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NOTE 

The views expressed in this report are those of the temporary advisers in the 
Conference and do not necessarily reflect the policy of the World Health 
Organization. 

This report has been prepared by the Regional Office for the Western Pacific of 
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INTRODUCTION 

The key to sustained and effective health development in the 
Pacific island countries and areas is an efficient and relevant health 
workforce. This has long been recognized by the concerned governments, 
institutions and agencies, and was reiterated during the seminar on 
"Manpower Development Opportunities in the Pacific" held in Honolulu in 
November 1989. The Hawaii meeting identified major barriers to the 
appropriate development of human resources for health in the Pacific, 
namely: (1) inappropriate quantitative and qualitative data upon which 
to base policies and plans, (2) insufficient coordination between 
countries, areas, institutions and agencies concerned, and 
(3) inadequate mechanisms for sharing information and resources for the 
education and training of relevant health personnel. It was agreed that 
one of the important steps towards overcoming these barriers would be 
the development of health workforce information systems and plans 
covering the whole Pacific basin and aimed at developing human resource 
requirements for the 1990s and beyond. 

In line with these resolutions, the WHO Regional Office for the 
Western Pacific convened the "Conference on the Development of a Health 
Workforce Plan for the Pacific Islands". In preparation for the 
conference various working documents were commissioned including a 
survey of the Pacific islands' existing workforce planning procedures, 
availability and use of information concerning health workforce and 
requirements for further developments in this area. 

This report provides a summary of the deliberations and resolutions 
of the conference on health workforce planning in the Pacific islands. 

1.1 Objectives 

The conference was aimed to review the arrangements for health 
workforce planning in the Pacific islands and to draft a plan of action 
for strengthening both the national and sub-regional (Pacific islands) 
capacity for obtaining, maintaining and using pertinent information. 

The conference was also intended to enable the concerned 
governments, institutions and agencies to exchange information with a 
view to strengthening their collaboration in all aspects of human 
resource development and particularly in sharing training resources. 

The specific objectives were: 

(1) to analyse available information concerning the current status 
of human resources for health in the countries and areas of the 
Pacific; 

(2) to review national plans for the development of an appropriate 
health workforce in the Pacific basin; 
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(3) to identify common approaches and steps necessary for drafting 
a health workforce plan for all Pacific island countries and areas; 

(4) to identify the roles of WHO and concerned international donor 
agencies in the formulation and implementation of the plan. 

1.2 Participants and resource persons 

The conference brought together key policy-makers and planners from 
the Pacific islands together with representatives of governments which 
support health development in the Pacific, leaders of training 
institutions, experts in health workforce planning and WHO Secretariat. 

New Zealand and Australia, though not small island nations, are 
closely linked to developments in this area, as major aid donors and 
recipients of trainees. Similarly, the United Kingdom, France and Japan 
have also accepted responsibilities in this area. The United States of 
America has major involvement in the development of human resources 
particularly in its associated Pacific islands jurisdictions. 

The list of participants, resource persons, observers and 
secretariat is attached as Annex 1. 

1.3 Organization 

The conference took place at the WHO Regional Office for the 
Western Pacific, Manila under the chairmanship of Dr Isaac Ake with the 
support of temporary advisers and WHO Secretariat. The programme 
included keynote presentations, technical inputs concerning health 
workforce planning, country presentations and intensive focused group 
discussions. The delegates were provided with a large volume of 
documents and surveys, some of which had been prepared specifically for 
this meeting. The three-day meeting concluded with firm resolutions 
about the importance of health workforce planning and recommendations 
for further action. The agenda of the conference is provided in 
Annex 2. 

1.4 Opening ceremony 

In the opening address of the Regional Director (Annex 3), 
delivered by the Director of Programme Management, Dr Liu Guo-Bin, 
emphasis was put on the significance of human resources as the single 
most important factor in the development of health for the people of the 
Pacific. The Regional Director reminded the participants that while the 
Pacific nations are still concerned with the eradication of communicable 
diseases, they are increasingly challenged by problems associated with 
development, urbanization and the complex factors that make up a 
"life-style". 

To respond to these challenges, it is necessary to continue to 
build health infrastructures which can make equitable and efficient 
health care services possible for all people of the Pacific. 
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Attention was drawn to the Regional Director's Ira V. Hiscock 
lecture in which he stated that "human resources are the crux of the 
matter. If health personnel are appropriately educated and effectively 
managed, all other components can be maintained well. The same is not 
true the other way around: the best systems and facilities will be 
useless without an effective workforce". It was further stressed that 
collaboration in training was essential. "This is particularly critical 
in the Pacific where, because of their size, most island countries and 
areas cannot each sustain a viable system of training institutions of 
their own. This geographical reality presents the challenge of 
conceiving and designing cooperation arrangements in health personnel 
education which are unique to the Pacific." To this end the delegates 
were urged to share data and agree on a common framework for analysis. 
The conference was invited to suggest ways in which WHO can participate 
in the generation and subsequent implementation of programmes leading to 
the development of human resources. 

2. PROCEEDINGS 

Following the opening ceremony, Dean Jerrold Michael provided an 
account of the events and resolutions which led to this conference. He 
emphasized the importance for collaborative action and expressed 
appreciation for the leadership and support of the Regional Director, 
Dr S.T. Han. 

The technical overview of health workforce planning was provided by 
Dr Thomas Hall, WHO Consultant, who identified the components of 
workforce planning and stressed the significance of utilizing pertinent 
information in policy and management decisions. 

Following these presentations, the participating countries were 
invited to present their reports, with particular reference to: 

existing approaches to planning, 

availability and use of information on health workforce, and 

priorities for development in this area. 

These presentations were discussed with a view to identifying major 
issues which needed to be addressed by the conference. 

The second day of the conference commenced with a summary of the 
country presentations and the issues they had raised for further 
discussion. 

Professor Arie Rotem then presented highlights from the survey of 
the workforce planning situation in the Pacific island nations 
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undertaken by his team. The report of this survey was circulated in 
advance and excerpts are annexed to this document (Annex 4). 

A review of developments in training health personnel in the 
Pacific was provided by Professor Ia·.1 Lewis from the Fij i School of 
Medicine, Dean Jerrold Michael and Dr Roylinne Wada from the University 
of Hawaii and Dr Gregory Dever from the Medical Officers' Training 
Programme in Pohnpei. 

The remainder of the conference evolved around the discussion of 
three major issues: 

(1) the kind of information most needed and most useful to promote 
development of human resources for health in the Pacific basin; 

(2) the approaches to development and maintenance of appropriate 
information on human resources for health at national and 
sub-regional level; and 

(3) the support required to develop and maintain such information 
systems. 

The conference ended with the adoption of conclusions and 
recommendations. The closing address was personally delivered by the 
Regional Director, Dr S.T. Han, who made special efforts to return to 
Manila in time to address this forum. 

2.1 Summary of country reports 

Most countries have indicated a high priority concern for the 
improvement of health workforce planning and development. The 
presenters outlined their respective countries' health services 
structure with emphasis on the arrangements for planning. From these 
presentations, it is evident that most countries have made major efforts 
to improve their planning capabilities and to put in place support 
systems for planning. They were very supportive of WHO's initiative to 
facilitate the development of both national and sub-regional level 
information systems and plans for health workforce. The importance of 
coordination and sharing of resources, particularly in training of 
health personnel, was stressed repeatedly. The detailed country 
presentations which were tabled at the meeting are provided in Annexes 5 
to 14. 

2.2 Summary of discussions and activities 

2.2.1 Background 

In his account of the events that led to the present conference, 
Dean Jerrold Michael outlined the assumptions and resolutions of the 
meeting convened in Hawaii in 1989. Dean Michael emphasized the urgent 
need to assemble a more integrated system for collection, analysis and 
sharing of human resources and related data now available in parts, in a 
variety of separate places. 
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The full list of assumptions and resolutions from the Hawaii 
meeting is included in Annex 15. 

2.2.2 The components and utilization of health workforce plans 

Dr Tom Hall presented a conceptual model of human resources 
development which contains a supply and demand sub-system (Fig. 1). 

Fig. 1 

A CONClll'rUAI. MODEL FOR IIUMAN RESOURCE DEVELOPMENT" IC) 

/ / ... ... "\ , , , , 
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I TRAINED IIUJI.IAN RESOURCES FOR IIEALTII I 
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-Policies 
·Problems 
-Tasks and functions 

(; 

< ( 

< I------'lr-------« 

IIEALTII PERSONNEL DIlMAND SUIISYSTIlM 

I' 

Plaruting -> Recruiuncnl -> Selection --> Training --> SuperviSion --> Sian --> Evaluation 
development 

"Adapted from Fl1lI1k I. Moore. PhD. University of Texas School of Public Health. Houston. Texas. USA 

He provided definitions of key terms and suggested the type of 
information which may be useful for small Pacific island states. This 
information is contained in Annex 16. Dr Hall also briefed the meeting 
about his recent workforce planning activity in Papua New Guinea. The 
outline of his report is presented in Annex 17 as a useful guide for the 
content of a provincial level workforce plan. 

2.2.3 Training capabilities and requirements 

Professor Ian Lewis and Dr Jimione Samisoni reviewed the progress 
of the development of the Fiji School of Medicine. Dr Lewis stressed 
that these developments were undertaken with close consultations with 
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the Pacific countries and international agencies. The Fiji School of 
Medicine serves the entire sub-region of the Pacific island nations. 

The innovative nature of the programme at the Fiji School of 
Medicine was highlighted by Dr Jimione Samisoni. The curriculum will 
include various steps enabling candidates to progress towards a medical 
degree. The first step of the programme will prepare primary health 
practitioners who will be required to serve at the community level 
before being allowed to proceed to the subsequent steps of the medical 
course. 

The report concerning the current efforts to revitalize the Fiji 
School of Medicine is included in Annex 18 and details about the 
programme philosophy and approaches are presented in Annex 19. 

Dr Gregory Dever reported on the training programme for medical 
officers established in Pohnpei. The programme makes provision for a 
bridging course in language and science to compensate for inadequate 
preparation in previous education. This programme, as well as the 
course at the Fiji School of Medicine, is centred on problem-based 
learning. The prospects of linking the Pohnpei and Fiji School of 
Medicine programmes were briefly discussed with a positive outlook. 
Dr Dever's report is provided in Annex 20. 

2.2.4 Summary of health workforce development 

The survey of the health workforce development in the Pacific 
nations was commissioned by WHO in preparation for this conference. 
During the meeting Professor Arie Rotem provided a brief summary of the 
survey findings. 

The report looks 
availability of data, 
personnel management. 
are recorded below: 

at planning arrangements and capabilities, 
training resources and requirements and aspects of 
The major critical issues raised in the survey 

(1) Health Workforce Plannins. While most of the countries had 
national development and/or national health plans, few had extended 
these into comprehensive indicative or prescriptive health workforce 
plans. Although capability in health policy and broad health planning 
is present in most central health authorities, competence in workforce 
planning is limited. Limitations arise from lack of formally trained 
planning personnel and from problems in accessing and processing 
appropriate, accurate and up-to-date data. In countries having 
decentralized health service administrative arrangements, these problems 
are magnified. From the incomplete data reported, it is apparent that 
there is a need for attention to projection of workforce requirements, 
the present composition of workforces in terms of professional/non
professional mix, possibilities for personnel substitution and role 
extension, the distribution of personnel in relation to workload, and to 
implication of the aging of the present workforce. Very little 
operational research related to workforce planning is undertaken. 
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Inadequate numbers of staff, lack of appropriate knowledge and 
skills and low productivity were widely reported as major health 
workforce management problems. A wide range of incentives was reported, 
but their effectiveness in motivating staff is reportedly limited. 
Although most health authorities had provided job descriptions and 
written guidelines for certain personnel management processes, many of 
these were not regularly reviewed and updated. 

(2) Training. In some countries, training intakes are not clearly 
related to future staffing requirements. Widespread concern over 
shortages of competent training staff and some reported shortcomings in 
present curricula point to the need for cooperation in the training of 
staff and in the sharing of competently prepared curricula and 
teaching/learning materials. While the strengthening of in-country 
training programmes and resources is necessary, it is inevitable that 
most of the countries surveyed will continue to rely on out-of-country 
training of medical and dental officers, pharmacists and other highly 
specialized paramedical personnel and clinical support staff, such as 
laboratory scientists and biomedical engineers. Difficulty in 
obtaining adequately educated and well-motivated school leavers to enter 
pre-service training and shortages of qualified staff to pursue further 
professional studies and take advantage of fellowship opportunities were 
reported. 

