients 
referring themselves to the hospital for minor health-
care needs that can be attended to at a lower tier 
facility (Maike, 2010). People may also simply want to 
see a doctor or specialist at the hospital, rather than 
nurses at health clinics or health centres.

Atoifi hospital in Malaita has 90 beds and provides 
services including general medicine, surgery, 
paediatrics, and obstetrics and gynaecology. There 
are also many outpatient clinics including services 
for NCDs, eye health, psychiatry, tuberculosis, infant 
welfare, maternal and child health, and family 
planning (Adventist Mission, 2012).

Complex cases are either referred offshore or wait for 
an appropriate visiting team to treat them. The NRH 
has an agreement with St Vincent’s hospital in Sydney, 
Australia, whereby 10 patients per year with advanced 
surgical care needs are transported to Australia and 
treated free of charge. These include cases of brain, 
head and neck tumour and cardiac valve disease. The 
only costs incurred by the MHMS are the patients’ 
return airfares (Natuzzi et al., 2011). The scheme also 
allows for a few paediatric cases to be referred to the 
Sydney Children’s Hospital and Greenlane Hospital in 
Auckland, New Zealand (SSCSIP, 2011). The Overseas 
Referral Committee (ORC) administers and approves 
referrals made by clinicians. Its members comprise 
the Medical Superintendent and three heads of clinical 
departments (SSCSIP, 2011).

The Royal Australasian College of Surgeons (RACS) 
also provides clinical services in the form of 
specialized clinical teams visiting the NRH. In 2010, 
there were seven such visits – two orthopaedic and 
ophthalmology, and one each in interplasty, ear, nose 
and throat and urology. These teams provide both 
treatment and in-service training (SSCSIP, 2011). 

Church-based organizations operate three provincial 
hospitals in the country and provide services in clinical 
care, counselling and health-worker training (UNDP, 
2002). The United Church manages the Helena Goldie 
Hospital in Gizo (Western Province), the Seventh-
day Adventist Church manages the Atoifi Adventist 
Hospital in Kilu’ufi (Malaita), and Amici Missione 
Isole, an Italian nongovernmental organization 
(NGO), manages the Good Samaritan Hospital in the 
Guadalcanal Plains. These hospitals have a number of 
rural health clinics and nurse aide posts attached to 
them (Maike, 2010; MHMS, 2005).

Traditional (kastom) and conventional medicines 
are practiced alongside each other. Patients tend to 
seek out traditional healers first if they deem their 
illness or disease to be minor, and only attend clinics 
for more serious cases or if traditional methods are 
unsuccessful. This sometimes causes problems as 
the delay in the patient attending a clinic may make 
it more difficult to treat them. However, one of the 
more successful partnerships between traditional 
and conventional health services has been the use 
of traditional birth attendants. In 2008, they were 

Table 4. Type of health facilities in the Solomon Islands 

Type of facility Total Population of 
catchment area Authority Services offered Health workers posted

Rural health 
clinic 1 185 0–1500

Wards Primary (day care), 
public health

Nurses, village health workers, 
traditional birth attendants
Nurse aides to be phased outRural health 

clinic 2 103 1500–3000

Area health 
centres (1 & 2) 37 3000–20 000+ Area council Primary care 

(day and some 
admissions, 
especially 
postnatal)

Assistant nursing officers, nurses

Provincial 
hospitals:
Small
Large

(9)
7
2

20 000–60,000
60 000–100 000+

Provincial Primary and 
secondary 
care (day and 
inpatient)

Doctors, nurses and paramedical 
staff

National Referral 
Hospital 1 Nationwide National Secondary and 

tertiary care (day 
and inpatient)

Specialists, general practitioners, 
nurses, paramedical staff

Source: Adapted from: Maike, 2010; Pearson, 2011; Kerse, 2012.
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responsible for the delivery of 44% of babies in the 
villages, greatly reducing the burden on hospitals 
(Maike, 2010).

The private sector in the Solomon Islands is small, 
accounting for 15% of all health facilities in the 
country and primarily based in Honiara. There are 
three private hospitals, one each in Western, Malaita 
and Choiseul provinces and four outpatient clinics. 
Fees are between 100–200 Solomon Island dollars 
(SBDs)2 per consultation, depending on the clinic and 
the availability of services, and whether the patient 
lives locally (Maike, 2010).

The biggest challenge to the health system is the 
difficulty of delivering services that are costly and 
difficult to manage due to the dispersion of the 
population, minimal infrastructure, and poor transport 
and communication links. Compounding this is 
the people’s lack of understanding of the law, and 
their legal rights and responsibilities, and outdated 
legislation (UNICEF, 2003). The lack of services in 
the outer provinces greatly increases the amount of 
money spent on referrals to the NRH; funds which 
could be used for other services if there were more 
resources in the provinces. For example, even though 
Renbel is the smallest of the provinces, it has almost 
10 times the number of referrals to the NRH compared 
to the other provinces due to the lack of a provincial 
hospital there (Negin, 2011). 

There are many barriers to people accessing 
conventional medicine services including distance 
to the nearest facility, and a lack of transportation 
and child-care facilities, low medicine stocks, and 
fear of injections, drugs and surgery. There are also 
problems with service quality and delivery. While 
hospitals, doctors and nurses are highly regarded 
in the Solomon Islands, this is being undermined 
by issues of confidentiality, lack of staff supervision, 
the breakdown in the culture of wantok, poor health 
literacy, staff absenteeism, poor hygiene, long waiting 
times and low levels of professionalism (MHMS, 2005). 

Furthermore, the centralization of most of the 
specialists at the NRH (and to a smaller extent, Kilu’ufi) 
means more than 80% of the population are unable to 
access these services (UNDP, 2002). To make up for 
this, each year specialists and other paramedical staff 
from the NRH visit the rural areas. Coordinated by the 
MHMS, teams of visiting volunteers and donors also 
help fill in gaps in staff. However, there have been 

2 US$ 1 = SBD 7.22 (1 June 2013).

reports of extortion where medical staff travelling to 
remote areas are not allowed to pass roads unless 
they pay fees to local villagers (Tolin, 2011).

Sources of funding
Health care in the country is mostly publicly funded 
through taxation, with 20% coming from development 
partners, largely from Australia which provided 69 
million Australian dollars (AUD)3 between 2008 and 
2012 (Natuzzi et al., 2011; AusAID, 2007). Overall, 
donor funding is expected to decrease from SBD 281.7 
million in 2011 to SBD 102.9 million in 2015 (MHMS, 
2011a). The provinces are funded through provincial 
hospital grants.

In an effort to improve equal access to health care 
between rural and urban populations, every citizen 
is entitled to free health care, including services, 
essential medicines, food and transportation. However, 
there is no limit to the amount of care and the system 
is subject to abuse. The NRH is overburdened with 
patients due to a variety of reasons.

• High rates of migration from rural to urban areas, 
which has increased the number of people in the 
NRH catchment area.

• Lack of individual responsibility for health as this 
is perceived to be the government’s responsibil-
ity. This is particularly problematic as the rise in 
NCDs could be prevented if individuals adopted 
healthier lifestyles. 

Lack of understanding of the way the health services 
and referral system function with many people 
attending the hospital for minor complaints instead 
of being treated at village health clinics, and being 
referred only if needed (MHMS, 2011b).

Health expenditure
Health care makes up 8.6% of GDP (WHO, 2010). 
Expenditure on health has grown exponentially from 
US$ 30.60 per capita in 2002 to US$ 106.6 in 2010 
(World Bank, 2011). Despite relatively high health-
care expenditure in the country (compared to other 
Pacific nations), it is not distributed equally, with more 
funding being given to the capital city. An effort to 
increase health literacy and boost health promotion 
programmes could ease the burden on the health 
system. However, with the bulk of the health budget 
skewed towards curative services (more than 40% is 
spent on primary health care centres and provincial 
hospitals, and 30% is allocated to the NRH), there is 
little left over for preventive services (Maike, 2010).

3  US$ 1 = AUD 1.03 (1 June 2013).
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The allocated budget for overseas referrals in 
2011 was SBD 1 million, with AusAID contributing 
SBD 700 000 and the Solomon Islands government 
SBD 300 000. However, this arrangement is abused 
by individuals who bypass referral channels (and 
medically sound referrals), increasing the budget to 
between SBD 1–2 million (Maike, 2010; SSCSIP, 2011).

The nine provinces receive only a quarter of the 
financing from the health budget but provide care 
for 85% of the population (Maike, 2010). A large 

portion of the provincial hospitals’ grants are spent 
on referrals to the NRH, with return transport being 
paid by the NRH from ‘patient transport’ funds (Negin, 
2011). There are scheduled flights from the provinces 
to Honiara but, in an emergency, a plane can be 
chartered for SBD 18 000 to transport the patient 
for high-level care (Sade, 2005). Such costs could be 
reduced by increasing the use of telemedicine which 
would obviate the need to send inappropriate cases to 
the NRH or overseas (Martiniuk et al., 2011).

2. Health workforce supply and trends

There were 1,827 public service health workers in 
the Solomon Islands in January 2013 (Table 5). This 
excludes 790 Direct Wage Earners (DWE) who are paid 
through Provincial health grants and are not hired 
through the central Ministry of Health and Medical 
Services. As the number of these workers is flexible 
(DWE tend to be casual workers doing domestic 
duties), they have not been included in analysis for 
Tables 5–12. 

The number of health workers has increased by 140 
from 2012 to 2013. The largest cadre were nurses 
who made up more than half of the workforce 
(48.7%) followed by environmental health personnel. 
There were a reported 107 doctors but it is not 
clear how many of these are specialists. According 
to the Strengthening Specialised Clinical Services 
in the Pacific (SSCSIP), there were 21 specialists in 
2011: paediatrics (4), surgery (4), internal medicine 

Table 5. Number of public service health workers per 1000 population by professional category/cadre, 2008, 
2012 and 2013

Health Professional Group/Cadre

20081 20122 20132

Total
HW/1000 

population 
(Pop. 510 221)

Total
HW/1,000 
population 

(Pop. 552 267)
Total

HW/1,000 
population 

(Pop. 581 358)
Generalist medical practitioners

89 0.17
65 0.12 107 0.18

Specialist medical practitioners 21 0.04 - -
Nursing personnel 694 1.36 966 1.75 890 1.53
Nurse aides/nurse assistants - - - - 108 0.19
Dentists 52 0.1 57 0.1 27 0.05
Dental technicians and assistants - - - 31 0.05
Pharmaceutical personnel 53 0.1 61 0.11 75 0.13
Medical imaging and therapeutic equipment technicians - - 21 0.04 21 0.04
Medical and pathology laboratory technicians - - 36 0.07 42 0.07
Physiotherapists - - 6 0.01 25 0.04
Physiotherapy technicians and assistants - - 14 0.03 - -
Environmental and occupational health and hygiene 
professionals

- - 173 0.31 180 0.31

Public health and health promotion - - 52 0.09 88 0.15
Social work and counselling professionals - - 12 0.02 13 0.02
Non-health professionals not elsewhere classified - - 45 0.08 148 0.25
Clerical support workers - -   58 0.10
Domestic and ancillary support workers - - 158 0.29 14 0.02

Total 888 1.73 1687 3.06 1827 3.14
HW, health worker.
Source: HRH Knowledge Hub1, 2012, and Ministry of Health and Medical Services2, 2012 and 2013.
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(3), anaesthesia (3), obstetrics & gynaecology (2), 
orthopaedic surgery (1), psychiatry (1), pathology (1), 
ophthalmology (1) and radiology (1), with a further 
seven qualified specialists employed in non-clinical 
roles (SSCSIP, 2011).

The capacity to generate accurate data quickly is low. 
Information on the private sector is not comprehensive 
and probably inaccurate. It is estimated that there 
are 48 health workers in the private sector although 

no private doctors or dentists were recorded which 
seems unlikely. In addition, it is not known if any of 
the public sector health workers are also working part 
time in the private sector to supplement incomes from 
government posts. 

The data in tables 5–9 do not include direct wage 
employees (DWEs) as these health workers are 
employed by the provinces directly and are not on 
the MHMS payroll.

3. Health workforce distribution

3.1  Gender distribution

Women made up 51.9% of all health workers in the 
Solomon Islands. Nursing has the largest female 
health workers (65% of all registered and nurse 
aides, Figure 1). In comparison, women make up 
small proportions of highly skilled health workers. 
Just 21% of doctors are women (only three female 
specialists were reported in 2011), one-third of dental 
personnel are female and 28% of pharmacy workers. 
This indicates that there may be barriers preventing 
women from attaining higher skilled posts. See annex 
B for detailed information on gender distribution.

3.2  Age distribution

The health workforce is young, with 62.1% under 40 
years of age including 70.0% of doctors, 71.8% of 
nurses and 69.4% of nurse aides (Figure 2 and Annex C). 

The retirement age is 55 years but compulsory 
retirement is not strictly enforced due to the inability 
of the government to pay severance entitlements. 
At present, 57 health workers (3.1%) are known to 
have reached retirement age. If it is assumed that the 
current health workers whose ages are not known are 
at least 55 years old, and assuming that retirement 
was compulsorily enforced (a worst case scenario), 
282 (15.4%) of the current health workforce will retire 
out of the workforce pool within the next five years, 
including 75 nurses.

3.3  Geographical distribution

At the time of data collection, information on the 
distribution of health workers by provinces was 
not available. Data was provided by employer: NRH 
(National Referral Hospital), HQ (Headquarters, or 
the MHMS), Donor (support agencies employing 
staff), and Provinces (paid through provincial grants). 
Half (49.9%) of all health workers are at NRH or HQ 

Figure 1. Distribution of public service health workers by gender (%), January 2013

Domestic and ancillary support workers

Medical practitioners

Pharmaceutical health workers

Medical imaging and therapeutic equipment technicians

Dentists

Nursing personnel 35
65
67

72

79

71

100

33

28

21

29

FemaleMale
0% 20% 40% 60% 80% 100%

Source: MHMS, 2012b.
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Table 6. Distribution of public sector health workers by regional areas in January 2013

Health Professional Group/Cadre Total
NRH HQ Donor Provinces

N % N % N % N %
Medical practitioners 107 72 67.3 10 9.3 1 0.9 24 22.4
Nursing personnel 890 240 27.0 115 12.9 0 0.0 535 60.1
Nurse aides/nurse assistants 108 82 75.9 0 0.0 0 0.0 26 24.1
Dentists 27 13 48.1 0 0.0 0 0.0 14 51.9
Dental technicians and assistants 31 15 48.4 0 0.0 0 0.0 16 51.6
Pharmaceutical health workers 75 12 16.0 27 36.0 0 0.0 36 48.0
Medical imaging and therapeutic equipment 
technicians

21 11 52.4 0 0.0 0 0.0 10 47.6

Medical and pathology laboratory technicians 42 26 61.9 0 0.0 0 0.0 16 38.1
Physiotherapy personnel 25 7 28.0 4 16.0 0 0.0 14 56.0
Environmental health and hygiene 
professionals

180 0 0.0 42 23.3 49 27.2 89 49.4

Public health and health promotion 88 0 0.0 38 43.2 0 0.0 50 56.8
Social work and counselling professionals 13 0 0.0 7 53.8 0 0.0 6 46.2
Non-health professionals not elsewhere 
classified

148 98 66.2 31 20.9 2 1.4 17 11.5

Clerical support workers 58 12 20.7 36 62.1 4 6.9 6 10.3
Domestic and ancillary support workers 14 14 100.0 0 0.0 0 0.0 0 0.0

Total 1827 602 33.0 310 17.0 56 3.1 859 47.0
Source: MHMS, 2013.

Figure 2. Distribution of public sector health workers by age (%), January 2013

Source: MHMS, 2013.
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(Table 6), despite just one-fifth of the population living 
in Honiara. 

A report by Pearson (Pearson, 2011) showed the 
distribution of health workers was not equitable 
across the country in 2010 (Table 7). The density of 
medical and dental practitioners ranged from 0.01 
per 1,000 population in Malaita to 2.90 per 1,000 
population in Renbel. Nurse densities ranged from 
0.58 per 1,000 population in Guadalcanal to 3.55 per 
1,000 population in Renbel. 

Honiara is counted as a province in this analysis due 
to the high number of health workers employed in 
this area. Health workers employed at the NRH, MHMS, 

SIMTRI, national pharmaceutical stores and other non-
establishment staff are counted as part of this area.

3.4  Distribution of health workers by 
urban/rural areas 

For this report, it was assumed that health workers 
employed at the NRH and HQ are based in Honiara 
(urban) and those hired by the Provinces and Donors 
are outside Honiara (rural areas). By this analysis, 
33% of health workers are in urban areas (Annex D), 
compared to the 18.6% of the population. The rural 
areas are underserved is largely comprised of nurses 
and public health/environmental health workers 
(Figure 3), particularly those in Vector-Borne Disease 
Control (VBDC).

Table 7. Distribution of health workers by provincial areas in 2010   

Health 
professional 
group/cadre 

Pr
ov

in
ce

W
es

te
rn

Is
ab

el

Ce
nt

ra
l

H
on

ia
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G
ua

da
lc

an
al

Te
m

ot
u

M
ak
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a

M
al

ai
ta

Ch
oi

se
ul

Re
nb

el

Population 78 182 26 812 26 546 66 353 97 732 21 618 41 470 139 247 27 110 3117
Total HW*/1000 people

Medical 
and dental 
practitioners 118 0.03 0.04 0.08 1.34 0.02 0.09 0.19 0.01 0.07 2.90
Dental assistants 
and technicians 50 0.10 0.07 0.08 0.33 0.04 0.05 0.05 0.06 0.04 0.00
Pharmacists 77 0.10 0.11 0.11 0.63 0.05 0.09 0.07 0.06 0.07 0.32
Graduate/
registered/ 
professional 
nurses 527 0.98 1.57 1.13 0.92 0.58 1.99 1.20 0.82 1.55 3.55
Nurse aides 411 1.45 0.78 1.32 0.29 0.39 1.34 0.84 0.63 1.14 0.65
Laboratory 41 0.06 0.04 0.04 0.39 0.00 0.05 0.02 0.04 0.04 0.00
Medical imaging 26 0.05 0.04 0.04 0.20 0.00 0.05 0.02 0.03 0.04 0.00
Environmental 
health 290 0.50 0.82 0.60 1.28 0.32 0.46 0.58 0.28 0.63 2.26
Biomedical 
engineering 11 0.04 0.04 0.04 0.00 0.00 0.05 0.02 0.02 0.04 0.00
Physiotherapy 
professionals 32 0.05 0.07 0.08 0.18 0.01 0.09 0.05 0.03 0.07 0.32
Social workers 18 0.01 0.04 0.04 0.14 0.01 0.05 0.02 0.01 0.04 0.32
Community 
health workers 58 0.09 0.19 0.19 0.26 0.07 0.09 0.12 0.04 0.11 0.65
Health service 
managers 64 0.09 0.15 0.15 0.18 0.07 0.32 0.12 0.08 0.15 0.97
Clerical support 
workers 57 0.19 0.26 0.11 0.06 0.06 0.19 0.17 0.06 0.07 0.00
Domestic and 
support workers 131 0.33 0.41 0.23 0.00 0.09 0.65 0.24 0.34 0.30 0.00

Total 1911 4.1 4.6 4.2 6.2 1.7 5.6 3.7 2.5 4.4 11.9
*HW, health worker.
Source: Pearson, 2011.
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Maldistribution of health workers can be most clearly 
demonstrated by the ratios of populations to doctors 
and nurses. In urban areas, there is one doctor for 
every 1,319 people and 305 people for every one 
nurse. However, in rural areas, there are 18,929 people 
for every one doctor (a ratio 14 times higher) and 885 
people for every one nurse (three times higher).  

3.5  Sectoral distribution

The private sector data collected for this report is 
not likely to be accurate and is incomplete. Of the 
approximately ten private health facilities, there were 
a reported 48 staff. This includes nine nurses, eight 
nurse aides, five in administration and 15 domestic 
and support workers. A further 11 were listed as 
being “Professionals”, classified here as non-health 
professional. It is not clear what sort of health workers 
this entails. There are no private doctors or dentists 
recorded. This is unlikely considering there are three 
private hospitals, one medical clinic and one dental 
clinic. 

Overall, the ratio of nurses to doctors is 8 to 1 
(Table 9). However, this differs greatly between urban 
(3:1) and rural areas (19:1). 

For this report, unskilled workers are those classified 
to be clerical support workers and domestic and 
ancillary support workers. All other cadres are 
categorised as being skilled workers. However, it 
cannot be assumed that all skilled workers have 
formal qualifications, particularly nurse aides or some 
who are in para-medical professions that are trained 
on-the-job.

3.6  Distribution of health workers by 
citizenship

There are 28 foreign health workers in the public 
sector, from Australia (3), Fiji (2), Papua New Guinea (2), 
Cuba (1), Germany (1), India (1), Japan (1), Kiribati (1), 
Nigeria (1), Tuvalu (1) and the United Kingdom (1). 
The nationality of 13 of the expatriate health workers 
is unknown. These are mostly environmental health 
workers. 