The report of the survey has been documented separately and is 
available on application from the Development of Human Resources for 
Health Unit of the WHO Regional Office for the Western Pacific or from 
Professor Arie Rotem (address included in Annex 1). Excerpts from the 
report are included in Annex 4. 

2.3 Evaluation 

The participants expressed deep appreciation for the opportunity to 
share information and to consider approaches for health workforce 
planning and development. They congratulated the Regional Director and 
his staff for their leadership in supporting human resource development 
and expressed their commitment to collaborate in any way possible. 

The presence of senior health officials together with planners and 
trainers enabled critical issues to be considered from different angles 
and was considered most effective. 

The atmosphere of the conference was congenial and cooperative. 
Participants felt they had gained a better perspective of the situation 
and were looking forward to the implementation of the resolutions they 
had recommended. 
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3. CONCLUSIONS AND RECOMMENDATIONS 

The following resolutions were adopted by the delegates to the 
conference: 

(1) It is recognized that strategic planning of the health 
workforce depends on the strength of national planning efforts. 

(2) It is recommended that countries should designate the 
responsibility for workforce planning and provide appropriate 
resources for its implementation. 

(3) It is recommended that the planning of the health workforce 
should be undertaken with wide managerial and political 
participation and commitment. This should include involvement of 
agencies and institutions outside the health sector. 

(4) It is recommended that support should be provided to countries 
in their planning efforts through provision of guidelines, 
technical collaboration, and training. 

(5) It is recommended that selected information and products 
useful on a regional level should be identified as a basis for a 
Pacific island nations information system on health workforce. 

(6) It is recommended that the key areas identified for a regional 
information system should include: a common definition of 
categories of staff, information about training, and information on 
supply and requirements of health workforce. 

(7) It is recommended that a mechanism of cooperation between 
countries should be established to improve their capability to 
plan, train and manage human resources. This will include regular 
meetings of working groups and periodic regional meetings. 

(8) It is recommended that a technical working group/task force 
should be convened in order to finalize the guidelines for national 
health force planning and select essential information for a 
regional data base on human resources. This working party should 
consolidate and expand on the guidelines and information presented 
and discussed in this conference. 

(9) It is recommended that WHO should continue to play a major 
coordinating role in health workforce development efforts with the 
support of designated regional resources. 
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12 - 14 NOVEMBER 1990 

Distinguished Guests, Ladies and Gentlemen: 

On behalf of our Regional Director, Dr S.T. Han, I would like to welcome 
all of you to Manila and the World Health Organization's Regional Office for 
the Western Pacific. The presence of so many distinguished people here today 
clearly reflects the importance which we all attach to the subject matter of 
this Conference. If he were able to join us at this time, I am sure that 
Dr Han would be very pleased because he gives very high priority to the area 
of human resources for health, especially in the island countries of the 
Pacific. 

Almost exactly one year ago, under the leadership of Dean Jerrold Michael 
of the University of Hawaii, a seminar on health manpower opportunities was 
convened in Honolulu. Many of you, together with our Regional Director and 
some of his staff, participated in the discussions. These made it clear to 
all of us that human resources are the single most important factor in the 
development of health for the peoples of the Pacific. This Conference is 
WHO's response to the Seminar's unanimous call, adopted on 16 November 1989, 
for a continuation of the dialogue on human resources for health. 

The developing status of the Pacific Island economies is reflected by the 
disease patterns in that part of the world. Communicable diseases such as 
pneumonia, diarrhoea, malaria and tuberculosis continue to rank high as health 
problems in most countries. In addition, the problems associated with 
development, urbanization and the complex factors that make up a "life-style" 
are also emerging as important concerns. Thus degenerative diseases like 
hypertension and diabetes have become increasingly prominent in the health 
statistics of countries such as Fiji, Samoa and Tonga. This month the 
countries and areas in the Western Pacific Region are beginning a very 
detailed analysis of their health status in connection with the global 
evaluation of health-for-all strategies adopted more than ten years ago. 
However, from the currently available information, it is already apparent 
that, even if everyone of the health-for-all goals is achieved, many residual 
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health problems will remain and new challenges will emerge. Thus even today 
we must make preparations for health in the 21st century. 

This means that we have to continue to build up health infrastructures 
that will ensure effective, efficient and equitable health care for everyone 
in all countries, areas and jurisdictions of the Pacific. There are many 
important components of health infrastructure, such as physical facilities and 
management systems, but I believe you will agree with what our Regional 
Director said in his Ira V. Hiscock Lecture in Honolulu last year that "human 
resources are the crux of the matter. If health personnel are appropriately 
educated and effectively managed, all other components can be maintained as 
well. The same is not true the other way around: the best systems and 
facilities will be useless without an effective workforce". 

In many recent forums, including last year's seminar, we have been 
stressing the need for innovation, relevance and integration. These are the 
vital ingredients for developing a health workforce that can respond to the 
challenges of the 21st century. The Pacific Basin Medical Officers Training 
Programme in Pohnpei and the new curriculum to be introduced at the Fiji 
School of Medicine next year are good examples of innovation aimed at 
relevance. The objective is to produce health personnel who have been trained 
specifically to deal with problems and situations that are common in the 
Pacific island countries. 

Integration, the other crucial ingredient, is in many ways the most 
complex and challenging of the three. This is because it must be pursued at 
many different levels and involves a wide variety of individuals, groups, 
institutions, communities and societies. At one level, it requires close 
linkage between training institutions and service agencies so that they can 
reinforce each other. At another, it means promoting education efficiency 
through multiprofessional academic programmes. At a still more complex level, 
it means sharing information, technology and even resources among countries. 
This is particularly critical in the Pacific where, because of their size, 
most of the island countries and areas cannot each sustain a viable training 
institution of its own. This geographic reality presents the Challenge of 
conceiving and designing cooperative arrangements in health personnel 
education which are unique to the Pacific. 

In a sense, today we are beginning the process of integration in the 
development of human resourCes for health in the Pacific. Planning together 
is in itself an integrative process. It begins with sharing data and agreeing 
on a common framework for analysing them. This identifies common activities 
and initiates the process of resource sharing. 

We are all well aware of the difficulties and the complexity of actually 
evolVing an integrated health workforce plan for all countries in the Pacific. 
However, we have established a common purpose, which is the essential 
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prerequisite. The fact that we are all here today indicates that the 
consensus reached a year ago is still in effect. 

There is a clear realisation that we must work together to achieve the 
common goal of developing the most effective and efficient health workforce 
possible in this region. To do this, some initial steps must be taken, no 
matter how modest. I hope that in the next three days we will be able to 
agree on what these initial steps should be. 

The various working documents assembled by our Secretariat should help 
you in this task. I know that all of you have a great wealth of additional 
information and experience to enhance these materials. There is therefore 
every reason to be confident that the movement towards a health workforce plan 
for the Pacific islands will gain momentum during this Conference. 

It is anticipated that the conference will also suggest ways in which WHO 
can participate with you in the generation and subsequent implementation of 
such a plan. As in other areas of international health, the Organization will 
be in a position to coordinate the participation of other international donor 
agencies as well. 

In conclusion, I would like to recall the two Chinese characters for 
crisis which were mentioned during the lOOth graduation ceremony of the Fiji 
School of Medicine in December of 1988. The two characters represent danger 
and opportunity. Many of your countries and areas may also be approaching a 
crisis in human resources for health today. Let us hope that we are able in 
this Conference to seize the opportunity to ensure that the health 
achievements of this century are not only maintained but in fact amplified in 
the next. 
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EXCERPTS FROM THE SURVEY ON HUMAN RESOURCES FOR HEALTH 
IN THE PACIFIC ISLANDS 

Introduction 

The WHO Seminar on Manpower Development Opportunities in the Pacific, 
November 1989, recommended the improvement of collection, analysis and sharing 
of information related to human resources in Pacific Island nations. The 
Western Pacific Regional Office, WHO was asked to promote the activity as a 
matter of priority. 

This survey, sponsored by the Western Pacific Regional Office, WHO, 
reviews the current status of health workforce planning, health workforce 
training and development and some aspects of personnel management in Pacific 
Island countries. The report is to be submitted to the WHO Conference on 
Health Workforce Plan Development, Manila, November 1990, as a discussion 
document. 

Much of the information reviewed here was collected in the course of an 
interview survey during August-September, 1990. The countries visited were: 
Cook Islands; Federated States of Micronesia (FSM); Fiji; Palau; Solomon 
Islands; Tonga; Vanuatu and Western Samoa. 

Material was also obtained in response to a postal questionnaire from the 
Commonwealth of the Northern Mariana Islands (CNKI) , Guam, Kiribati, 
New Zealand and Papua New Guinea. Completed questionnaires from all thirteen 
countries and country profiles are appended as Annexes 1-13 in Volume 2 of 
this report). Published reports and other material from a number of sources 
was also reviewed in preparing this report. Some of the commentary reflects 
the authors' personal knowledge of health services in the Pacific countries. 

The scale and complexity of the health care systems in Australia and 
New Zealand are very different from those in other South Pacific countries. 
Consequently only occasional reference is made in the text to material from 
these two countries. 

The report includes a summary of findings concerning planning practices' 
and capabilities, current availabilities, current availability and utilization 
of health workforce, training of health personnel and aspect of personnel 
management. 

The report concludes with suggestions for the development of health 
workforce capability in Pacific Island countries and a tentative timetable for 
action. 
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To provide perspective on the relative populations to be served by health 
personnel in the countries included in this report, Table 1.1 gives for each 
country a rounded approximation of the size of its population and the reported 
number of its health personnel within the categories included in the survey 
questionnaire. The last column in the table gives for each country a recent 
estimate of life expectancy at birth and provides a reminder that populations 
with similar survival expectancies may have markedly different population: 
health personnel. 

As with Virtually all the statistical tables in this report, the figures 
in the following Table should be regarded as indicative rather than exact, 
reflecting the near universal problem of obtaining up-to-date, accurate and 
comparable data from a number of different sources. 

Table 1.1 Population, reported health service personnel numbers and 
life expectancy, selected Pacific Basin countries c. 1989 

Country Population Number of Population Life 
estimate health per health expectancy 

(approx. ) worker at birth 
(approx. ) 

Australia 16 000 000 300 000 55 75 

CNMI 38 000 250 150 50 

Cook Islands 17 000 130 130 66 

FSH 96 000 650 150 N/A 

Fij i 727 000 2 600 280 63 

Guam 124 000 970 130 73 

Kiribati 66 000 270 245 53 

New Zealand 3 300 000 63 500 SO 74 

Palau 12 000 120 100 66 

PNG 3 600 000 7 000 510 SO 

Solomon Island 306 000 1 000 305 60 

Tonga 95 000 400 240 63 

Vanuatu 150 000 410 365 60 

Western Samoa 161 000 420 380 64 
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Sources of health workforce planning data 

In all the countries reviewed most of the data required for health 
workforce planning at national, regional, institutional and individual level 
is presently recorded. This is inevitably so, because much of the data 
required for workforce planning is also required for managing the day to day 
operations of the health service, for personnel management, for budgeting and 
financial control, and for facility and other types of planning and for the 
conduct of training programme. 

Unfortunately the data is usually scattered through the records in 
offices of a number of agencies and their component units, and is not 
routinely collated into a readily accessible and usable form. 

Material relating to government health personnel is mainly located within 
the national health authority although not necessarily held or continuously 
updated in the central office. Other relevant planning data is held in the 
offices of public service and education authorities, the national demographic 
bureau, the finance ministry and perhaps in the offices of ministries haVing 
special planning responsibility, which may include departments of the 
President or Prime Minister, a ministry for internal or provincial affairs, a 
national economic planning ministry or national manpower planning authority. 

The more decentralised the system of government and of health service 
administration, the more scattered and inaccessible becomes the data required 
for national health planning. Also, the larger the non-government sector 
within the health field, the more difficult is it to obtain needed data. 