The cadres with the largest proportion of expatriate 
workers are clerical support workers and health 
service managers (11.1%), and environmental and 
occupational health and hygiene professionals (7.5%) 
(Table 8). See Annex D for detailed data on urban/
rural distribution.

Figure 3. Distribution of health workers by rural/urban areas in selected categories (%), January 2013 
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3.7  Skills distribution

Overall, the ratio of doctors to nurses in the country is 
1 to 11 (Table 9). However, this differs greatly between 
urban (1:6.9) and rural areas (1:27.6). This is equal to 
one doctor per 1472 people in urban areas compared 
to 24 336 people in rural areas; and one nurse per 
213 people in urban areas compared to 881 people 
in rural areas. 

For this report, unskilled workers are those classified 
as domestic and support workers. All other cadres 
are categorized as being skilled workers. However, 
it cannot be assumed that all skilled workers have 
formal qualifications, particularly nurse aides or some 
workers in paramedical professions who are trained 

on-the-job.  

4. Health professions education

There are two public tertiary education institutions 
in the country, the Solomon Islands College of 
Higher Education (SICHE), established in 1985 and 
the University of the South Pacific (USP), which has 
a campus in Honiara.

The majority of the workforce requiring formal 
qualifications (including medical practitioners, 
registered nurses, midwives, dental and pharmacy 
personnel, and community-based rehabilitation 
workers) travels offshore for training. Only nurses and 

CBR and public health workers are trained in country. 
The role of the SICHE, therefore, needs to be expanded 
to meet the country’s health workforce needs and a 
bachelor-level degree course introduced. In 2011, 
draft legislation was drawn up to transform it into a 
national university. 

4.1  Medical education

There is no medical school in Solomon Islands and 
students undertake training overseas, mostly in Fiji 

Table 8. Distribution of public sector health workers by professional category/cadre and citizenship, 2012

Health professional group/cadre Total Citizens (%)
Non-

citizens (% )
Medical practitioners 86 94.2 5.8

Nursing personnel 966 99.8 0.2

Dental practitioners 57 100.0 0.0

Pharmaceutical personnel 61 96.7 3.3

Medical imaging and therapeutic equipment technicians 21 100.0 0.0

Medical and pathology laboratory technicians 36 100.0 0.0

Physiotherapists 6 100.0 0.0

Physiotherapy technicians and assistants 14 100.0 0.0

Health professionals not elsewhere classified 52 98.1 1.9

Social work and counselling professionals 12 100.0 0.0

Environmental and occupational health and hygiene professionals 173 92.5 7.5

Health management personnel and clerical support workers 45 88.9 11.1

Domestic and support workers 158 100.0 0.0

Total 1687 98.3 1.7
Source: MHMS, 2012b.

Table 9. Skills distribution, 2012

Ratio
Nurse: Physicians 8:1

Unskilled: Skilled HRH 1:24

Private: Public providers by 
HRH category*

1:38

Medical practitioners No reported private 
doctors

Dental practitioners No reported private 
dentists

Nursing personnel 1:99
Source: MHMS, 2012b.
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(Fiji National University, FNU, or the private University 
of Fiji), Papua New Guinea (University of Papua New 
Guinea, UPNG), Australia or New Zealand. These 
students are often supported financially by the 
Solomon Islands government and other developing 
partners (Maike, 2010). Solomon Islanders trained 
in Fiji complete two years of pre-registration 
rotations at the NRH. UPNG graduates complete their 
rotations in UPNG and registration is given after they 
return home. However, return rates from PNG are 
low. Rotations at the NRH include time in surgery, 
obstetrics, paediatrics, internal medicine, eye health, 
orthopaedics, emergency and two months in the 
provinces (Negin, 2011).

In recent years, a bilateral relationship has been 
developed with the Government of Cuba whereby 
Cuban doctors fill vacant posts, and the Solomon 
Islands send its students to Cuba to study. In 2012, 
91 Solomon Islanders were studying there. It is 
expected that the first class of 25 graduates will 
return in late September 2014, with approximately 25 
further graduates returning in each subsequent year 
(Kolae, 2011b). There is an emphasis on the Solomon 
Islands’ societal needs, and malaria control techniques 
are taught. However, these students are not taught 
to perform caesarean sections (Negin, 2011). Cuban 
graduates complete their two-year residency in the 
country and are supervised by ‘accredited’ doctors, 
after which they are eligible to register with the 
Solomon Islands Medical and Dental Board. Those who 
do not achieve the necessary competency continue 
with a period of residency (Kerse, 2012).

With the large increases in the number of medical 
graduates expected from 2013, it is planned that 
these registrars will start rotation at AHC 2 level to 
ease the heavy supervisory burden in the hospitals. 
However, there is concern that these area health 
centres do not have the infrastructure or resources to 
support the services provided by registrars, including 
sterilisers, pharmacy and laboratory support (Kerse, 
2012).

Medical practitioners who have completed their 
internship and rotation programmes are assessed by 
heads of departments for their potential for further 
specialised training. Specialist training for doctors 
is conducted overseas, primarily in Fiji or Papua 
New Guinea. The MHMS signed a Memorandum 
of Understanding with UPNG for local students to 
complete distance training, only needing to complete 
face-to-face training for the last few courses (Negin, 
2011). Specialist training at UPNG or FNU for doctors 

who are trained in Cuba is still under discussion. The 
heads of both schools were of the opinion that Cuban-
trained doctors may be eligible for specialist training, 
as long as they were on the same competency level 
as FNU- or UPNG-trained graduates. Review and 
comparison of the medical curricula need to be made 
to assess Cuban graduates opportunities (Kerse, 
2012).

It costs SBD 300 000 a year to train doctors in Fiji or 
Papua New Guinea, amounting to

SBD 1.5 million over the length of the degree. It is 
much less costly to train students in Cuba where it is 
only SBD 7200 per year or SBD 43 200 over six years. 
This saves the Government more than SBD 1.4 million 
each year (Negin, 2011). 

4.2  Nursing education

There are four nursing schools in the Solomon Islands 
made up of one publicly owned school (SICHE) and 
three church-run schools (Atoifi, Helena Goldie and 
Malu’u). Graduates are assessed against the Nursing 
Competency Standards that are issued by the Solomon 
Islands Nursing Council (Usher et al., 2010)

SICHE in Honiara is the largest nursing school in 
the Solomon Islands and offers two courses for 
nurses: a four-year Bachelor of Nursing and a three-
year Diploma in Nursing (pre-service) within the 
School of Nursing and Health Studies. The bachelor’s 
programme was developed in close cooperation with 
the Auckland University of Technology (AUT) and had 
its first intake of students in the second semester 
of 2011. There are three streams within the degree: 
acute nursing practice, primary health and midwifery. 
Entry into the Bachelor of Nursing programme has 
multiple pathways. In conjunction with a minimum of 
two years’ experience as a registered nurse, entrants 
must also have completed one of the following:

• Diploma in Nursing from SICHE; or
• another nursing qualification from a different 

educational institution; or
• a 12-week bridging course (literacy and study 

skills, pathophysiology, population health and 
health promotion) and a Certificate in Nursing 
from a Solomon Islands hospital programme 
(SICHE, 2012a). 

The entry requirements for a Diploma in Nursing are 
that the candidate should:

• be under 50 years of age;
• have a good character and work references;



Human Resources for Health Country Profiles14

• have completed a registered nurse training pro-
gramme;

• be approved by their home province (provincial 
quota); and

• have a reference from the Nursing Division of the 
MHMS (SICHE, 2012b).

Failure in the theory examinations, pregnancy, or 
financial reasons can result in withdrawal or non-
completion of the programme (JCU & AUT, 2011). 
The MHMS’s Nursing Strategic Planning Group 
began a review of the Nurse Education Strategy in 
2009. In 2011, the Group reported that the nursing 
and midwifery courses were being reviewed, and a 
postgraduate nursing course was being developed in 
an effort to update nursing education (Pearson, 2011). 
However, it is unknown if this has been completed yet.

Atoifi is a regional training school in Malaita run by 
the Seventh Day Adventist (SDA) church which, since 
1975, has offered a three-year Diploma in Nursing. 
The Solomon Islands Government funds the school, 
with students receiving a monthly allowance from the 
SDA church. It provides the country with almost half 
the registered nurses. In 2010, the MHMS granted the 
school SBD 224 000.

There were previously two training schools for nurse 
aides in the country – the Helena Goldie Nurse Aide 
Training School in Western Province and Malu’u in 
Malaita. However, graduates from these schools 
found it difficult to find employment due to the lack 
of clarity between the roles of registered nurses 
and nurse aides, and to an excessive number of 
graduates, and, in 2010, the Nursing Council granted 
the Helena Goldie school college status. It has since 
been renamed the Helena Goldie College of Nursing 
(HGCON) and offers a Diploma in Nursing. The school 
received SBD 92 000 from the MHMS in 2010 (Pearson, 
2011). Approximately, 16 students enrol annually to 
become registered nurses and work in rural village 
clinics. 

In 2008, it was reported that a 12-month course 
to train nurse aides at Malu’u had been suspended 
as there were too many unemployed graduates 
(MacManus, 2008). 

Specialist nurse training is completed at schools 
across the Pacific including FNU, UPNG and various 
institutions in Australia and New Zealand. In 2002, 
SICHE began an Advanced Diploma in Nursing 
(Midwifery) in partnership with the MHMS. Currently, 
SICHE teaches four core units with MHMS staff teaching 

midwifery theory and clinical components. However, 
the course is not run to its full potential due to friction 
between the two partners (MacManus, 2008). There 
are strict conditions for midwifery enrolment as well 
as a provincial quota. Students must:

• be between the ages of 25–35
• have good character references
• have completed a registered nurse training pro-

gramme
• have completed a distance education programme 

through the MHMS
• have completed a Diploma in Nursing (in-service)
• have completed a minimum of two years’ con-

tinuous clinical service
• be working in the midwifery field.

Finally, female applicants cannot apply if they have a 
child under two years of age (SICHE, 2011).

Midwifery training is organized by the MHMS and aims 
to train health workers in the provinces. However, 
these candidates are only accepted if the health 
centres in the provinces, the Director of Nursing 
and the National Development Officer in the MHMS, 
recommend them. 

4.3  Allied health education

SICHE offers two other health profession training 
courses, both in community-level health services: a 
two-year Diploma of Community-Based Rehabilitation 
and a two-year Diploma of Public Health (SICHE, 2011).

4.4  Education capacities

There are problems with both the production and 
deployment of health personnel. The pool of students 
whose secondary education is good enough to enter 
tertiary education is small. While expenditure on 
education is high (Whalan, 2010), secondary school 
education in the Solomon Islands is not free or 
compulsory, resulting in low numbers of enrolments 
and high drop-out rates. Pedagogic capacity in 
secondary schools is limited due to low teacher morale 
and poor quality teachers. In addition, many schools 
do not offer a seventh year of education, which is 
crucial as it is seen as a transition year to tertiary 
studies (UNICEF, 2005). To remedy this, students are 
encouraged to enrol in foundation courses at the USP 
to prepare them for further tertiary training. Despite 
this, there are still more students applying for courses 
than there are places available, although the quality of 
applicants is not known.
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Substantive investment of resources is needed not 
only to increase production of health workers, but 
also to establish and run health courses at SICHE to 
reduce the possibility that students do not return with 
their skills. However, there may be limited numbers 

of some cadres over the long term to justify such 
training, unless SICHE could also train students in 
nearby countries such as Vanuatu. This would need to 
be balanced with Pacific regional training institutions 
such as FNU and UPNG. 

Table 11. Number of entrants by training institution and health professional category/cadre, 2008–2012

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

Generalist medical practitioners 8 (FNU)
25 (Cuba)

7 (FNU)
1 (UPNG)
25 (Cuba)
1 (Uni. Fiji)

3 (FNU)
25 (Cuba)

8 (FNU)
16 (Cuba)
1 (Uni. Fiji)

9 (FNU)
17 (Cuba)
5 (Uni. Fiji)

Specialist medical practitioners 1 (FNU)
3 (UPNG)

1 (FNU)
6 (UPNG)

1 (Taiwan)

3 (UPNG)
1 

(Unknown)

3 (UPNG) 1 (FNU)

Graduate/registered/ professional nurses 322 (SICHE)
0 (HGCON) 
0 (Atoifi) 

231 (SICHE)
0 (HGCON) 
0 (Atoifi) 

57 (SICHE)
16 (HGCON)

66 (SICHE)
23 (HGCON)

0 (SICHE)
0 (HGCON) 
0 (Atoifi)

Midwives 15 (SICHE) 23 (SICHE) 19 (SICHE) 17 (SICHE) 0 (SICHE)
Dentists 7 (FNU) 5 (FNU) 7 (FNU) 6 (FNU)

1 (UPNG)
6 (FNU)

Dental assistants and technicians 2 (FNU) 2 (FNU) 2 (FNU) 4 (FNU) ND
Pharmacists 6 (FNU) 3 (FNU)

1 (Australia)
3 (FNU) 2 (FNU) 4 (FNU)

Pharmaceutical technicians and assistants ND ND ND ND ND
Medical and pathology laboratory technicians 8 (FNU) 5 (FNU) 3 (FNU) 7 (FNU) 8 (FNU)
Medical imaging and therapeutic equipment 
technicians ND 2 (FNU)

1 (Australia)
4 (FNU)

1 (Australia)
4 (FNU) 7 (FNU)

Environmental and occupational health and 
hygiene 2 (FNU) ND 1 (FNU) ND 1 (FNU)
Physiotherapists ND ND ND ND 2 (FNU)
Physiotherapy technicians and assistants ND ND 20 (SICHE) 23 (SICHE) ND
Nutritionists and dieticians ND ND ND 1 (FNU)

1 (NZ)
1 (Australia)

1 (FNU)

Health professionals not elsewhere classified 10 (FNU) 8 (FNU) 10 (FNU)
28 (SICHE)

12 (FNU)
18 (SICHE)

1 (Australia)

22 (FNU)

Health management personnel ND ND 1 (Australia) 2 (Australia) 1 (FNU)
Total 409 323 204 217 84
ND, not determined.
Sources: Fiji National University; University of Fiji; MHMS, 2012b.

Table 10. Number and type of training institutions, by health professional category/cadre and sector, 2012

Health professional group/cadre
Number and type of ownership

Public Private

Nursing professionals
Solomon Islands 
College of Higher 

Education

Atoifi Nursing School
Helena Goldie College of Nursing

Malu’u Nurse Aide School* 
Midwives NA
Physiotherapy technicians and assistants NA
Health professionals not elsewhere classified NA
Total 1 3

* Currently suspended; NA, not applicable.
Sources: SICHE, 2012b; MHMS, 2012b.
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The National Training Unit at the Ministry of Education 
and Human Resources oversees all undergraduate 
training. However, training of health professionals 
is not linked to the human resources department at 
the MHMS. This has resulted in an excess of students 
graduating with no funded posts. As an example, 
it is projected that by 2014–2016, there will be an 
oversupply of dentists and, as there are not enough 
residencies in the country due to a shortage of dental 
chairs, many of these graduates may be unemployed 
(Pearson, 2011). 

The MHMS has approved the Cuban medical 
curriculum and its ability to produce graduates who 
meet the government’s expectations. The Training 
Division in the MHMS has reviewed the curriculum 
and approved these graduates to enter the public 
service workforce at the same level as FNU graduates 
(Level 9, Stage 1). The Solomon Islands Medical and 
Dental Board is currently reviewing the curriculum 
(Kerse, 2012). Table 10 gives a breakdown of the 

number and type of training institutions by sector 
in 2012.

Tables 11 and 12 enumerate the number of enrolments 
in and graduates from health training programmes 
from 2008 to 2012. Data from local nursing schools 
are difficult to access and thus the enrolment figures 
are incomplete.

In 2011, 26 scholarships were awarded, approximately 
half of which came from overseas donors (Table 13). 
Most recipients of these scholarships are studying 
overseas, often at FNU or UPNG. In 2009 and 2010, a 
total of 24 scholarships were awarded (Table 14). 

4.5 Physical infrastructure

Nursing and Health Sciences at SICHE is taught at the 
Kukum campus in eastern Honiara. The library on this 
campus includes study spaces, drop-in centres with 
Internet access to the Health Inter Network Access 
to Research Initiative (HINARI) (WHO’s electronic 

Table 12. Number of graduates by training institution and health professional category/cadre, 2008–2012

Health professional group/cadre Number of graduates
2008 2009 2010 2011 2012

Generalist medical practitioners 6 (FNU)
4 (UPNG)

4 (FNU)
3 (UPNG)

3 (FNU)
2 (UPNG)

4 (FNU)
4 (UPNG)

8 (FNU)

Specialist medical practitioners 4 (FNU) 1 (FNU) 3 (FNU) 1 (FNU)
3 (UPNG)

3 (FNU)

Graduate/registered/ professional nurses 75 (SICHE)
3 (UPNG)
0 (Atoifi)

73 (SICHE)
4 (UPNG)
0 (Atoifi)

53 (SICHE)
23 (Atoifi)

64 (SICHE)
2 (UPNG)
0 (Atoifi) 

ND

Advanced practice nurses ND ND ND 1 (FNU) ND
Midwives 18 (SICHE) 16 (SICHE) 18 (SICHE) 17 (SICHE) ND
Dentists 2 (FNU) 3 (FNU) 1 (UPNG) 1 (FNU)

3 (UPNG)
3 (FNU)

Dental assistants and technicians 1 (FNU) ND ND ND 1 (FNU)
Pharmacists 3 (FNU)

1 (UPNG)
1 (UPNG) 2 (FNU) 6 (FNU) 3 (FNU)

Pharmaceutical technicians and assistants ND ND ND 1 (FNU) ND
Medical and pathology laboratory technicians ND 1 (UPNG) 2 (UPNG) 7 (FNU)

1 (UPNG)
5 (FNU)

Medical imaging and therapeutic equipment 
technicians ND ND ND 2 (FNU) 3 (FNU)
Physiotherapists ND ND ND 2 (FNU) 1 (FNU)
Physiotherapy technicians and assistants 7 (SICHE) ND ND ND ND
Nutritionists and dieticians 1 (FNU) ND ND ND 1 (FNU)
Environmental and occupational health and 
hygiene ND ND 2 (FNU) 1 (FNU) ND
Health professionals not elsewhere classified 10 (FNU) 12 (FNU) 24 (FNU)

1 (UPNG)
11 (FNU)
1 (UPNG)

9 (FNU)

Total 135 118 134 132 37
ND, not determined.
Sources: Fiji National University, 2012; Negin, 2011; UPNG, 2012.
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Table 13. Average cost of training/number of scholarships by training institution, donor and health 
professional category/cadre, 2011

Health professional group/cadre Average cost of training (SBD)* No. of scholarships, 
donors/institutionsPublic Private

Specialist medical practitioners NA NA 5 scholarships:
• 2 SIG (UPNG)
• 1 AO (not known)
• 1 Fred Hollows (FNU)
• 1 HSSP (UPNG)

Dentists NA NA 1 SIG  (UPNG)

Dental technicians and assistants NA NA 1 SIG (UPNG)

Graduate/registered/professional nurses 8000–15 000 
(SICHE)

23 000 
(HGCON)

NA

Midwives 9000 (SICHE) NA 1 HSSP  (Australia)

Physiotherapy technicians and assistants 8000 (SICHE) NA NA

Health associate professionals not elsewhere classified 8000 (SICHE) NA 14 scholarships:
• 10 MHMS (SICHE)
• 1 HSSP (Australia)
• 1 SIG (FNU)
• 1 World Bank 

(Australia)
• 1 AusAID (Australia)

Nutritionists and dieticians NA NA 2 scholarships:
• 1 NZAID (NZ)
• 1 WHO (Australia)

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

Health service managers NA NA 1 SIG (USP)
* SBD, Solomon Island dollar; NA, not applicable.
Sources: MHMS, 2012b; SICHE, 2012b; HGCON, 2012.

Table 14. Number of scholarships by training institution, donor and health professional group/cadre, 2009 
and 2010

Health professional group/cadre No. of scholarships, donors/institutions
2009 2010

Generalist medical practitioners 1 SIG (UPNG) ND

Specialist medical practitioners 7 scholarships:
• 5 HSSP (5 UPNG)
• 1 WHO (UPNG)
• 1 People’s Republic of 

China (Taiwan)

5 scholarships:
• 2 HSSP (2 UPNG)
• 1 AO (Not known)
• 1 Fred Hollows Fund 

(FNU)
• 1 WHO (UPNG)

Graduate/registered/ professional nurses 2 Development 
scholarships (Australia)

ND

Pharmacists 1 AusAID (Australia) ND

Medical and pathology laboratory technicians ND 1 WHO (FNU)

Medical imaging and therapeutic equipment technicians
1 AusAID (Australia) 1 WHO (Australia)

Health professionals not elsewhere specified 2 scholarships:
• 1 RDS (FNU)
• 1 SIG (UPNG)

1 China (Taiwan)

Environmental and occupational health and hygiene 
professionals ND 1 WHO (Australia)

Health management personnel ND 1 HSSP (Australia)

Total 14 10
ND, not determined.
Sources: MHMS, 2012; SICHE, 2012b; HGCON, 2012.
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health library), computers for word processing, audio 
resources and books. However, titles are limited and 
many are out of date (SICHE, 2012c). The college 
dormitories house more than 800 beds in 22 hostels 
across the three campuses in Honiara. Residential 
students are also provided with three meals per day. 
Dormitory rooms are shared by two or more students; 
each room has a study desk (SICHE, 2012d).