Projected increases in the health workforce 1989-1995 

Respondents in seven countries reported numbers of some categories of 
health personnel projected to 1995. Projections to 1995 for virtually all 
cadres were reported from CNMI, FSM, Kiribati, and to 1994 from the Solomon 
Islands. Projections for some categories were reported from the Cook Islands, 
Tonga and Western Samoa. Projections for all major cadres in Papua New Guinea 
up to the year 2000 were published in the PNG National Health Plan, 1986-1990. 

The projected percentage increase in total health personnel in each of 
the five countries for which information on virtually all cadres was reported 
is shown in the following Table. 
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Projected growth of health workforce, 
selected Pacific Basin countries, 1989 to 1995. 

Country Projected percentage Approzilll&te annual 
increase growth rate 

CNMI +112 +13 

FSK +35 +5 

Kiribati +31 +5 

PNG +19 +3 

Solomon Islands +19 (1989-94) +3 

It is noteworthy that in the two countries where workforce plans are most 
fully documented, PNG and Solomon Islands, the rate of increase projected is 
relatively low. Indeed in Papua New Guinea it was estimated in 1986 that, 
despite the projected growth in the total numbers of health personnel, in no 
cadre would there be an improvement in the population per staff ratio by the 
year 2000. 

The composition of the health workforce 

The factors which may influence the composition of a country's health 
workforce include:-

- policies and personal preferences pursued by high level decision 
makers, both past and present 

the funds available to finance health care 

the relative cost of practitioners at different levels within the same 
field e.g. nurse v. nurse aide emoluments 

• the degree to which services have become staffed by local personnel 
replacing expatriates 

the power of particular interest groups to influence staffing and 
training policies 

the degree to which policies espoused by international development 
assistance agencies affect national policies 

the scope for national staff to obtain employment in other countries 

the availability of school leavers with sufficient educational 
attainment and interest to complete pre-service training at a 
particular level 
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- the expectations and preferences of the population regarding the 
qualifications of those from whom health care is sought. 

In anyone Pacific Island country the interplay of some of these factors 
can be seen. The outcome of the interplay is demonstrated in the very 
considerable difference between countries in the mix of personnel constituting 
their health workforce. 

The diversity of mix is apparent in the following Table where the make-up 
of three occupational groups - medical, dental and nursing is presented as 
ratios calculated from data supplied by respondents in the countries surveyed. 
The ratio of medical to nursing personnel is also shown. 

In the same Table, the medical group ratio compares the reported number 
of general practitioners and specialists with the number of personnel reported 
under the deSignations of medical assistant, physicians assistant, health 
extension officer, health officer and, in the case of Vanuatu, nurse 
practitioners. Within the nursing group the number of professional nurses 
reported as registered nurses, nursing sisters, nurse supervisors, nurse 
midwives, public health and community nurses - is compared with the number of 
nurse aides. For dental personnel the number of dental officers is compared 
with the number of dental therapists or dental assistants. 

Because the way staff categories and their roles are defined differs from 
country to country comparisons between ratios should be approached with 
caution. Also the demarcation between categories of personnel in terms of 
work actually performed may be very "fuzzy". For example the work of an 
experienced nurse or, in some cases, a nurse aide may be virtually the same as 
that of a medical assistant; a medical assistant in a hospital may be doing 
virtually the same work as a medical officer. But despite the acknowledged 
limitations of the available data, it is clear that significant differences in 
workforce mix do exist between the countries surveyed. 

The necessity for or desirability of making alterations in any present 
mix must be determined in the light of the particular circumstances of the 
country concerned. It is unlikely at the optimal mix will be arrived at by 
simply applying ratios borrowed from another country's health service. 
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Country Medical:Nursing Medical Group Nursing group Dental group 
personnel Dr:HA RN:NA DO:DTh/DA 

CNHI 1:6.2 25:1 8:1 1:1 

Cook Islands 1:4.4 No HA's 2:1 1:1 

FSH 1:4.4 1. 5:1 2.5:1 1:3 

Fiji 1:4.4 3.3:1 No NA's 1:4 

Guam 1:2.9 20:1 3.9:1 1:3 

Kiribati 1:3.9 1:2 N/A 1:6 

Palau 1: 1.8 1: 1. 7 No NA's N/A 

Solomon Island 1:14.7 15:1 2:1 1:2 

Tonga 1:3.3 3.7:1 No NAs 1:1 

Vanuatu 1:8.1 1:1. 3 6.4:1 1:4 

Western Samoa 1:8.4 No HA's 2.5:1 1:2 

Notes: N/A - Not available 

(A) Dr - general medical practitioners and specialists; HA - medical 
assistants, physician assistants, health extension officers and 
health officers. 

(8) RN - registered nurses, nursing supervisors, nurse-midwives, 
public health and community nurses; NA - nurse aides. 

(C) DO - dental officers; DTh/DA - dental therapists, dental 
assistants. 

Health workforce distribution 

The achievement of an appropriate distribution of the health workforce 
among the population to be served is generally regarded as one of the aims of 
health planning. What is to be considered "appropriate" for a particular 
population is a matter to be determined by those responsible for the 
formulation of health policy. 
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The completed country ques·tionnaires'(Annexes 1-13, Volume 2 of this 
report), include the approximate percentage allocation of health personnel 
between main hospitals, district hospitals, health centres and health clinics. 
Not surprisingly, the great majority of staff in almost all categories are 
reported as based at either the main or district hospital, The categories of 
staff most frequently reported as based in health centres are medical 
assistants (however designated), nursing personnel, health inspectors or 
sanitarians, and dental staff, The only staff reported as based in health 
clinics are nursing personnel and, in the few reports where they are mentioned 
at all, community health workers, 

From the data collected in this survey it is not possible to assess the 
proportions of the workforce engaged on primary or higher levels of care, on 
"preventive" or "curative" activities, on intramural or out·reach services. 
Not is it possible to assess from the limited data whether there is an 
"appropriate" allocation of personnel resources between or within urban and 
rural popUlations, 

Undoubtedly urban/rural inequities as indicated by simple personnel 
population ratios do exist in these as in all countries, The use of 
Indicators of Standard Need (ISN) in Papua New Guinea has demonstrated marked 
inequities in the distribution of health personnel in relation to actual work 
load both between provinces and within provinces, The use of the ISN approach 
in other Pacific Basin countries would certainly reveal other inequities in 
personnel to workload allocation, But the extent to which the present 
distribution of health personnel within countries represents consciously 
formulated policy, the impact of apparent inequities in workforce distribution 
on community health and how they are to be redressed if this is thought 
desirable are matters for further inquiry in the countries concerned, At the 
present time the capacity to undertake these inquiries in the countries 
surveyed is limited, 

Overcoming local training problems 

Suggestions for overcoming local training problems included both 
proposals for local activities and expressions of need for technical and other 
forms of assistance, The most common suggestions relate to the training of 
trainers and training coordinators, curriculum development, overseas training 
of national staff and provision of expatriate resource personnel to provide 
in-country assistance with training, Specific suggestions are shown in the 
following Table on a country-by-country basis, 
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Suggestion for overcoming local training problems, 
selected Pacific Rasin countries 1990. 

Local activities suggested Assistance required 
by respondents 

Cook Islands 

Give greater attention to Training local personnel in 
selection of trainers and implementation and evaluation 
trainees of training programmes. 

FSM 

Give greater emphasis on Exposure of educators to 
education and educational international experience 
evaluation. and overseas training. 

Fiji 

Activate in· service training Training workshops with expatriate 
programme. resource personnel. Training of staff 

in new teaching methods. Up-date 
training programmes. Augmenting 
library resources. Overseas 
fellowships in nursing education. Use 
of telecommunications and TV for 
training rural area staff. Provision 
of transport, fuel, etc. for rural 
staff training programme. 

Guam 

Upgrade High School English and 
mathematics levels of entrants 
to pre-service training courses. 
Provide pre-nursing orientation 
programs to facilitate 
acculturation to college and to 
College of Nursing. Advisor for 
nursing students on one to one basis. 
Improve recruitment process and 
student retention rates. Intensive 
on- island and off-island recruitment 
of nurses to meet current crisis. 

Kiribati 

Recruit Public Health Nursing Training of senior staff for higher 
Tutor. Increase doctor qualifications in public health and 
involvement in medical assistant clinical work, e.g. overseas clinical 
training. attachments, MPH, etc. 
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Solomon Islands 

Increase allocation of funds for 
training facilities, equipment, 
facility sites. Recruit health 
professionals and specialists from 
overseas. 

Tonga 

Annex 4 

Linkage of local institutions with 
overseas training centres to provide 
in-country short courses. 

Elaborate existing manpower Technical assistance with curriculum 
policies into a plan for effective development and some aspects 
implementation. Give preliminary of curriculum implementation. 
training to programme coordinators/ 
teachers before taking up new role. 
Increase support for training from 
central administration. Develop 
system of monitoring and evaluating 
impact on the health care system. 

Vanuatu 

Identify training priorities. 
Develop coordination between 
sections in determining training 
needs. 

Vestern Samoa 

Develop training coordinators' 
skills in teaching, personnel 
management, staff appraisal, 
training programme assessment and 
evaluation. 

Expatriate trainers to give in-country 
training rather than sending nationals 
overseas. 

Provide local training in 
anaesthesiology, surgery and public 
health engineering. 

Technical and financial assistance in 
in development of training coordinator 
competence and in curriculum 
development and review. 

Utilization of major regional or overseas training programmes 

The survey questionnaire sought data regarding numbers of personnel 
undertaking major health professional training courses out-of-country. Kajor 
courses are those which lead to a professionally recognised certificate, 
diploma or degree or other professional qualification. Such courses are 
generally of at least one academic year's duration. From other information it 
is apparent that there was some under-reporting of utilisation of 
out-of-country training programmes which may suggest problems in maintaining 
training records or difficulties in accessing records at relatively short 
notice. Data from Papua New Guinea was not available at the time of compiling 
this report. 
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Allowing for some under-reporting, it is clear from the following two 
tables that institutions in four countries - Australia, Fiji, New Zealand and 
Papua New Guinea - provide the bulk of out-of-country professional training 
for health personnel in the eleven respondent countries. 

Recent utlllzatlon ot major out-ot-country traIning programs In 
medlcIne, dentistry and nursing, selected PacifIc BasIn countries.· 

Number of students by type of course 

Country In which Medicine Dentistry Nursing Total 
training conducted Under Post Under Post Under Post Students 

Grad Grad Grad Grad Grad Grad 

New Zealand 26 8 5 10 2 16 67 

Australia 1 4 3 1 23 27 59 
, 

FIJI 23 26 49 

Papua New Guinea 31 1 32 

Hawail, USA 3 5 1 9 

England 3 3 

Guam 3 3 

Philippines 2 2 

Thailand 2 2 

Israel 1 1 

Japan 1 1 

Malaysia I I 

Singapore 1 1 

USA (excl.Hawall) 1 1 

Totals 81 24 9 16 28 73 231 

• Retrpondeala were asked &0 repx1 utilluUoa for IhI! past iiV!' yean, bul DOt all reports eovered 11111 period. Data from 

CNMt. Cook Is .• FSM. Guam. KlrlbaU, Palau, Solomon I,., TonEa. Vanuatu and W. Samoa. 
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This table illustrates the contribution of institutions in Fiji, 
New Zealand and Papua New Guinea to undergraduate medical education and the 
involvement of institutions in Australia, New Zealand and Fiji in the post 
graduate education of nursing personnel. The heavy reliance of respondent 
countries on Fiji and Papua New Guinea for training in laboratory technology 
is apparent in the following table. 

Recent utllIzatlon of major out-or-country allied health scIence 
training programs. selected PacIrlc Basin countries. * 

Number of students by country of training Total 
Type of training 
course FIJI PNG NZ Aust- Sing- Mal- USA 

ralla apore aysla 

Lab technology 21 11 1 33 

Health inspection II 1 1 I 14 

Physiotherapy 10 4 14 

Radiography 1 2 1 3 7 

Health administration I 3 3 

Nutrition 3 3 

Pharmacy 2 1 3 

Health education 2 2 

Biomedical engineering 1 1 

Dental nursing 1 1 

Medical records 1 1 

Sanitary engineering 1 1 

Totals 35 15 14 13 4 1 1 83 

• Respondcnll were asked to report utilization fDr the past five yean, but DOt all reporta covered thl. period. 