WHO has installed a Pacific Open Learning Health 
Network (POLHN) learning centre at the SICHE. The 
centre includes networked computers with Internet 
access, along with printers, scanners, video projectors 
and audio conferencing equipment, and educational 
materials in electronic and print form (POLHN, 2012). 

The HGCON has two existing student’s accommodation 
from the previous nurse aides’ school, with a third 
residence hall currently under construction. There are 
also two classrooms with a staff office and library. A 
separate and larger library is currently being planned 
that will house a computer laboratory. 

4.6  Technical infrastructure

The SICHE has 13 teaching staff. With 40–75 
enrolments annually, the staff-to-student ratio 
averages 1:3–1:6 (JCU & AUT, 2011). All School of 
Nursing and Health Studies lecturers are required 
to have prior teaching experience, hold a minimum 
bachelor’s degree or have a minimum of three to five 
years of relevant practical experience in a hospital or 
community setting. Nursing and community-based 
rehabilitation lecturers are paid SBD 42 473–47 350 
per annum. Public health lecturers are paid SBD 
48 827–53 054 per annum (SICHE, 2012e).

In 2011, there were five nursing teachers for 23 
students at the HGCON. This gave a staff-to-student 
ratio of 1:5. There is no further information available 
on the qualifications and skills of teaching staff or 
teaching resources available at HGCON. 

There is also no information available on the 
qualifications and skills of teaching staff or teaching 
resources available at Atoifi nursing school. 

4.7  Accreditation mechanisms

SICHE holds institutional accreditation from EDU, a 
treaty-based Intergovernmental Organisation for 
Accreditation and Promotion of Global Education. The 
current accreditation period is from 9 January 2012 to 
10 January 2014 (EDU, 2011).

The HGCON and Atoifi nursing schools are not 
accredited with any international agencies. 

4.8  In-service and continuing professional 
education (CPE) 

The training committee in the MHMS is responsible 
for post-service training, education and in-service 
training of the workforce. However, its ability to 
develop training plans is hampered by the lack of  
a  database to provide HRH data. There is also little 
coordination between the committee, donors and the 
various health cadres. Improved coordination with 
professional associations and donors would enable 
the development of a more comprehensive training 
plan and policy (Kerse, 2012).

Scholarships are available from bilateral donors and 
other development agencies (see Table 14). The MHMS 
provides the provinces with an in-service training 
budget and nurse educators in each province are 
responsible for making the programmes available. 
Nurse educators would be more efficient if they had 
access to data that would help them in their training 
needs analyses (Kerse, 2012).

Health workers seeking CPE opportunities or 
postgraduate training must first be recommended by 
the national heads of departments and programme 
officers. The Ministry of Public Services organizes 
training locally for health workers at the SICHE 
through the POLHN (POLHN, 2012). In-service training 
for nurses is also available at SICHE (SICHE, 2012a).

There is a department in the MHMS that provides 
training for health workers in provincial areas. 
However, the shortage of funds and staff to teach CPE 
is an impediment and coordination is not efficient or 
well organized as there is minimal data collection on 
health workers who have attended further training. 
Some health workers are able to attend training 
overseas at the invitation of the host country or they 
may be sponsored by the MHMS, but these options are 
not widely available.

In 2008, changes were made to the education and 
standard of pharmacy professions. The standard of 
the Pharmacy Officer Certificates course was updated, 
and refresher courses for pharmacy officers  were 
further developed. In addition, a one-year pharmacy 
intern course was developed. This includes tutorials, 
placement rotations, assignments and prerequisite 
tasks (Maike, 2010).
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5. Human resources for health (HRH) utilization

5.1 Recruitment 

Health workers are employed at the national level by 
the MHMS or at the provincial level using provincial 
grants. To recruit staff, the MHMS prepares a 
submission for recruitment that is then cleared by the 
Ministry of Public Services who in turn passes it to the 
Public Service Commission (PSC). 

Recruitment process is lengthy involving 55 steps 
which can take up to 12 months or more to complete 
(MHMS, 2005). The retention of staff is difficult, 
and is made more difficult by a variety of problems 
at the highest levels. Firstly, the human resources 
department does not have current job descriptions, 
performance management systems, timekeeping, 
attendance records or work structure activities. It 
is also not linked to the training department (Kolae, 
2011a).

While professional and technical positions are based 
on qualifications and merit, this is not always the case 
for non-professional workers because appointments 
can sometimes be based on family, community or 
religious affiliation (MHMS, 2011b)

There are many more nurses produced than there are 
vacancies available in the MHMS. In 2010 and 2011, 
many of the SICHE nursing graduates were not able to 
find employment. Due to this excess of nurses, and 
Vanuatu’s severe nursing shortage, an agreement was 
made between the two countries’ ministries of health, 
whereby Solomon Island nurses would fill gaps in 
the Vanuatu nursing workforce. However, despite the 
high-level agreement, the arrangement nearly failed 
because the Solomon Islands PSC did not allow staff to 
take three years’ unpaid leave. Nurses were required 
to resign and, on return, they had to start work at 
the level at which they left, despite accrued work 
experience. This operational hurdle was resolved 
when the PSC changed its rules and, subsequently, 24 
Solomon Islands nurses began a three-year contract 
in Vanuatu. These nurses are paid substantially more 
than local Vanuatu nurses. 

Most of the students enrolled at the HGCON are 
in-service students (nurse aides employed at the 
Helena Goldie Hospital retraining to be registered 
nurses) who will return to their positions within 
the provincial health authorities after graduation. 

Approximately 80% of the 2010 enrolment cohort is in 
this position, with the remaining 20% either recruited 
by the MHMS or applying for advertised positions. Of 
the 2011 enrolments, 41% are in-service students. 

In 2012, there was a partial government recruitment 
freeze prohibiting the creation of new posts or the 
hiring of additional staff (MHMS, 2011b). 

5.2  Deployment and distribution policies 
and mechanisms

The current policy on the distribution of health 
workers is dependent on the Ministry of Finance’s 
budget, the number of established posts determined 
by the PSC, and a MHMS policy to deploy staff 
according to health facilities rather than provincial 
population numbers. Each health facility is designated 
a certain number and type of health worker according 
to its size. However, this method of distribution is not 
equitable. Honiara (excluding the National Referral 
Hospital) is overstaffed by 20% and Guadalcanal by 
13%. In comparison, Isabel province is understaffed 
by 22%, Renbel by 21%, Makira by 16% and Choiseul 
by 15% (Pearson, 2011). 

The first class of doctors trained in Cuba is due to 
return in 2014, with a further 25 graduates expected 
in each successive year. A number of issues will 
need to be resolved before these graduates can be 
posted including pre-registration rotations, location 
of rotations, geographical placement, and their 
capabilities and remuneration. Currently, there is 
only enough capacity to supervise and support 10 
graduates a year in their two-year pre-registration 
rotations, with five students each year coming 
from the Fiji National University (see Table 12). It is 
projected that 35 rotation places need to be found by 
2014 and 60 by 2015 to accommodate the doctors 
trained in Cuba. Options for increasing rotation 
placements include:

• increasing residents’ rotation time in each depart-
ment; 

• improving supervision capacity at Gizo and 
Kilu’ufi hospitals to reduce the load on NRH; 

• developing the necessary capacities to have rota-
tions at NGO hospitals (Atoifi and Helena Goldie);

• posting residents in the provinces in both hospi-
tals and area health centres to improve outreach 
services; and
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• using WHO or NGO supervisors in the areas of 
public health or health promotion (Negin, 2011).

There is ongoing discussion on whether doctors 
trained in Cuba should be sent to their home provinces 
on their return to the Solomon Islands. This would 
be advantageous as it would reduce attrition but it 
could also increase potential conflicts of interest with 
families and the communities (Negin, 2011).

Additional costs will accrue with the influx of doctors. 
Housing costs alone will be SBD 390 000 per house. 
With 23 doctors returning in September 2014, SBD 9.8 
million will need to be made available for housing. Also, 
with extra doctors, the outreach services, additional 
costs associated with transportation, equipment and 
resources (e.g. sterilisers) will need to be factored into 
the equation (Negin, 2011). It has been suggested 
that the Solomon Islands could follow the example 
of Fiji and Papua New Guinea whereby the village 
chiefs would be responsible for upgrading clinics and 
doctors’ housing, and the MHMS would provide all 
other infrastructure, facilities, power, communication 
and essential equipment (Kerse, 2012).

An oversupply of approximately 200 nurses is 
projected for 2010–2020, as measured by projected 
funding. However, efforts to reduce the number of 
enrolments and streamline nursing education across all 
nursing schools have not been successful as reducing 
enrolment numbers at the Atoifi and HGCON  nursing 
schools would have a substantial negative impact on 
the church-run hospitals (Pearson, 2011) (Table 15).

Staff turnover and attrition
In 2011, the MHMS reported that 23 of the 1397 
health professionals had left the public service 
(Table 16). Medical practitioners made up the largest 
proportion (n=9, 39%) followed by environmental 
health professionals (n=4, 17%). Medical practitioners 
also had the highest exit rate with 13% of the 2011 
cadre leaving. The reasons for their resignations are 
unknown due to a lack of exit interviews. The MHMS 
has indicated that just three nurses retired in 2011. 
However, this is known to be incorrect, and the actual 
number is expected to be much higher as the figures 
do not take into account the 24 nurses who resigned 
from the MHMS to work in Vanuatu. If these 24 nurses 
are taken into consideration, the total nursing exits 
would number 27, with an exit rate of 4.7%. This small 
attrition rate reflects the low rate of international 
migration from the Solomon Islands (Kafoa, 2011). 

There are great difficulties in attracting and retaining 
staff in the health sector, across all professions, in 
both urban and rural areas. Health workers have 
cited the main reasons for the attrition as being due 
to personal and family reasons such as children’s 
education, professional development and international 
experience. Other reasons include:

• low salaries and remuneration
• poor working conditions
• heavy workloads
• lack of support
• health facilities with no water or toilets
• little implementation of infection control proce-

dures
• lack of incinerators and sterilisers in most facili-

ties
• few facilities using stock cards for control of 

medicines and supplies
• wide variation of diagnostic and standard treat-

ment manuals (MHMS, 2005; 2011b). 

The ageing workforce is also an issue as public 
servants are compulsorily retired at age of 55 years 
(Government of Solomon Islands, 1978). This is 
not strictly enforced, and some health workers, 
particularly doctors, work past this age. In addition, 
ethnic tensions between 1999 and 2003 forced many 
staff to flee and some of those have not returned to 
the public sector (Auto et al., 2006; MHMS, 2005). 
Many staff are also dissatisfied with the lack of job 
descriptions and lack of transparency with the service 
fees (e.g. there is no standardization of fees), even 
within the same province (MHMS, 2011b). 

Almost half of the total workforce is posted in the 
provinces (MacManus, 2008). At times, health 
workers rely on the traditional wantok system for 
accommodation but in cases where it cannot be 
found, the MHMS provides accommodation or a 
rental allowance. However, the lack of affordable 
and adequate staff accommodation hinders the 
recruitment and retention of rural workers. The few 
accommodation options that do exist are extremely 
expensive to rent (inflated by the large influx of aid 
workers and RAMSI specialists), and are not well 
maintained.  For most staff, buying a property is not 
an option. Exacerbating the problem is the ineffective 
use of staff skills when workers are posted far away 
from their intended posting because accommodation 
is not available (MHMS, 2005; Pearson, 2011). There 
have been some attempts to address this problem. 
Forty-four kit homes were built in Western and 
Guadalcanal provinces in 2010 but these were not 
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Table 16. Reported health worker attrition from MHMS due to retirement, resignation and termination, by 
health professional group/cadre, 2011

Health professional group/cadre Total posts Retired Resigned Terminated Total 
exits

Exit rate 
(%)

Medical practitioners 69 1 8 0 9 13.0

Nursing practitioners 573 3 0* 0 3 0.5

Dental practitioners 45 0 0 0 0 0.0

Pharmaceutical professionals 77 1 1 0 2 2.6

Medical and pathology laboratory technicians 44 1 0 0 1 2.3

Medical imaging and therapeutic equipment 
technicians

39 0 0 0 0 0.0

Health professionals not elsewhere classified 64 0 1 0 1 1.6

Environmental and occupational health and 
hygiene professionals

298 3 1 0 4 1.3

Clerical support workers 57 0 0 1 1 1.8

Domestic and support workers 131 0 0 2 2 1.5
Total 1397 9 11 3 23 1.6

* Does not include 24 nurses who resigned to take up positions in Vanuatu.
Source: MHMS (personal communication), 2012.

Table 15. Challenges and potential solutions faced by selected health professions 

Profession Challenges Potential solutions
Health-service managers Under-secretaries are often from a 

medical or dental background with 
no health management or health 
administration training.

Future appointees should have 
postgraduate qualifications in public 
health or health management.

Professional helpers (includes 
pharmacy aides, microscopists, 
environmental health technicians, 
health promotions aides)

There is no clear demarcation between 
the roles of ‘professional helpers’ and 
‘professionals’. 

Clearer job descriptions needed for 
professional helpers.

Community health rehabilitation 
workers 

The workforce in this group is older 
and compulsory retirement may be a 
problem.

Certificate/Diploma was developed in 
2010 with the SICHE to improve future 
staff’s basic qualifications.

Environmental and occupational 
health and hygiene professionals

This workforce is older and workers 
are not distributed evenly between 
the provinces. In previous years, the 
SIMTRI had offered diploma and 
certificate courses but they ceased in 
2008. 

There is discussion on the possibility 
of a competency-based training plan 
based on the Asian Collaborative 
Training Network for Malaria (ACT 
Malaria) programme to help with 
short-term needs.

Medical imaging and therapeutic 
equipment technicians 

Profession has an ageing workforce. It is expected that shortfalls due to 
retirements will be filled in 2013 
with the graduation of six students. 
A combined radiographer/medical 
laboratory role is being discussed with 
the trade union.

Social workers Only half the provinces have social 
welfare support and further specialist 
training is needed to address new 
legislation (e.g. child protection).

There is a push for staff to have 
postgraduate training to a degree level.

Physiotherapy personnel 
(community-based rehabilitation 
workers) 

Most physiotherapy services are 
available in the large provincial 
hospitals only. There is also a heavy 
reliance on expatriate staff graduating 
from the Fiji National University. 

The SICHE has a well-established local 
training programme for community-
based rehabilitation staff. Certificate/
Diploma was developed in 2010 with 
the SICHE to improve future staff’s 
basic qualifications. Expanding or 
upgrading this programme may ease 
reliance on foreign workers. 

Source: Pearson, 2011.
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enough to rectify the problem, and staff morale and 
performance is still low (Maike, 2010). 

There are differences in the terms and conditions of 
nurses between hospitals. For those working in the 
NRH, nurses have access to a shuttle bus, particularly 
late at night for security. Nurses in church-run 
hospitals do not have this service and are paid a lower 
wage than their public service counterparts. However, 
their housing is of better quality and other services 
are subsidized (MHMS, 2005).

Poor performance is not reprimanded. Disciplinary 
measures are rarely implemented unless there is a 
very serious infraction, despite national disciplinary 
procedures being in place (MHMS, 2011b).  Similarly, 
good performance is not rewarded. 

Average number of hours worked per week per HRH 
category
As outlined in the Labour Act 1984, public service 
workers are not obliged to work more than 45 hours a 
week (Government of Solomon Islands, 1984). However, 
there are no data available on the extent of overtime 
performed and the implications of this on the budget. 

Absenteeism
Absenteeism is particularly problematic in most health 
facilities across the country (with the exception of the 
NRH). There are no empirical data available on staff 
attendance because of the lack of adequate record 
keeping. Punctuality is also a problem.

Motivation
There are a few incentives to improve the retention 
of health workers. In 2004, an agreement was 
reached with doctors providing them with extensive 
allowances. These allowances include:

• special duties allowance – an extra 33% on top of 
the mean salary step for the grade;

• multi-shift allowance – an extra 25% on top of the 
mean salary step for the grade;

• domestic allowance – an extra 25% on top of the 
fortnightly basic pay;

• danger duty – SBD 9100 per year (SBD 350 per 
fortnight);

• transport allowance – SBD 6500 per year (SBD 
250 per fortnight);

• provincial allowance – an extra 20% on top of the 
mean salary step for the grade;

transport loan guarantee – up to SBD 50 000 for 
vehicle duty exempt from GST (HK Logistics, 2012).

Management structure

Many of the problems identified by the MHMS in 
its National Health Strategic Plan 2011–2015 can 
be resolved by improving the organization and 
management of current resources rather than 
by increasing finances (MHMS, 2011b). However, 
management of HRH is difficult, as the MHMS does 
not always have the necessary authority to manage 
staff. The multiple levels of administration require 
many consultations which reduces effectiveness and 
efficiency (Manumu & Iniakwala, 2004).

There is a lack of co-ordination between the 
headquarters and provinces, and between the 
provinces themselves. Employment standards are 
not the same, a consequence of the salaries of 
provincial staff being financed from different sources 
(central public service, provincial health budget, the 
community and local politicians) (Kafoa, 2011).

Supervision mechanisms
The Registry Unit at the MHMS has a performance 
review form, which is used for promotion 
recommendations and yearly increment approvals. 
This form can also be used to analyse training needs 
(Kerse, 2012). However, the job descriptions for many 
posts are out of date resulting in health workers 
being unclear of their work responsibilities. The lack 
of job descriptions also means there is little to guide 
to performance reviews. Management systems and 
attendance records are also lacking (Kolae, 2011a).

The promotion of health workers is not always based 
on work performance and merit. Cases of nepotism 
and promotions based on community or faith groups 
are not uncommon (MHMS, 2011b). 

The current structure of the health-care system leaves 
workers with few opportunities to contribute to and 
voice their concerns on various matters including 
services planning, continuity of care, transparency of 
communication between levels of referrals, resources 
and infrastructure, health information systems and 
patient care (MHMS, 2005).

Physical environment and access to essential 
equipment and supplies/resources
The Infrastructure Unit at the MHMS estimates that 
70–80% of all health facilities need either major repairs 
or replacement, the cost of which is not known because 
there is no infrastructure plan in place (MHMS, 2011a).

The quality of hospital infrastructure across the 
country varies according to its geographical location, 
harshness of the tropical conditions, conflict and level 
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of maintenance (Natuzzi et al., 2011; Auto et al., 2006). 
All hospitals experience shortages in medicine, power 
and equipment, and, to some degree, staff, with the 
worst shortages occurring in the outer provinces. The 
civil unrest destroyed much of the infrastructure and 
militia groups took hospital boats, radio equipment 
and fuel. Much of this equipment is irretrievably lost 
(Auto et al., 2006). There is a lack of coordination in 
identifying, repairing and maintaining health facilities 
due to the need to develop minimum standards for 
future infrastructure development.

Currently, all hospitals have some type of laboratory 
facility that can complete a full blood examination 
and malaria microscopy. However, there is little 
capacity to do a differential white cell count, blood 
screening for hepatitis B or HIV, and no culture 
facilities or bacteriological sensitivity testing, even in 
Honiara. Six hospitals have X-ray capabilities, 40% of 
the hospitals have a functional anaesthesia machine, 
80% of hospitals have a rain-water tank but there 
are no ventilators, critical care beds, computerized 
tomography scanners or mammography services in 
the country. Cytology and pathology specimens are 
processed at the NRH but are then referred to the 
Royal Brisbane Women’s Hospital in Australia for 
results which can take up to six weeks (Natuzzi et 
al., 2011). Deliveries of medicines to the hospitals 
are infrequent, and dependant on the availability of 
resources for transportation (Auto et al., 2006).

The Role Delineation Policy of 2012 defines the level 
of services and functions (‘packages of care’) to be 
provided at each type of health facility. From this, 
the Guidelines for Minimum Standards for Health 
Clinic Infrastructure was developed and focused 
on cost-effective infrastructure development. Many 
health facilities were found not to be up to minimum 
standards and the MHMS Executive Group are currently 
discussing how to upgrade them (Kerse, 2012).

Communications between the outer islands and 
Guadalcanal are conducted via telephone, dial-up 
Internet or, more reliably, shortwave radio. Patient 
transportation between provincial hospitals, the NRH, 
and health clinics is by ferry, outboard motorboats, 
canoe or plane. The average distance travelled to 
receive treatment at the NRH exceeds 240 km and 
ranges between 40 km and 600 km. Transportation, 
which is free to the patient, costs the MHMS US$ 

250  000 a year (Natuzzi et al., 2011). However, 
transportation is neither efficient nor adequate.