Daw from CNMI. Cook Is .• FSM. FIJI. Cuam. Kiribati, Pal ... , Solomon Is., Tonp., Vanuatu and W. Samoa. 
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Fellowships - the "needs" list 

The procedure followed in preparing a list of needed fellowships for 
which external funding is to be sought differs in detail from country to 
country depending on such factors as the size of the health service and the 
government administrative structure. Generally the process involves input 
regarding training needs from regional or divisional service heads to a 
central point such as a planning unit or central administrative office. The 
list of requests for fellowships is considered either by a committee or, in 
the smaller health services, the chief of the central health authority, 
commonly with some consultation of relevant senior officers. Where there is a 
national health plan the requests may be considered in the light of the plan. 
The final "needs" list may require the approval of the national public service 
authority or some other agency such as the ministry of education before 
passing to the funding agency. When notice of availability of funding is 
received candidate selection can proceed. 

Different procedures may be followed for the allocation of scholarships 
for pre-service training, of fellowships for further training to be funded 
from local sources, and of externally-funded fellowships where information 
regarding availability of specific places initiates from the funding agency. 

Fellowships and scholarships - awardin~ procedures 

Applications for scholarship and fellowship places may be called for by 
some form of advertisement or candidates may be nominated by senior officers 
within the health service. The funding agency may prescribe criteria to be 
used in the selection process the following table lists the reported 
participants in award of fellowships. Although in all countries the health 
authority is involved, the involvement may be as member of a panel including 
representation of the public service authority, education ministry or other 
bodies. Because fellows will be absent from their posts for the duration of 
their fellowships, the ratification of awards by the public service authority 
is usually required. 

Countries Parties involved in award of fellowship 

CMNI The Governor, Director of Public Health and 
Environmental Services - sometimes senior 
administrators, DPH & ES. 

Cook Islands Director General of Health, representatives of 
the Manpower Development Unit, Public Service 
Commission, the Minister responsible for the 
Public Service Commission and the Public Service 
Commissioner. 

FSM State Directors of Health, Office of Human 
Resources. 

Fij i Permanent Secretary and Directors, MOH and 
Public Service Commission. 
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Guam WHO Fellowships Committee with representatives 
from DHSS, DHHSA, Guam Memorial Hospital, EPA, 
University of Guam makes recommendations to 
Director of Public Health Services, final 
approval by Governor. 

Kiribati Education and Training Committee, Ministry of 
Health and Family Planning. 

Palau Fellowships Committee (12 members - senior 
officers, BHS) 

Papua New Guinea Fellowships Committee (senior officers, DOH), 
Department of Personnel Management, Ministry of 
Education (pre-service scholarships only). 

Solomon Islands Pre-service scholarships - national Scholarships 
Interview Panel (includes health professionals). 
Fellowships - Under-Secretaries of Health, Heads 
of Divisions MHMS, National Training Unit/Public 
Service Commission. 

Tonga Scholarships - Scholarships Advisory Committee 
of MOE (includes MOH representation) 
Fellowships - Minister of health, national 
Health Selection Committee for Training (senior 
officers, MOH). 

Vanuatu Director of Health, PMO's, PNO, PAO, Health 
Planner MOH, Training and Scholarship Unit, 
Public Service Department. 

Western Samoa Minister of Health, Director General of Health, 
Heads of Divisions MOH, Selection Committee 
(representatives of government departments), 
Public Service Commission. 

Difficulties in obtaining suitable candidates for overseas fellowships 

Lack of appropriately qualified staff to take up overseas training 
opportunities was the most frequently mentioned problem, being reported by 
respondents in nine countries. Other difficulties specifically mentioned were 
inability of proposed candidates to meet entry requirements of overseas 
institutions; doctors not qualified to enter specialist training programmes; 
doctors with clinical responsibilities could not be spared to undertake 
further training; and lack of suitable candidates for training in equipment 
maintenance. One respondent noted the extra costs in time and money entailed 
where a 'qualifying year' overseas was required as a condition of entry to 
further training. In one country top high school graduates no longer make 
medicine their first career choice; in another few school children are 
interested in entering health professional training. 
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COUNTRY STATEMENT 
COMMONWEALTH OF THE NORTHERN MARIANA ISLANDS 

CONFERENCE ON THE DEVELOPMENT OF A 
HEALTH WORKFORCE PLAN FOR THE PACIFIC ISLANDS 

12-14 NOVEMBER 1990: MANILA, PHILIPPINES 

CNMI Background: 

The Commonwealth of the Northern Mariana Islands (CNMI), 
located in the Western Pacific, consists of 14 islands 
with a surface area of around 470 square kilometers; 
two-thirds of this area forms the three principal islands 
of Saipan, Rota and Tinian. 

Politically, CNMI has been under United States 
. administration since 1947. In 1976, the people of the 
Northern Mariana Islands voted to become a Commonwealth 
of the united states. The Commonwealth was inaugurated 
in 1978, and on 3 November 1986, officially joined the 
United states. 

The total popUlation of CNMI in early 1990 (1990 census) 
was 43,555, up 157% from 1980. Because of our economic 
boom, we have a number of various ethnic populations, 
mainly contract workers from the Philippines, the u.S., 
Micronesia, Korea, China, and Japan. We also have a 
heavy tourist population, which is increasing at about 
25% per year. The overall dramatic influx of persons can 
be demonstrated by the increase in number of registered 
privately owned vehicles - from 9,000 in 1988 to 17,000 
in early 1990. 

Health system: 

The Department of Public Health and Environmental 
Services is headed by a Director (Ministerial level) who 
is appointed by the Governor and serves as a Cabinet 
member. The CNMI health organization is characterized 
by a freestanding, independent agency responsible 
directly to the Governor, with all the characteristics 
of a supra-agency structure, encompassing not only Public 
Health Services but also curative (hospital) and 
environmental health protection services. 

The newly built Commonwealth Health Center is a unified 
medical center which accommodates inpatient and 
outpatient services, emergency care, diagnostic services 
and administrative offices. The CHC has 74 acute care 
beds available for medical, surgical, obstetrical, 
pediatric and acut~ ~ental health patients. €quipment 
is state-of-the art. And, being the principal medical 
center for the CNMI, the hospital serves as the primary 
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referral facility for the Rota and Tinian health centers. 
The goal of the CHC is to consolidate inpatient, 
outpatient and public health programs for the purpose of 
providing a systematic delivery of primary and secondary 
health care services that is efficient, effective and 
responsive to the needs of the entire resident population 
of Saipan, Rota and Tinian, and to develop local 
resources and availability of such services. This goal 
represents a significant reorientation in the provision 
of health services, particularly because it departs from 
the former hospital system as the model and now 
emphasizes preventive and primary health care. The goal 
also aims at inculcating a stronger sense of belonging 
and participation by the community. 

Health status: 

Although the residents of the CNMI enjoy a health status 
superior in many respect to residents of most other 
developing countries, the population continues to 
experience a great deal of avoidable mortality and 
morbidity, and non-communicable health problems. The 
birth rate continued to decrease annually from 1986 with 
22.5 births per 1,000 to 21.0 per 1,000 population in 
1987, down again in 1988 to 20.2 per 1,000 population. 
Because of the strong cultural emphasis on the family, 
in conjunction with a strong influence from religious 
organizations, as well as the continuing influx of 
contract work force (necessary given the tremendous 
economic boom), the birth rate in the CNMI shall probably 
remain high for some time to come. 

The following is a summary of health status information 
for the CNMI. 

The CNMI 
1986 = 
1987 = 
1988 = 

birth rates for: 
22.5 per 1,000 
21.0 per 1,000 
20.2 per 1,000 

population 
population 
population 

The CNMI death rate (average from 1980 to 1988) was 
5.51 deaths/l,OOO population. 

9.3% of all CNMI deaths from 1980 to 1988 were 
children under 4 years of age. 

The average infant mortality rate from 1980 to 1988 
was 16.9 deaths/l,OOO live births and fetal deaths. 

The average fetal death rate form 1980 to 1988 was 
18.9 deaths per 1,000 live births and fetal deaths. 
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The average neonatal death rate from 1980 to 1988 
was 12.6 deaths per 1,000 live births. 
The 3 leading causes of infant mortality from 1980 
to 1988 were (1) prematurity, (2) diseases of the 
respiratory system, and (3) diarrheal and intestinal 
diseases, with the remaining spread among congenital 
anomalies and all others. 

From 1987 to 1988, 13.5% of all births were 5th born 
or later. This means that one out of every six 
children is at high risk due to birth order alone. 

Hypertension and diabetes are the two most prevalent 
chronic preventable diseases in the CNMI. In 1986, 
diabetes was ranked as one of the top seven killers 
in the CNMI. 

As of April 1989, 346 children identified as 
handicapped, one to five years, were enrolled in the 
Handicapped Children's Resource Center program; 201 
were under 2 years of age. 

The 10 leading causes of death in 1988 were (1) 
malignant neoplasm; (2) all accidents; (3) diseases 
of the heart (4) cerebrovascular disease (stroke); 
(5) influenza and pneumonia; (6) homicide; (7) 
arteries and arterioles; and (8), (9) and (10) tie 
between suicide, nephritis, nephrotic syndrome, and 
other metabolic and immunity disorders. 

There is a high rate of dental caries among school 
children. In 1967, the 'decayed, missing, filled' 
ratio for 12-year-olds was 5.3; in the 1977/78 
survey, the ratio was 7.7; and the most recent 
survey conducted in 1986 showed a ratio of 11.1. 

Over 14% of all live births in the CNMI represent 
teenage mothers. It is common knowledge that 
teenage mothers tend to have a high rate of low 
birth weight babies. 

Health System Development: 

The Department of Public Health and Environmental 
Services has established a Division of Primary Health 
Care. This Division has consolidated outpatient and 
public health programs for the purpose of providing a 
systematic delivery of primary health care services that 
is responsive to the needs of the resident population. 
The project has consolidated public health and outpatient 
services. In addition, there is a common core of public 
health nursing, home and village health care, school 
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health services, communicable diseases epidemiology, and 
varied community based public health and environmental 
services. This program emphasizes public participation 
in the health care system. The strategies have taken 
into account other sectors, particularly health 
education, handicapped children, water, food safety and 
sanitation, and food and nutrition. For example, the 
Heal th Department has entered into a working relationship 
with the Public school system for educational and 
handicapped programs by linking and sharing resources. 
The Health Department also cooperates with private 
businesses and community to improve water and sanitation 
and to improve food safety and sanitation by sharing 
resources, both in expertise and funding. 

Approaches to Planning. 

There are two impetus of processes in the planning within CNMI; 
they are outlined as follows: 

National planning approaches, and Health planning approaches 
at the Department of Public Health and Environmental Services. 

The National Planning-' 

Members of the Governor's Cabinet are the planning and 
policy developing body, which involved in the development of 
the national plans. 

Special Task Force appointed by the Governor assigned to 
develop plans and policies. 

Special consultation through professional technical 
assistance through contracts or agreements, e.g., US PHS, 
WHO, SPC, and private institutions. 

National Legislature - planning and policies development. 

Health Planning Approach: 

Department of Public Health and Environmental Services 
(D/PH&ES) is the official health planning and policies 
development agency in the CNMI. 

Director of D/PH&ES- appoints Special Task Force to 
develop plans, for example, Mental Health Task Force, AIDS 
Task Force. 

Division Chiefs - members of the general health planning 
and policies development. 

Through special contract and agreement, e.g., University of 
Hawaii and private institutions as well as technical organizations 
such as WHO, SPC, US PHS, etc. 
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Health Manpower Planning and Development: 

The CNMI health manpower planning focuses on (1) 
upgrading indigenous management skills, (2) local health 
promotion and prevention, (3) strengthening the primary 
health care program, (4) developing partnerships 
involving public and orivate sectors and regional and 
Pacific institutions, (expansion of lIIaternal and child 
health prevention activities,l..and (5)" developing staff 
capacity for health professionals and ancillary health 
services. Priority is given to primary health care 
services. 

Continuing education for health professionals and 
paraprofessionals is now offered on a limited basis at 
the Commonwealth Health Center. Training, however, 
remains a problem both in terms of the available manpower 
pool and local funds to support training. WHO and other 
organizations and institutions continue to offer valuable 
training opportunities in the Western Pacific Region and 
elsewhere. Linkages have been established with the 
Northern Marianas College (Saipan), the University of 
Hawaii and other health institutions and agencies to 
allow health staff to undertake studies which will enable 
them to move up the career ladder, and as importantly, 
to upgrade their skills, knowledge, and motivate them to 
primary care. It should be noted that certain trainings 
are already supported through local funds and U.S. 
Federal programs. These are generally short-term, 'one
shot' continuing education opportunities. 

The Health Department, in collaboration with the Northern 
Marianas College, recently engaged the services of a 
University of Hawaii Consultant to conduct a pilot human 
resources in health survey on saipan. The focus of the 
survey was to examine existing personnel and their 
backgrounds and positions to determine needs for training 
and skill development, and to identify problems and 
issues pertinent to recruitment, hiring and retention, 
including upward career development that impact on 
training and preparation of human resources/health 
personnel for health care services in the CNM!. The 
survey is part of a Northern Marianas College/ Health 
Department effort to develop a plan for human resource 
development for health services. Several recommendations 
resulted: 

Establish a Training Division as part of the Health 
Department. 

Upgrade existing personnel through short-term 
trainings. 

Develop personnel policies that provide incentive 
for local personnel in job development. 
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Develop accelerated training programs and provide 
on-the-job training for health professionals and 
paraprofessionals. 

Provide in-service training and continuing education 
programs. 

Develop a pre-service program designed to introduce 
students at an early age to concepts about health and 
health career opportunities. 

Broader issues concern human resources for health 
services include health planning and policies 
development, both in terms of the CNMI itself and the 
CNMI as it relates to Regional health resources 
development. others include development of adequate 
health information systems and health systems research 
and technology. Again, given scarce resources, there is 
a need for Regional cooperation and collaboration if 
these issues are to be reso!ved. 
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COUlt'lRY REPORT: 

FIJI HEALTH SERVICES AND APPROACHES TO HEALTH PLANNING 
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WHO CONfERENCE- DEVELOPMENT OF A HEALTH 
WORKFORCE PLAN FOR THE PACIFIC ISLANDS 

FIJI HEALTH SERVICES AND APPROACHES TO HEALTH PLANNING. 

A country·s health needs are constantly changing and Fiji is like any other 
country in this regard .. New challenges, new opportunities, new constreints 
present themselves tlnd must be met by development and change in 
services provided. 

Fi ji's populati on in December, 1989 was estimated at 727,104: 
Fijian 351,966 (48.4%) 
Indians 337,557 (46.4%) 
others 37,581 (5.2%) 

Fiji is free from most tropical diseases. The Government is the main 
provider of health facilities in the country. It has 3 mejor hospitals which 
are located in major urban centres. In addition there are 15 Subdivisional 
hospitalS, 54 health centres and 92 Nursing stations covering rural and 
urban areas. Four specilised hospitals are also located in the capital city, 
Suva and provide both inpatient and outpatient services. There are two 
Mi ssi on Hospitals. 

Hereunder are some health statistics for Fiji: 

1I-IR 
Life Expectancy 
Neonatal Mortal ity 
Peri natal Morta I ity 
Maternal Mortality 

F ami I y Planni ng : 

15 per 1000 Li ve Bi rths 
6.5 years 
8.9 
11.8/1000 LiveBirths 

0·68 100,000 Live Births 

-Contraceptives Prevalence - over 27 % 
-Birth Rate - 25 per population 
-Rate of Natural Increase - 1.9% 
Young Age Structure ............ ( -about 38 % under 15 years. 

( - only 5% over 65years. 

Changi ng Nature of Di sease problems pose new chall enges to our hea Ith 
care system. Therefore our health services require additional resources 
(human, physical and financial resources) to meet these challenges. The 
changing pattern is from the traditional infectious disease to the 
"lifestyle" diseases ( cardiovaseculer diseases, cancer, diabetes, etc) 

, , , . 



- 49 -
Annex 6 

Since independence in 1970, the development of rurol heolth services hos 
been i ntensi fi ed through Il seri es of five yellr Nlllionlll Development Plllns. 
The Rurlll Helllth Services hils been essentilllly Il 3 tier system consisting 
of: ' 
-Subdivisionol Hospitllls for popullllions of 20,000-50,000 
-Helllth Centres- for popullltions ronging from 10,000-20,000 
-Nursing Stotions for popullltions from 2,000- 5,000 

Under this system, ellch subdivisiomll unit consist of : 
(i) 1-lediclll cllre including Illborotory ond x-rllY services. 
(ii) t-ICH including EPI find Fllmily Planning 

(Iv) Nutrition Services 
(v) Environmentlll Helllth Services 
(vi) Hefllth Educllt ion. 

In the eorly 1980's the estoblishment of the Villllge /Community Heolth 
Workers Schemes beglln in eornest Ilnd this had added Il new dimension to 
our 3 tier helllth service which, together with the outreoch tellms, the 
provision of rlldio telephone services to isoloted communities ond the 
Ilvoil obi I i ty of of medi col eVflcullti on by He I i copter hos resulted in Il 
comprehensive, coveroge of the populotion. WhIlt needs to be done over the 
medium-term to long-term is to strengthen find consolidllte the existing 
services through: 

(i) The development of Il Notional Heolth PIon by a Heolth Planning Unit. 

(ii)lmprovements /maintenance of existing facilities including Il ,;,Helllth 
Information System. 

(iii) Strengthening of Stllff (Humlln Resource Development PIon) both in 
terms of quanlity ond quolity. 

(iv) Adequote provision of t-Iedicol Supplies. 
;, 

(v) Provision of odequate physiclll fllcililies including transport. 

(vi) I ncrellse in fi mJnci al resource. 
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APPROACHES TO HEALTH PLANNING 

A National Policy and Planning Task Force was set up towards the end of 
1989 to look at the formulation of a nationel Health plan, Nationtll Heelth 
Policy, Netiontll Health Objectives, Nationtll Health Priorities, development 
of Policy Statements for all health programmes under Health Priorities, 
and Decentrtll i Stlti 01'\ of Hetl Ith Servi ces. 

Db j ecti ves Under 5 Year DP 9 

(i) To improve and provide appropriate, efficient ond effective health 
services in different areas particulllrly to those in depressed and rural 
tlre(lS 

(i i) To provi de preventi ve Ilnd pri mary hell Ith care; c I ini ce I end 
rehtlbilittltion ftlcilities together with tldequate health menpower to 
s(ltisfy the needs of both rural and urban population. 

(i i i) To develop and mai nttlin eppropri ete and qual ity hetllth care 
throughout the country. 

(iv) To ensure growth rete of popullltion i6 Ilttained in 611 sections of the 
community 6t eleve1 which is conducive to better standerd of living and 
economic growth. 

National Health Policy ( developed by Task Force) 

It shell be the right of every citizen of the Republic of Fiji irrespective of 
race, colour, creed, fiMncial circumstances or poverty to have access to a 
n(ltion61 health ~stem which provides 6 high qUfllity health service, the 

pY'ln~pal functio~Which is to promote, protect, mointoin, restore (md 
improve the heolth fmd well-being of the citizens of Fiji to the maximum 
extent possible 65 0 significflnt component of their quality of life. 

Not i anal Heal th: Pri ncipa{.. Db j ect i yes 

(j) To promote, protect, mtlinttlin restore and improve the heolth and 
well-being of the people of the Republic of Fiji tlS tl major component of 
their qU61ity of life. 
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Oi) To develop within the Ilvllilllble Nlltionel resources, II notionlll health 
services ( comprising, primary, secondary and appropriate tertillry heolth 
services), which is comprehensive, co-ordinated, intergrated accessible, 
responsive, balanced and equitable (in relation to services and finonce) ond 
in which primary heolth core health promotion and prevention of disease 
ore the central functions and primary foci of the heolth system. 

Notional Health Priorities 

1. HEALTH PROMOTI ON 
(j) Food and Nutri ti on 
(i i) Smoki ng 
(iii) Alcohol ond Substance Abuse 
(iv) Sexually Transmitted Diseases 
(v) Care of the Elderly 

2. HEALTH PROTECTION 
(j) EIWi ronMe"ta.LH=tH· 
\11) Food Quality Control 
(iii) Occupational Safety and Health 
(iv) Motor Vehicles Accidents 

3. PREVENTIVE SERVICES 
(0 I'laternal and Chil"d Heolth 
(i i) Communi cab Ie Di seoses 
(iii) Tuberculosis 
(iv) Acute Respirotory infections 
(v) Control 0 f Di orrhoeol Di sellses 
(vi) Expanded Programme on Immunizations 
(vii) Coronory HellrlDiseoses end Stroke 
(vi i i) Cancer 
(ix) Dillbeles 
(x) High Blood Pressure 
(xi) Dentel Heeltfl ,-
(xi i) F emil y Plonni ng 
(xiii)f"lenllll Helllth 
(xiv) Leprosy 
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4. HEALTH SYSTEMS IMPROVEMENT 
(i) Helllth Educlltion 
(iD Rurol Health Services 
(i i i) School Helllth Servi ces 
(j v) Hospi till servi ces 
(v) Rehllbilitlltion .unit 
(vi) Phllrmllcy Services 
(vi i) Helllth Mllnpower PlIlOni ng Ilnd Development 
(viii) Helllth Informlltion System 
(ix) Primllry Eye Cllre 

Pol i cy Stotements. 
Policy Stlltements Ilre being developed by the Tllsk Force for ellch of the 
above Heolth progromme under Helllth Priorities, eg., for MCH Progrllmme 
there is specific Policy, Gools, Strlltegies for Mother, for the Child for the 
Fllmily ond for the Mil)istry of Health. Activities ore being left to the field 
stflff fit Divisionol fll!f!;§.ub-Divisionfll levels to develop under their own 
District Heolth Plflns",must be reillted to the Nlltionlll Heolth PoliCY ond the 
no ti ona 1 Db j ect i ves. 

There is olso I'l WHO Manflgement Networl( Tal'lm est6blished which h6s 
developed District Health pillns at Divisional Ilnd Subdivisional levels. The 
Nl'ltional Tosk Force is co-ordinating with this MflOllgement Network to 
ensure that they ore .work. ing towl'lrds Ilchieving the some orgllnisllt ionlll 
gOllls Ilnd objectives. 

Decentralisation of Health Services 

It hos been the desire of the Ministry of helllth for 0 number of yeflrs to 
forml'llise the provision of helllth services and to fecilitllte its 
Ildmi nstrl'lti on through Il decentrlll i Sllti on Ilnd restructuri ng process. The 
present centrlliised adminstrotion system is 6 source of delllY (jnd 
frustrl'ltion to both hel'ld office ond divisioOl'lI/subdivision61 staff. The 
frustrl'ltion Ilnd,pelllYS ore compounded further by the ll'lck of public 
servi ce del egllti oils Ilt helldqullrters Ilnd di vi si onl'll I eve I to f Ilci! itote Ilnd 
speed up Ildminstrl'ltion. There is no Chief Executive Officer Ilt Divisionlll 
level responsible for the over611 Ildrninslrlltion and inlergr6lion of 
Ilospitlll Ilnd community health services. 

The need for restructuring becllme more urgent in recent yellrs because of 
the growth in popull'ltion end the increllsing cotnPlex~nd costs of the 
modern he6lth system needed to reduce the incidence .... severity of diseoses 
and to provide effecticve helllth services on I'ln equitflble basis. 
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The morked increilse in coronory heort ond other lifestyle diseoses hos 
roode it imperative to transfer the emphosis from curfltive to prevenliv~ 
heo Ith meosures, porti cui orl y heo Ith promoti on ond heolth educotion. 

With the ossistonce of y.tHO consultonts, 0 decentrolisotion proposol is 
now being considered for implementotion sometimesin 1991. Overseos 
consultoncy is olso being sought for 0 Heolth plonner to ossist in 
formuloting the Notionol Heolth pion including 0 Workforce Pion. 