Telemedicine has been utilized since 2000 in the 
NRH, Gizo and Kilu’ufi hospitals. Internet access costs 
US$ 486 per month (2009) for 512 kb bandwidth 
at NRH, half this at Gizo hospital. The NRH has 100 
computers, approximately 60 of which are connected 
to the Internet. Gizo has 15–20 computers and 
Kilu’ufi has 1–2 computers, all with Internet access. 
Telemedicine provides support to doctors in remote 
areas and improves patient care. However, slow 
Internet connections, poor infrastructure, high costs, 
and poor information technology (IT) infrastructure, 
coupled with a lack of IT maintenance, has hampered 
its effectiveness (Martiniuk et al., 2011).

5.3  Unemployment

At the start of 2012, 131 new graduates were yet to 
be deployed. These included:

• medical practitioners – 6
• graduate/registered/professional nurses – 93
• dentists – 2
• pharmaceutical personnel – 6
• medical and pathology laboratory technicians – 6
• medical imaging and therapeutic equipment 

technicians – 4
• community-based rehabilitation workers – 14.

There were also a total of 215 vacant established 
posts, over 40% of which are in the nursing sector, 
followed by environmental health (10.7%), medical 
practitioners (8.8%) and pharmaceutical professionals 
(8.8%) (Table 17). Most of the vacancies are based at 
the NRH. However, a partial freeze on recruitment has 
contributed to this number.

5.4  Employment of health workers in the 
private sector

There is little information available on the private 
sector. There are an estimated 10 private health 
facilities employing 48 staff. However, the private 
data provided by the MHMS for this report are 
unlikely to be accurate. They do not include any 
private sector doctors and dentists, as some medical 
practitioners have dual roles, using their private work 
to supplement their government incomes. 
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6. Financing HRH

6.1  HRH expenditure

In 2009, 34% of the total health budget was allocated 
for wages and salaries (US$ 20 388 030) and 3% for 
training and conferences (US$ 1 798 944). Out of 
the total budget, 8% was allocated to nine provinces 
(US$ 4 797 184). This allocation also included wages 
for DWEs who are not counted as part of the MHMS 
wages and salaries budget (Maike, 2010; World Bank, 
2011). 

The church-run hospitals also receive funding from the 
government and the HSSP. In 2010, approximately 70% 
of the allocated funding was for wages and salaries:

• Helena Goldie Hospital spent SBD 848 950 (total 
funds SBD 1 212 786);

• Atoifi Hospital spent SBD 1 235 950 (total funds 
SBD 1 765 643); and

• Good Samaritan Hospital spent SBD 422 625 
(total funds SBD 603 750).

However, these totals do not include funding from 
private donors or the churches (Pearson, 2011).

Unfunded salaries (those that fall outside the budget 
allocated by the Ministry of Finance) are a major 
problem in the NRH, particularly, the funds that will 
be needed for the expected large rise in medical 
graduates returning from Cuba in 2014 and 2015. In 

addition, the MHMS operational plan identifies a need 
to significantly expand these numbers (MHMS, 2011a). 

6.2  Remuneration of health workers

Public service staff can be employed directly by the 
MHMS, NRH and provinces (secondment), or as direct 
wage employees. The latter are employed by the 
provinces and are not included in the MHMS’s public 
service payroll. They include nurse aides and support 
staff such as cooks and cleaners who fill in gaps. In 
the absence of a facilities development plan, decisions 
to build new health clinics tend to be impromptu or 
are made for political gain. Consequently, when they 
are built, there is a shortfall in the number of health 
workers available to staff them and employed staff 
become DWEs. This means that their salaries make up 
a large proportion of provincial grants, which leaves 
less funds for operational activities (Maike, 2010). 
DWEs are funded either by the provinces directly or 
through provincial grants from the MHMS. Health 
workers paid from grants are disadvantaged because 
seconded staff salaries are protected first. They are 
also paid less than DWEs who are employed directly by 
the provinces and have worse terms and conditions. 
However, provinces continue to employ them as they 
offer flexibility in helping with surges in demand 
(Pearson, 2011).

Table 17. Total vacant posts by urban/rural area (%) and health professional category/cadre, 2012

Health professional group/cadre Total Urban (%) Rural (%)
Medical practitioners 19 63.2 36.8

Dentists 6 83.3 16.7

Dental assistants and therapists 6 83.3 16.7

Nursing professionals 92 83.7 16.3

Medical and pathology laboratory technicians 11 81.8 18.2

Medical imaging and therapeutic equipment technicians 6 66.7 33.3

Pharmaceutical professionals 19 31.6 68.4

Environmental and occupational health inspectors and associates
23 8.7 91.3

Physiotherapist 3 100 0.0

Public health workers 12 0.0 100

Non-health professionals 6 66.7 33.3

Clerical support workers 5 100 0.0

Domestic and support workers 7 42.9 57.1

Total 215 62.8 37.2
Source: MHMS (personal communication), 2012.
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Wages and conditions between established, seconded 
and DWE staff vary. Despite the established and 
seconded staff having the best conditions, their 
schemes of service are not similar as job descriptions 
and staff movement are still dependant on different 
managerial decisions. The Public Sector Improvement 
Programme (2008–2010) had aimed to review these 
schemes and reduce their effect but the ability to 
multi-task or substitute roles has been reduced 
(Pearson, 2011). Public service health workers are paid 
1.5 times the regular rate for overtime work or work 
on weekends; and double the regular rate for work on 
public holidays. The minimum wage is SBD 1.50 per 
hour (Government of Solomon Islands, 1984).

The salary structure of each health occupation 
depends on the schemes of service applied. In 2012, 
the salaries of MHMS staff ranged from SBD 1305.39 
to SBD 5429.87 per month, with doctors entering 
the workforce at Level 9, Stage 1. The Cabinet has 
approved the costings and appropriations for this 
structure for 2014.

Rural doctors should receive an annual 20% bonus 
as an incentive, but it is unclear if it is actually paid. 
There is, however, still much discussion over the level 
of nurses’ salaries, which have contributed to low 
morale (Maike, 2010). It has been suggested that the 
development of a private hospital may help to address 
salary issues, but there were concerns that this might 

lead to large numbers of workers leaving the public 
workforce which would undo years of government 
investment in health personnel (MHMS, 2005). At the 
time of writing, there was no information available on 
whether any progress had been made on this proposal.

Donors also fund a small number of positions on fixed-
term contracts in the MHMS. Salaries and conditions 
are similar to seconded staff and employees in these 
donor-funded positions often have a good chance of 
becoming a seconded staff member at the conclusion 
of the contract (Pearson, 2011).

The NGO-run hospitals and affiliated rural health 
clinics and nurse aid posts have their own wage 
structure similar to DWEs but the terms and conditions 
are not as comprehensive as seconded staff (Maike, 
2010, Solomon Islands Ministry of Health and Medical 
Services, 2005).

Salary and remuneration data is only available for 
medical practitioners and nursing personnel (Table 18). 
Entry level doctors are paid an average basic (before 
allowances are added) of approximately SBD$50,300 
annually, rising to SBD$87,700 for consultants. Entry 
level nurses are paid a basic salary of approximately 
SBD$26,300 per year. This can increase to SBD$40,500 
annually for highly skilled clinical nurse consultants.

Table 18. Average basic income levels by professions in 2012

Health professional group/cadre Level Average monthly salary 
(SBD)

Health professionals

Generalist medical practitioners Resident medical officer 4193

Specialist medical practitioners
Medical registrar 5180
Senior registrar 5802
Medical consultant 7309

Advanced practice nurses Clinical nurse consultant 3377

Graduate/registered/professional nurses
Registered nurse 2190
Clinical nurse 2982
Nurse manager 3471

Nurse aides/nurse assistants Nurse aides 1343
Health service management Head of department 8817

Source: MHMS, 2012
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7. Governance of HRH

7.1 HRH policies and plans 

The MHMS has placed human resources at the top of 
its policy agenda (MHMS, 2011b). Despite this, there 
is currently no HRH strategic plan in place, although 
the government is developing one in conjunction with 
its partners, including AusAID, WHO and World Bank 
(MHMS, 2011b). 

In the long term, the MHMS will be unable to 
manage the sector effectively without systematically 
upgrading the skills and capacity of its workforce. 
However, its ability to reform the sector is hampered 
by the fact that the PSC is responsible for setting 
the terms of service for all public service employees 
(MHMS, 2005).

7.2 Policy development, planning and 
managing for HRH 

The MHMS is currently operating according to the 
National Health Strategic Plan 2011–2015. The plan 
was developed by the Policy and Planning Division 
of the MHMS with contributions from a range of 
stakeholders including provincial premiers and 
secretaries, representatives from health-related NGOs 
and development partners, provincial health directors 
and MHMS programme directors (MHMS, 2011b).

Leadership at the top of the health system is unstable 
due to frequent resignations and appointment 
changes. In the first half of 2009, there were three 
different appointments to the position of Permanent 
Secretary. In addition, two out of the three under-
secretaries and eight of nine provincial directors were 
new appointees (Maike, 2010). 

The health system is centralized and there is little 
support for change because it is thought that before 
authority can be delegated to the provinces, central 
management should be much more efficient (AusAID, 
2009). The MHMS is top heavy, with most signature 
authorities, funding and managerial decisions made in 
Honiara. An objective has been outlined in the National 
Health Strategic Plan 2011–2015 to prepare a MHMS 
decentralization plan that defines new responsibilities 
for each authority, and provides training and support 
for the provinces to help them effectively manage 
staff after a possible change (MHMS, 2011b). 

At the provincial level, the Provincial Health Director 
is responsible for staffing, budgets and service 
delivery. Each provincial hospital is linked to public 
health and primary care services (MHMS, 2005). 
However, it is difficult for provincial-level workers to 
plan local services. They are still reliant on manuals 
and handbooks as supervisory outreach and clinical 
outreach services provided by senior medical and 
nursing staff are infrequent due to staffing, funding 
and transportation problems (AusAID, 2009). 

The development of a Manpower Office within the 
Human Resource Department in the MHMS has 
coincided with a comprehensive effort to quantify all 
staff employed in health care throughout the country 
(MHMS, 2011b).

7.3 Professional regulation

Medical and dental
The Medical and Dental Board was established 
under the Medical and Dental Practitioners Act 1990 
to register medical and dental practitioners, and 
regulate training for these professions (Government 
of Solomon Islands, 1990b). 