The opprovol of the Public Service Commission is sought for delegotions of 
outhority to be given to the Permonent Secretory. The delegotions ore 
required to focilitote the restructuring of the Ministry Ilnd the 
estab Ii shement of the di vi si onal health servi ce bOl'lrds. These delegati ons 
ore the centrlll focus of the decentrlllislltion process- the object of which 
is to trllnsfer authority and responsibility for the dllY to dllY deliver-y of 
heolth services from headQullrters to divisional health services bOllrds. 

The expected outcome of Decentrolisotion ore 
(j) Better co-ordinlltion of services 
(j i) More rllpi d deci si on-mlll<i ng 
(i ii)I ncrellsed fi nanci III Ilccountflbil i ty. 
(iv) Improved Staff morale 
(v) Better provision of Health Services 
(vi) Mllrked improvements in efficiency Ilnd effectiveness 
(vii) Intergration of services 
(j x) t-Iore community parti ci Pllt i on 

Troining ond Monpower 

The t-linistry of Helllth hilS continued to provide its own helllth mt"lI1power 
to meet the notion·s needs. Trllining hilS continued ot these levels-

-Fiji School of Medicine - for all Mediclllllnd pllra-medical undergrduate 
training. -

-Fiji School of Nursing for bllsic Ilnd IlII post basic nursing courses 
-Speciolist post -grlldullte trllining oversells in the United Kingdom, United 
St~of Americo, South Ellst Asian countries Ilnd other countries. 

There is III so the short term· -'--:;:: recruitment of Expfltriote 
Consultllnts, Senior Clinicol Tutors find other Doctors on contrflcts through 
the PubliC Service Commission. 
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With the Ilssistllnce of the World Helllth Orgonislltions (WHO), the 
Austrillilln Government Ilnd other Funding Agencies, Il number of s'erving 
ofiicers Ilre Ilble to pllrticipllte in seminllrs, short courses, workshops IlnJ 
meetings. 

STAFF ESTABLlSHM.ENT- Ministry of Health (Refer Appendix!) 

MANPOWER PLANNING IS. DEVELOPMENT POLICY 

To provide the mfll1pOWer both interms of QUflntity and QUfllity, needed by 
the Health cllre deli very sys tem through the p Ianni ng, producti on find 
mElI10gemnt of human resources in the heillth sector. 

Gools 

1. To provide appropriate frflmework within which the Health Manpower 
process con take place efficiently. 

2. To f acil i tate the producti on of mllnpower through tlppropri flte trai ni ng 
. progrtlmmes. 

3 To optimise the utilisation of helllth mllnpower through proper 
deployment tlnd mllnllgement of stllff. 

Strotegi es_ 
1. Development of Helllth Service Structures in line with the nfltionlll 

policy objectives. 

2. Idenlificlltion tlnd projection of future manpower needs. 

3. PI flnni ng, progrllmmi ng Ilnd imp I ementClti on of hefllth educCl li onCl 1 
projects. 

4. Re-orgllni Sllti on. 
- reorgllni~llt ion Clnd decentrCl 1 i SClti on. 
- lntergrlltidn of preventive Ilnd curotive CClre services. 

HEALTH INFORMATION SYSTEM 

This is being developed from the existing Medicol Stfllistics Unit. This 
would provide the necessllry informCltion for HeCl1th Plflnning Clnd Proper 
Mtlllllgement of Heolth Services Ilt 011 levels. 
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Policy: . 
To develop Iln effective Ilnd Gpp';:;;;:-io.tl? lhtiorai~ltclT\f"nv,a:l;o" 
System ilt 1l111evels of the ~linistry fo the plllnning. rmmllgement; Ilnd 
monitoring Ilnd eVlllullting the entIre helllth problems. 

GOlll s: 

(0 To identify informlltion needs at 1l111evels. 
(i j) To i denti fy Ilppropri Ilte methods find techno I ogi es, for obtlli ni ng, 

Ilnlllysing tlnd Ilpplying the informlltion. 
(iii) To periodiclllly review various methods of dlltll collection. 
(iv) To provide timely Ilnd occllrote Heolth informlltion dot!'! to vorious 

units, sections, individuols Ilnd NGO's for further improving the Health 
Service. 

Strlltegies: 

(i) Identify !'!nd defi ne i nf omllti on needs I'lt Heedqu!'!rter, Di vi si onlll and 
Sub-Divisional levels. 

Oil Deyelop tlppropriote methods for r .ecarding, collecting, Ilnd 
dissemintltion of Ilpproprillte Helllth dl'ltll 

(iiilidentify mechanism for shllring informlltion within ond outside the 
Ministry. 

(iv) To identify Ilpproprillte stlltistical methods of find find in reports 
outputs. 

(v) To use these dtJtl'l to plfln/ rnflnllge Ilnd initillte Ilppropriate health 
tJcli vity inc 1 udi ng resource Illl oCllli ons. 
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PRIORIfIlS FOR DEVELOPHEIIT 

(1) Establishment of a Health Planning Unit - presently in the form of a 
Task Force; 

(2) Decentralization of Health Services - presently being given 
assistance through WHO consultants; 

(3) Staff training and development; 

(4) Financial support for: 

Reorganization and decentralizaion 

Staff training and development e.g. new training ~ogrammes at 
Fiji School of Medicine 

(5) Relevant training 

(6) Dependence on overseas specialist staff in certain areas e.g. 
clinical consultants 

(7) Establishment of a Health Information System by expanding and 
im~oving existing Medical Statistics Unit - Staff training and 
development and appropriate technology 

(8) Identification of National Health priorities. 

CONCLUSION 
In conclusion, it w'ould be eppropriete to mention thet under our Prposed 
Decentrelisetion of Heelth Services there is the creetion of e Plenning, 
Reseerch end Development Division et heed office which would heve its 
own Human Resource development Unit, thus, highlighting the need to 
focus on Menpower plenning, end in perticuler Steff Training end 
Development. 

(S.Nei va I u) 
B.A. Menegement 
Diploma Health l'lantlgement) 



1 . 

. ? -. 

- 57 -
APPENDIX 1 

NEDIC/,L OrF'ICER ;,ND Mt::DIC!\L ASSIS'l'f,N'£ ES'£ABLISHI'lSN'I' 
1986 - 1~90 AS AT ;IST AUGUST, IQ90 

i: ;: 

·HEDICAL OF'FICER NO; ESTABLISHED .. NO. FILLED 

1986 289 ;~74 

1987 296 221 

1988 297 203 
19~39 2s:a 255 
1990 300 .; 267 ./ 

15 
7'j 

Establishe 
300 

52 
2184 
::536 

l'IEDIC.i;L ASS ISTAN'£ NO.ES'r • NO. FIll .'J N0. V/;CM·n 

1986 61 

1987 61 
1988 61 
1989 61 

·1990 52 ... 

61 
:;1 
50 
50 
1.6 -./ 

10 
1 1 

1 1 

(; ... 

3. ,)THER ESTABLISHI'IENT AS AT 31.1.90 

4. 

NO.EST. NO.FILum NO. V.t.CAN'l' 

DENTIST 

NURSES 

ENVIRONI"1f:;NTAL/ 
HEALTH INSPECTOR 

LABORATOiW"fECHNICIAN 

XRAY TECHNICIAN 

PHARHACIST 

PHYSIOTHERAPIST 

DIETICIAN 

DENTAL THERAPIST 

DENTAL TECHNICIAN 

53 
1651 

118 
80 
57 
49 
26 

33 
49 

9 

36 
15"0 

99 
59 
50 
37 
19 
25 
ll3 

, 
0 

DENTAL ASSISTANT 59 55 
~ i84 1969 

300 267 

CO~lMUNITY HEALTH \'IOR~Ji;g 52 . . 4"60¥At2~tMBER 
(AS AT 23/8/90) , 2536 NO. ESTABLISHED 1,241 

228.t NO. FILLED 
254 NO. VACANT 

17 
111 

19 
21 

? 
12 
7 

(; 

3 

215 
33 . 

6 0 ':54 
'IHAINED 
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STATEMENT ON GUAM'S 

HEALTH WORKFORCE PLANNING 

Guam, aU. S. Territory, lies at the southern end of the Mariana 

Islands in the western Pacific along 13 degrees north latitude, 144 

degrees east longitude. It is the most developed island in Micronesia, 

serving as the area's transportation and communications hub. Guam covers 

an area of approximately 212 square miles and is about 30 miles long and 4 

to 9 miles wide. Southern Guam is of volcanic hills ranging in altitudes 

up to 1,300 feet. The Central and Northern part of the island consists 

mainly of a limestone plateau with steep cliffs dropping down to a narrow 

coastal shelf. 

Guam's location some 900 miles north of the equator, gives it a 

tropical climate throughout the year. December through April are 

generally dry months and July through October being the rainy season when 

most of the island's annual average of 85 inches of rain falls. 

Temperatures range from about 70°F to 9loF with daytime temperatures 

generally in the mid to upper 80's. May and June are the warmest months 

whereas December is the coolest. Guam's tropical humidity is tempered 

by the prevailing northeast trade winds. 

There is currently no centralized coordinated health workforce 

planning on Guam. There was, at one time, a Guam Health Planning and 

Development Agency which was created by local Public Law 14-150 as an 

agency of the Executive Branch, in compliance with the U. s. Public Law 
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93-641, the National Health Planning and Resources Development Act of 

1974, which was signed into law June 1975. It has. however. been phased 

out as a direct result of the ending of federal funding. September 1987. 

The 20th Guam Legislature passed the bill which Governor Joseph Ada 

signed into Public Law 20-20v. which re-establ1shed the creation of the 

Guam Health Planning Agency. Such law. however. has not been implemented 

but is actively addressed. 

The result of the Second Governor's Conference on Health. held 

Oc tober 15-16. 1990. showed that the number one priority is to increase . . .. 

the health professional resources on Guam followed by the implementation 

of a health information system. The proceedings have yet to be 

December 6, 1990 Second Governor's Conference on Health - Post Conference 

Session to establish and adopt 15 health goals for the Territory of Guam 

to achieve by the year 2000. 

The 1990 population census showed an increase of 25.43% over the 1980 

census. 132.726 and 105.816 respectively. This increase in population must 

be addressed as we focus our concern on health manpower resources not only 

for today but for the immediate future. 

Because of the non-existence of a centralized office. each public and 

private agency/organization is forced to plan and implement their own 

specific education/staff development programs. The type of business. 

their projected program enrollees and the types and kinds of services to 

be offered are factors used to determine the needs for specific health 

manpower. 
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The Emergency Medical Services is finally receiving its due 

attention. The EMS office has a five-year plan to expand the EMT-Basic 

Program to include EMT-Intermediate and Defibrillation, up to the level of 

Paramedics by the year 1995. Prescribed EMT-I curriculum is now being 

conducted at the Guam Memorial Hospital. This program expansion also 

carries with it the implementation of enhanced 911 emergency calls, the 

use of telemetry and cellular phones by the next calendar year. There are 

thirteen (13) ambulanoes, three (3) of whioh are of the advanoed 

prehospital oare, and all will be equipped with automatio defibrillators 

stationed in all our Villages. 

There is no university educational program for health professional 

other than the one leading to a bachelor's degree in Nursing at UOG. 

Therefore, interested persons desiring to study any other health field 

must go off-island to acquire such degree. There is a definite need to 

assess the feasibility of establishing other health professional 

curriculum at the University. 

The University of Guam offers a Professional/Technical 

Program which provide financial assistance to those qualified individuals 

who desires to undergo further education in areas determined as priority 

by the University. 
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The technical assistance provided to Guam by WHO is another means for 

our current Govenment of Guam employees who desire to pursue a health 

professional degree is made possible. There has been several employees 

who have received either their basic or advanced degree in identified 

critical manpower shortage areas. 

The people of Guam has just-re-elected its incumbent Governor Joseph 

Ada and Lt. Governor Frank Blas for their second consecutive term, the 

first ever on the history of Guam. This result will provide the 

continuance of what has been discussed in the critical area of health 

manpower resources. It is anticipated that within Calendar Year 1991, the 

new Guam Health Planning Agency, along with its corresponding Health 

Planning Council, will be properly implemented. 

The result of the Second Governor's Conference on Health along with 

strategies identified during this conference will be forwarded to the 

agency for their review and adoption and implementation. 
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COUNTRY REPORT: KIRIBATI 

by 

Dr Kauto Tenaua 

1. INTRODUCTION 

Kiribati Islands consist of 33 islands, 23 of which are inhabited, 
scattered over an estimated area of about 5 million square kilometers 
compared to the total land area of about 720 square kilometers. The 
population is now well over 65,000. 

2. PRESENT MEDICAL CARE SITUATION 

There is one referral hospital situated on Tarawa Island in the 
Gilbert Group. It has a total bed capacity of about 120 beds. This is a 
reduction of about half of the initial bed capacity before the 
introduction of the Primary Health Care orientated National Health and 
Family Planning Services Programme Plan (NHFPSPP) in 1982. A well 
designed new hospital is now under construction and funded by the Japanese 
Government. 

The hospital exists as a referral and consultation centre for all the 
inhabited islands in the country. It is also a training centre for 
undergraduate nurses, medical assistsnts and a postgraduate training 
centre for the public health nurses. 

At the island community level there are 25 health centres staffed by 
medical assistants and/or nursing officers. Since the development and 
implementation of the Primary Health Care orientated National Health and 
Family Planning Services Program Plan (NHFPSPP), 44 health posts have been 
developed throughout the island nation. 

In 1982 the NHFPSPP was developed by members of the Central Planning 
and Evaluation Board (CPEB) under the guidance of WHO expert adviser. 
This Health Plan covers a five-year period (i.e., 1982-1986 and 
1987-1991). The objective of the plan is to provide appropriate medical 
care to at least 85% of the population through the Primary Health Care 
(PHC) approach. 
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The implementation of such plan is through the various heads of the 
support sections who make up the Technical Task Force (TTF). 

The planning and coordination of the health workforce within the 
Ministry is the function of the CPMEB. Note that the Health Workforce 
Plan is non-specific and broad based using "Crisis Management Approach". 
The various heads of support sections identify their manpower needs. 
Their recommendation are taken up by the CPMEB who evaluate the present 
manpower situation and if the proposal if justifiable, it is then taken up 
by the Secretary of Health for endorsement by the Public Services Division 
(PSD). The implementation of these recommendations depends on priorities 
laid down in the National Development Plan which covers a four-year 
period. The PSD considers requests from various Ministries and endorses 
whatever is considered of greater priority within the limited National 
Development Plan's budget. 

Once the PSD endorses the health manpower proposals, the Education 
Training Committee (ETC) will be notified for Educational planning and 
selection of appropriate candidates. The Ministry of Education is also 
notified about the National Manpower needs and priorities and will cater 
only for undergraduate candidate selection and training programme. 

3. HEALTH WORKFORCE INFORMATION 

Health Workforce information is available and continually updated and 
evaluated to cater for the needs of the community. Its use has not been 
maximized due to the lack of an organized and definitive workforce plan 
and/or goal. The present priority for our manpower planning are focused 
on: 

(1) The need for training of more doctors at undergraduate and 
postgraduate level. A "semi-specialist" postgraduate studies 
(e.g. Diploma courses) are appropriate for our present economic and 
health manpower situation. These trainings are conducted overseas at 
selected medical schools. 

(2) Medical Assistant training to cater for such shortage of 
doctors. The undergraduate nursing officers' training plus the 
postgraduate Public Health Nurses' training and updating is also 
recognized. At present, these trainings are conducted locally with 
our own limited local manpower resources. 

There is a great need for retrospective studies on our manpower 
resource trends to evaluate the problems which had resulted in our present 
health manpower situation. The collection and processing of data in our 
Health Information Centre (HIC) should be updated where appropriate in 
order to get accurate information on the general health trends. With 
these types of information we should, with the help of appropriately 
qualified health workforce planners, be able to formulate appropriate 
health workforce and human resource management in our country. 
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4. CONCLUSION 

In view of our present health workforce situation when we are 
continually short of doctors and at the time when our general workforce 
manpower morale is at low level. this meeting is very timely. There is a 
great need for future inter-country cooperation through the development of 
a Health Workforce Plan for the Pacific Islands. This would provide a 
working base for the development of a cost-effective workforce both at 
national and regional level. It would also provide opportunities for the 
poor and under-privileged island countries for better medical care. It is 
our only hope and wish that such team work would bring us closer to our 
PHC goal - HEALTH FOR ALL PACIFIC ISLAND NATIONS BY THE YEAR 2000. 
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HEALTH WORKFORCE PLANNING IN NEW ZEALAND 

~ EXISTING APPROACHES TO HEALTH PLANNING IN NEW ZEALAND 

New Zealand has a population of nearly 3.4 million. The 
health service is largely funded and provided by the State. 
An analysis of health funding trends is attached as Appendix 
1. Subscription to private health insurance has grown over 
the last decade, so now 45% of the population belong to a 
health insurance scheme. Such schemes currently account for 
2.3% of total health care funding. 

The Government has overall responsibility for setting 
national health policy. It funds public health services and 
subsidises others through a range of benefits and subsidies. 

The Minister of Health is in turn responsible to Parliament 
for the use of health resources and implementation of health 
policy. 

The Department of Health advises the Minister; administers 
health legislation and regulations; funds health programmes; 
develops national health policies; negotiates area health 
board contracts, on the Minister's behalf and reviews the 
performance of publicly funded health providers. 

Public health 
(Appendix 2). 
calculated on 
the Minister. 

services are provided by 14 area health boards 
These are funded by government appropriation 

a population-based formula, under contract to 

Primary care is largely delivered by self-employed general 
practitioners, subsidised by the government. A range of 
health services are also delivered by private and voluntary 
agencies, many of whom are also heavily subsidised by 
government. 

1.1 The Health Profe8sional Workforce 
Because health care is delivered by such a range of people 
(from carers at home to highly skilled specialists) in a 
diverse range of employment situations "the health 
workforce· is very diff icul t to define exactly. There are 
approximately 54,200 health profeSSionals currently 
practiSing in New Zealand, of whom about 53% are nurses. A 
fuller description of the health workforce is attached as 
Appendix 3. 

Education and training of health professionals is largely 
funded through the education sector and takes place in 
tertiary educational insti tutions polytechnics and 
universities. 
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1.2 The Health Charter 
The Health Charter was developed by the previous Minister of 
Health. (New Zealand very recently changed governments.) 
The Charter sets a clear direction for the operation and 
goals for the public health system. It also sets out the 
principles which will guide the development and operation of 
the public health service. These principles are: 

* Respect for human dignity 

* Equity of Access 

* Community Involvement 

* Disease Prevention and Health Promotion 

* Effective Resource Use 

The Health goals are expected 
overall health status of New 
priority until the year 2000. 

to significantly improve the 
Zealanders and will receive 

They are: 

* 

* 

* 

* 

* 

* 

* 

* 

* 

* 

To reduce the onset of smoking in non-smokers, 
especially adolescents, and to reduce the number of 
smokers and the consumption of tobacco. 

To reduce the incidence of dietary-related health 
disorders by improving nutrition. 

To reduce alcohol-related health problems by reducing 
alcohol consumption. 

To reduce the prevalence of high blood pressure. 

To reduce preventable death and disability from motor 
vehicle crashes. 

To reduce hearing loss in children in the under five 
age group. 

To reduce disability and death from asthma. 

To reduce avoidable illness and death from coronary 
disease and stroke. 

To reduce the incidence of invasive cervical cancer and 
the cervical cancer death rate. 

To reduce skin cancer (melanoma) incidence and death 
rate. 
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1.3 Current Issues which impact on health workforce 
planning 
Over the past few years, New Zealand has adopted a policy of 
decentralisation. In the health sector, responsibility for 
provision of health services has been devolved to area 
health boards. They are now allocated a bulk funding grant 
within which they make their own decisions on how to meet 
identified health priorities. in their areas. This is 
supplemented by some tagged funding for special national 
priorities such as cervical cancer and forensic psychiatry. 

The boards are accountable to the Minister through 
negotiated contracts, based on submitted operational and 
strategic plans. These establish what is to be achieved 
with the resources provided by Government, and how the 
regional goals and targets are to be implemented. 
Decentralisation has important implications for health 
workforce planning. 

Area health boards are developing different management 
structures and styles and different ways of delivering 
health care to meet the priorities and goals in their region 
as efficiently and effectively as possible. There is now 
much more diversity in the way staff are employed; the mix 
of staff employed; and job titles. Health workforce 
planning systems which worked well in the past when the 
health system was centrally controlled and fairly uniform 
are changing to incorporate this new diversity. 

~ AVAILABILITY OF INFORMATION ON THE HEALTH WORKFORCE 

New Zealand is a small country with clear administrative 
structures which facilitate collection of information. 
National workforce policy development in the Department of 
Health is based on quantitative workforce information 
collected from a variety of sources including area health 
boards; professional registration boards; private employers; 
and the education sector. Qualitative workforce information 
is prOVided through well established networks of health 
professionals, including professional associations and chief 
professional advisors within area health-boards. 

2.1 Registration Boards Data 
New Zealand has 13 health registration authorities which 
have statutory responsibility for registration, education 
standards and discipline of heal th occupations. 
Occupational regulation is important to ensure safety of the 
consumer but the need for registration also provides an 
opportunity to collect valuable information. The Department 
of Health obtains important data from questionnaires on the 
annual practising certificates. Access to this data is 
ensured by the inclusion in the specific occupational 
legislation of a clause under which the individual health 
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professional must complete the questionnaire before being 
issued a current license to practice. The obligation for 
health professionals who wish to practice their profession 
to renew their practising certificate annually, ensures an 
excellent source of data. 

From these annual surveys we obtain demographic information 
(age; gender and place of residence); qualifications; and 
current employment speciality and situation. This 
information also enables us to calculate retention rates 
which is necessary for future supply predictions. 

2.2 Notional Payroll System 
Workforce data is directly downloaded from the national 
payroll system which is used by all area health boards 
except one. (This one, by arrangement, supplies data to the 
Department of Health as required.) Actual numbers and full
time equivalents of staff employed in the public sector are 
obtained by occupational group and grade. The direct access 
of data is an efficient means to obtain timely data. 

2.3 ~~hAr workforc. aatl Bgure.' 
Manual surveys of vacancy levels are also important. These 
are currently being reviewed and the methodology revised to 
integrate the vacancy rates of all health professional 
groups in a consistent format. 

Some staffing data is collected from private sector 
eJllployers. 

Student profiles are readily attainable from the educational 
insti tutions. This information includes numbers of 
applicants, entrants, students and graduates in health 
professional courses; and information on age, gender and 
ethnic origin. Knowledge of student attrition enables 
intake numbers to be based on accurate assessment of 
graduate output. 

2.4 Workforce Anolf.is and Management Computer System 
A computerised system has been developed in the Department 
of Health to facilitate storage and analysis of national 
workforce data. The system, [a PC with proprietary software 
(SAS»), enables the manipulation of data to produce 
specifiC, appropriate information as required. It also 
enables workforce modelling on which, to base future 
predictions. New Zealand's health workforce information 
system is presented diagrammatically in Appendix 5. 



- 74 -
Annex 9 

L. USE OF INFORMATION 

3.1 WorkforCe Deyelopment poliCY 
Workforce information provides a research basis for 
development of public policy on the health workforce. This 
includes occupational regulation (the administration and 
review of occupational legislation); industrial 
negotiations; immigration policy decisions; and education 
and training policy on courses, curricula and intake 
numbers. 

3.2 Health PoliCY 
The Health Charter has set clear priorities for workforce 
development policy which will be focused on meeting the 
needs of the health targets. This is done by influencing 
the curricula of health professional education; by 
identifying skill shortages and developing methods of 
addreSSing them; and by analysing workforce trends and 
projecting them to determine the future workforce levels. 

Workforce information is necessary in the development of 
health policy. The implementation of a specific health 
policy is unlikely to be successful unless there is an 
effective workforce to carry it out. A recent example in 
New Zealand is the review of psychiatric services. 
Recommendations for the establishment of further forensic 
psychiatric units flagged the shortage of specialist skills 
in this area and thus the need for more qualififed staff. A 
curriculum has been developed and a series of appropriate 
short courses will be offered next year to increase the 
skills of health professionals working in this specialist 
area. 