Medical graduates are assessed using an established 
methodology to determine their competency prior 
to being recommended to the Medical Board for 
registration (Kerse, 2012).

Nursing
The Solomon Islands Nursing Council operates under 
the Solomon Islands Nursing Council (Amendment) 
Act 1997 and covers registered nurses, midwives 
and nurse assistants. Registration is a two-step 
process. Graduates who complete the Diploma in 
Nursing from the SICHE enter a 12-month probation 
programme (Part A). Upon successful completion 
of this programme they are given full registration 
for life (Part B). However, there are no differences 
in competencies in parts A or B as the probation 
programme includes an orientation course in working 
within the MHMS, and refresher theory courses in the 
diploma course (MacManus, 2008). Expatriate nurses 
must have a valid qualification and registration from 
another country as well as a work permit, and have 
paid a fee. However, these nurses are not approved 
based on their competencies. Disciplinary matters are 
examined by the Nursing Council Investigation Officer 
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and any actions are based on the PSC’s disciplinary 
processes which may result in de-registration (JCU & 
AUT, 2011).

Pharmacy
The Pharmacy and Poisons Board was formed under 
the Pharmacy and Poisons Act 1988 and is responsible 
for keeping a register of pharmacists in the country 
(Government of Solomon Islands, 1988). 

Other health workers
All other health workers are registered with the Health 
Workers Board operating under the Health Workers 
Act 1990. The former’s role is to identify the various 
categories of health workers, impose respective 
qualifications, register health workers, maintain 
professional standards and accredit training institutes 
(Government of Solomon Islands, 1990a).

7.4 HRH information systems

The Registry Unit at the MHMS has comprehensive hard 
copy files of all public sector staff and it is thought 
that this information could be used to predict MHMS 
short-, medium- and long-term needs for human 
resources. Data are being entered into an electronic 
spreadsheet, but an efficient HRH database needs to 
be developed to facilitate better HR policy-making and 
planning. The Statistics Unit at the MHMS finalized 
a data collection form in 2009 that is completed 
regularly by health facilities (Kerse, 2012). However, 
there are several parallel information systems that do 
not always complement each other, and sometimes 
duplicate information in the MHMS. Also, data from 
each information system are not always given to the 
Statistics Unit or collected centrally (Kerse, 2012; 
Maike, 2010).

At its most basic, there is poor communication within 
and between the MHMS and health facilities. This 
is a due to a combination of a lack of functioning 
equipment (telephones, Internet and fax machines), 
a culture of information hoarding and a lack of 
understanding of the importance of health information 
systems (MHMS, 2005). 

The monitoring of national health and HRH goals 
have been outlined in the National Health Strategic 
Plan 2011–2015. It is expected that evaluations will 
be completed by mid-2012 and in the fourth year of 
the plan in 2014.  It is important, therefore, that the 
health information system is effective and functions at 

all levels, particularly as the national plan is linked to 
almost two dozen other national and provincial plans 
(MHMS, 2011b).

7.5 Health workforce requirements 

A 2011 analysis by the MHMS comparing current 
staffing levels with health care demand showed 
that NRH doctors could experience an increase of 
almost three times as many patients and six times as 
many outpatients. NRH nurses could see up to three 
times more outpatients, but inpatient workloads 
are balanced. Provincial nurses are estimated to be 
able to provide care to twice the current demand, 
while the analysis revealed that provincial doctors 
who provide both clinical and public health services 
are overworked. However, it is difficult to ascertain 
which services are in highest demand and how to 
best distribute the available skills due to the poorly 
functioning health information system (MHMS, 2011b). 

In order to determine future health-worker needs, 
a projection was calculated starting with the base 
establishment post number from the current year 
(2012). Assuming population growth remains stable 
at 2.06% and the current health-worker to population 
ratios remain the same, the workforce is expected to 
increase by 231 workers in the five years to 2017, and 
by another 263 in the five years from 2017 to 2022 
(Table 19). 

To determine the gaps in the number of health 
workers between the current and projected figures 
above, the number of health workers required to 
be recruited has been approximated for the next 10 
years (2012–2022) (Table 20), and also takes into 
account workforce ageing, expected resignations and 
increased population needs. The assumptions are 
listed below.

• Projections have been applied to current (2012) 
established post numbers.

• Ageing of the workforce as retirement is compul-
sory at 55 years. The health workers whose ages 
are unknown ages have been divided by eight 
in each cadre (to account for the number of age 
groups) and added to the total number of pro-
spective retirements.

• Applying estimated exit rates from 2011 
(Table 16). For cadres with no exits in 2011 
recorded, the median of the six known exit rates 
(1.56%) was applied.
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• Stable population growth of 2.06% based on 
2010 growth rates (Table 19).

• The ratio of health workers to population has 
been maintained from 2012. 

It is estimated that between 2012 and 2017 (five 
years), 517 health workers will need to be recruited 
not only to cover attrition, but also to meet population 
growth needs. Between 2012 and 2022, 983 health 
workers will need to be recruited (Table 20).

Table 20. Projected number of health workers needed to fill established posts (current gaps), 2012, and 
exited posts, 2017 and 2022, by health professional category/cadre

Health professional group/cadre
Established 

posts
Health workers needed to fill all 

exited posts
2012 2017 2022

Medical practitioners 87 40 72
Nursing professionals 966 270 511
Dental practitioners 57 12 30
Pharmaceutical professionals 61 15 33
Medical and pathology laboratory technicians 36 10 21
Medical imaging and therapeutic equipment technicians 21 9 14
Physiotherapists 19 6 12
Environmental and occupational health and hygiene 
professionals

173 60 107

Health professionals not elsewhere classified 60 16 38
Clerical support workers 49 17 32
Domestic and support workers 158 62 113

Total 1 687 517 983

Source: MHMS, 2011b.

Table 19. Projected workforce requirements, by population and health professional category/cadre, 2012, 
2017 and 2022

Health professional group/cadre
Projected health workforce requirements
2012 

(Pop. 553 935)
2017 

(Pop. 623 380)
2022 

(Pop. 708 744)
Medical practitioners 87 99 112
Nursing professionals 966 1098 1249
Dental practitioners 57 65 74
Pharmaceutical professionals 61 69 79
Medical and pathology laboratory technicians 36 41 47
Medical imaging and therapeutic equipment 
technicians

21 24 27

Physiotherapy personnel 19 22 25
Environmental and occupational health and hygiene 
professionals

173 197 224

Health professionals not elsewhere classified 60 68 78
Clerical support workers and health-service managers 49 56 63
Domestic and support workers 158 180 204

Total 1687 1919 2182
Source: MHMS, 2011b.
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8. Concluding remarks

The deployment of health workers in the Solomon 
Islands is a major problem. From recruitment 
inefficiencies to difficulties in creating posts, and 

from low remuneration to poor working conditions, 
the magnitude of problems faced by the Ministry of 
Health and Medical Services is considerable. 
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Annexes

Annex A. Ministry of Health organizational chart
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Annex B. Distribution of public service health workers by gender (%), January 2013

Annex C . Distribution of public sector health workers by age (%), January 2013

Health professional group/cadre Total Female % Female
Medical practitioners 107 22 20.6

Nursing personnel 890 582 65.4

Nurse aides/nurse assistants 108 77 71.3

Dentists 27 9 33.3

Dental technicians and assistants 31 10 32.3

Pharmaceutical health workers 75 21 28.0

Medical imaging and therapeutic equipment technicians 21 6 28.6

Medical and pathology laboratory technicians 42 14 33.3

Physiotherapy personnel 25 10 40.0

Environmental health and hygiene professionals 180 42 23.3

Public health and health promotion 88 31 35.2

Social work and counselling professionals 13 6 46.2

Non-health professionals not elsewhere classified 148 87 58.8

Clerical support workers 58 32 55.2

Domestic and ancillary support workers 14 0 0.0

Total 1827 949 51.9
Source: MHMS, 2013.

Health professional group/cadre Total Not 
known < 30 30– 34 35– 39 40– 44 45– 49 50– 54 55– 59 > 60

Medical practitioners 107 6 17 33 25 17 6 0 2 1

Nursing personnel 890 4 154 195 290 118 58 49 19 3

Nurse aides/nurse assistants 108 4 20 19 36 8 5 10 5 1

Dentists 27 3 5 11 5 1 2 0 0 0

Dental technicians and assistants 31 0 7 5 7 6 5 1 0 0

Pharmaceutical health workers 75 8 20 13 15 6 9 3 1 0
Medical imaging and therapeutic 
equipment technicians 21 1 3 2 6 3 1 5 0 0
Medical and pathology laboratory 
technicians 42 0 8 6 4 12 7 2 3 0

Physiotherapy personnel 25 10 0 6 4 3 2 0 0 0
Environmental health and hygiene 
professionals 180 24 18 38 33 24 13 18 12 0

Public health and health promotion 88 6 9 19 19 18 8 9 0 0
Social work and counselling 
professionals 13 1 1 1 2 2 4 1 1 0
Non-health professionals not 
elsewhere classified 148 29 15 16 20 25 20 16 5 2

Clerical support workers 58 8 7 7 9 9 10 6 2 0
Domestic and ancillary support 
workers 14 0 2 2 0 5 4 1 0 0

Total 1827 104 286 373 475 257 154 121 50 7

Proportion (%) 100 5.7 15.7 20.4 26.0 14.1 8.4 6.6 2.7 0.4
Source: MHMS, 2013.
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Annex D. Distribution of health workers by rural/urban areas in selected categories (%), 
January 2013 

Health professional group/cadre Total
Urban Rural

N % N %
Medical practitioners 107 72 67.3 35 32.7

Nursing personnel 890 240 27.0 650 73.0

Nurse aides/nurse assistants 108 82 75.9 26 24.1

Dentists 27 13 48.1 14 51.9

Dental technicians and assistants 31 15 48.4 16 51.6

Pharmaceutical health workers 75 12 16.0 63 84.0

Medical imaging and therapeutic equipment technicians 21 11 52.4 10 47.6

Medical and pathology laboratory technicians 42 26 61.9 16 38.1

Physiotherapy personnel 25 7 28.0 18 72.0

Environmental health and hygiene professionals 180 0 0.0 180 100.0

Public health and health promotion 88 0 0.0 88 100.0

Social work and counselling professionals 13 0 0.0 13 100.0

Non-health professionals not elsewhere classified 148 98 66.2 50 33.8

Clerical support workers 58 12 20.7 46 79.3

Domestic and ancillary support workers 14 14 100.0 0 0.0

Total 1827 602 33.0 1225 67.0
Source: MHMS, 2013.
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