Another example is the recent commitment to a cervical 
screening programme. The successful implementation of the 
proposed policy will require an increase of colposcopists 
and cytology technologists. The issue has been addressed. 
Until graduates emerge from the newly developed course for 
the training of cytOlogy technologists which commenced in 
1990, New Zealand will be dependent on overseas recruitment. 
Immigration of people with these skills will be supported. 

3.3 Education PoliCY 
Workforce information is used in education policy 
development. In the past, central government controlled 
course funding and intake levels which were set according to 
health wo~kforce predictions. The administration of 
education has recently been devolved. Educational 
institutions receive a bulk funding allocation within they 
can make decisions to acheive their stated objectives. 
Other than for medicine and dentistry, there are currently 
no government quotas on health occupational course numbers. 
Tertiary education institutions can now determine which 
courses they provide and determine course enrolments. 
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Under the current decentralised education system, the role 
of national health workforce planning is not so clear. It 
remains important that decisions on health profeSSional 
courses and intake numbers continue to be based on 
researched information, as reliance on market signals may 
not provide the right incentives to ensure an effective 
health workforce is prepared. Effective relationships 
between health and education policy makers with sharing of 
information and plans are required . 

. Under decentralisation, then, the function of the Department 
of Health in health workforce planning becomes one of 
leadership and influence rather than direct control. This 
change in role necessitates a co-operative approach, with 
increasing emphasis on the wide dissemination and 
publication of workforce information to ensure an accurate 
basis for important decisions. Tertiary education 
institutions, by having ready access to workforce trend 
analyses, can be expected to base their course planning on 
identified needs. A framework for national health workforce 
policy analysiS is attached as Appendix 4. 

4. PRIORITIES FOR DEVELOPMENTS IN THIS AREA 

Until recently, health workforce planning has been 
undertaken nationally by the Department of Health. Planning 
was carried out on an occupational basis with some groups 
done better than others. A simulation modelling technique 
has proved very effective for nursing workforce planning. 
The larger numbers involved suited the use of modelling and 
accurate predictions maintained a relatively stable 
workforce. This approach is no longer appropriate with the 
increasing diversity; rapid health service delivery changes 
and decentralised environment. 

Health workforce planning needs to become more integrated 
with health planning. One approach is to do this at area 
health board level. Improving area health boards' 
management information systems and strengthening their 
workforce planning capability is important, Board service 
planning based on health status indicators, demographic 
projections and economic predictions in the region provides 
a sound basis for accompanying workforce planning. 
Financial planning models which incorporate specific 
workforce information provide useful tools to achieve 
optimum health planning. There are many advantages to 
planning health services in tandem with workforce. 
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(1) Planned health programmes would be resource realistic. 

(2) Enhanced workforce planning based on service needs 
would enable early identification of recruitment and staff 
development needs. 

(3) Planning could 
and competencies 
groupings. 

more easily be based on specific skills 
rather than traditional occupational 

(4) Area health boards are required to submi t annual 
business plans and five-year strategic plans to the 
Department of Health under their contracts with the 
Minister. The presentation of nationally consistent 
workforce information (based on financial planning and 
service priorities) in their plans would enhance the 
national database, reducing the need for data collection by 
the Department of Health. It would also ensure congruence 
between national and local policy development. Aggregation 
of boards' predictions, with the addition of private sector 
information, should provide a basis for predicting national 
workforce demand. 

-000-
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COUNTRY REPORT: REPUBLIC OF PAlAU 

Palau is located 500 miles east of the Philippines. The population is 15 000. Infant 
mortality rate is 23 per 1 000 and death rate is 7.9 per 1 000 population. Dirth rate is at 
20.7 per 1 000 population. 

Center of health care services is located in Koror, the capital where 68% of the 
popUlation reside. There is one government-operated hospital in Koror with a 64-bed 
capacity. There is one private practice clinic with privileges to use the hospital facilities for 
in-patient care. There are 13 dispensaries strategicaIJy located in the states throughout the 
Republic. Most take 1/2 to 2 hours to reach the hospital by boat or plane. The Southwest 
Islands with a population of approximately 150 people are reached by means of a field trip 
ship in 24 hours time. However, these islands are in communication with Koror on a 24-
hour basis by radio. Evacuation of patients occur on a case-by-case basis. 

There are 11 doctors among whom four M.O.'s, and two M.D.'s are Palauans. We 
have three M.D.'s contract doctors from the U.S. National Health Service Corps and two 
Filipino doctors on contract. 

The Health Manpower Development Office was created two years ago after the 
National Retirement Act went into effect in 1987. Suddenly, we began losing human 
resources due to retirement. Up until now we have lost: 

1 Medical Officer 

3 dentists (one rehired on contract) 

- 1 pharmacist 

- 8 nurses 

We now rely on the U.S. NHSC for replacement and now have two dentists and a 
pharmacist through this program. 

Another priority area of need is the recruitment of administrative staff. The Offices 
of Health Planning and Health Services Administration have been vacant for two years 
inspite of recruitment efforts. 

Another priority need in our manpower development plan is to replace personnel 
who retire. 

For medicine, we have identified those currently in training: 

- 3 at Pacific Basin Medical Officers Training Program 
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- 1 Fiji School of Medicine 

1 U.H. School of Medicine 

- 1 Completing his last year of residency in U.S. 

If all these people return to Palau. then by 1995 we will no longer rely on the u.s. 
NHSC for doctors except on a consultancy basis for specialized areas. However, there is 
no guarantee here as our u.s. prepared doctors tend to remain in the u.s. as salary is 
more attractive there. 

For dentistry and pharmacy. we have identified two young people already on the 
workforce to obtain formal training under our WHO country budget. This is done because 
of lack of scholarship funding at the national level and also to assure that they return home 
to work after their training. 

To compensate for the shortage of nurses, we have started training health assistants 
and will graduate a class of 14 people in June 1991. In our plan to achieve upgrading of 
this level of health workers. we have them take nursing prerequisite courses through the 
College of Micronesia extension program and encourage them to sit the entrance 
examinations to be eligible for a regular nursing training at the college. When they do pass, 
we encourage them to go on to study at higher levels at University of Guam or University 
of Hawaii Schools of Nursing. 

Last year. a study on high school students showed that careers in the health field 
ranked very low in their choice of future careers. Although it was not part of the study, we 
concluded that the contributing factors were: 

- lack of fmancial assistance at home 

length of training 

low salary 

In an attempt to recruit students into the health field. we began a "Hospital 
Volunteers Program" involving high school seniors. [With the assistance from the Bureau 
of Education that grants participating students credits and the First Lady of Palau, we now 
have 46 students in the program. 

Meanwhile, we continue to provide continuing education opportunities to the staff by 
providing short courses available through: 

- WHO fellowships 

- WHO-assisted retraining Intercountry programs 

AIDAB-Australian government programs 

- CHC 'Waianal in Hawaii program 

- Government of Japan assisted programs 

Regarding Health Information Systems, a Committee has been in existence for one 
year. Some of its accomplishments are as follows: 
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Computerization of health information and separation of financial records from 
health information records 

- Upgrading of patients' medical records system by use of the color coded six digit 
system with computerization of a master index instead of the old system where 
charts were numbered in a serial numerical system 

- Introduction and implementation of the SOAP system of charting in the patients' 
medical records 

Completed and implemented the use of encounter forms for aU patient 
encounters 

- Presently working to develop the Medical Records System Guidelines Manual. 

In conclusion, we need to review our pay scale classification to upgrade the salary of 
health workers, particularly doctors and nurses. To do so will attract local people to return 
to Palau. We also support the idea of the development of a health Workforce Plan for the 
Pacific Islands to assist us in learning and identification of strategies for improvement and 
give us an opportunity to learn from the other participating countries. 

Thank you. 
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COUNTRY REPORT: REPVBLIC OF THE MARSHALL ISLANDS 

The Republic of the Marshall Islands is composed of two parallel 
chains of island and atolls; namely Ratak chain and Ralik chain. The 
Marshalls is located 5-7 decrees north of equator. The present population 
of the Marshall islands is 46 000 and has a birth rate of 4.1. 

The Republic of the Marshall Islands has two medical facilities. The 
main hospital is located in Majuro, the capital of the Republic. The 
other facility is located in Ebeye, the second main island. 

The health care service in the Marshall Islands has dramatically 
improved. The prevalent health problems and conditions that are currently 
seen are diabetes, hypertension, sexually transmitted diseases, 
malnutrition among children, retinopathy, gastrointestinal and respiratory 
diseases. 

Majuro hospital is one of the newest and well-equipped facilities in 
Micronesia. Number of our pieces of equipment are considered the state of 
the art. Despite the health conditions mentioned previously, the 
outstanding and continuing problem faced by the Republic's Ministry of 
Health is the shortage of manpower. It is Visibly demonstrated that we 
cannot provide an adequate health care, whereby clients will be satisfied. 
Majority of the physicians in the marshalls are expatriates. Majority of 
the personnel having line authority are also expatriates. 

Oreanizational set-up 

To be able to grasp a better understanding of the health and manpower 
problem the Marshalls is facing today, let us first focus out attention on 
the organizational set up of the Ministry of Health. 

The head of the Ministry of Health is a Minister, a political 
appointee of the President and he represents the ministry in the Cabinet. 
Under the Minister of Health is the Secretary of Health who is the 
permanent head of the Ministry and the primary responsibility of the 
Secretary is to oversee the total management and assist in developing 
policies and programmes for the Ministry. Further, there are four bureaus 
functional with separate line of authorities. They are (1) Preventive; 
(2) Curative; (3) Administrative/Finance and (4) Kwajalein Health Care. 
These four bureaus are managed by four assistant secretaries. One other 
service which is legally part of the preventive bureau is the outer island 
dispensary system. However, it could be treated separately as it has it's 
own autonomy and budget. 

One of the most characteristic features of the islands with respect 
to health care delivery is that there is not even a single doctor in any 
of them except Majuro and Ebeye. Therefore, the Health 
assistant/Practical nurses to the extent they could be produced and 
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deployed and in situations where even they cannot be made available, to 
make use of identified islanders trained and supported by the health 
services like trained indigenous birth attendants. These health workers 
could be the sheet anchor for the delivery of primary health care in the 
outer islands in the foreseeable future. 

The ministry of Health is completing its second five year 
comprehensive health plan. It discusses certain approaches as to how to 
deal with the Manpower problem. One of the approaches that has been taken 
is sending as many interested students to the medical school in Pohnpei 
and also to encourage students to attend the nursing school in the 
Marshall Islands. The problem here is that there are not enough students 
interested in many of the health related fields, furthermore, these 
schools can only produce doctors and nurses. 

Availability and use of information in health 

The availability and use of information do not constitute a problem. 
The information is always provided. However, the question that needs to 
be considered is where will the needed personnels be taken from. It is 
fair to mention that there are no Marshallese currently ready to fill 
these caps. The shortage includes all other personnels and constitute not 
just the doctors and the nurses. More than half of both support services 
and professional personnels had their training locally by the in-service 
training programme. As a result, our programmes and efforts cannot be 
improved due to limited knowledge and skills. Manpower projection may be 
developed. However, practically it cannot be fulfilled without spending a 
lot of money to bring more expatriates to satisfy the manpower need. 

Priorities for development in this area 

As nursing care is a highly demanding service, we have developed 
certain avenues to deal with it. The first of which is encouraging the 
idea to graduate 12 Marshallese nurses per year. So by the year 2000, the 
Marshalls would have already had 120 graduate nurses. 

The second priority is to build up the medical staff. It would be 
the toughest discipline to deal with as no one is interested in studying 
medicine. 

The third priority is to develop the capability of the professional 
services as well as support services including dental services and Public 
Health's capability. Generally speaking, personnel of all services both 
need to add more personnel as well as provide comprehensive training for 
them. 

I believe it is important at this time to point out that the 
"Development of A Health Workforce Plan For the Pacific Islands" was not 
available for the Republic of the Marshall Islands Ministry of Health and 
therefore will not be addressed in this report. 
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COUNTRY REPORT: WESTERN SAMOA 

by 

Dr Talaoalii Ieru Lokeni 
Chief Executive Officer 

Health Department 
Apia, Samoa 

ANNEX 12 

Western Samoa being of island groups has an area of about 
2 840 sq.km. of land. The population is estimated at 162 000. The four 
main islands of Upolu, Savaii, Manono and Apolima are populated. Although 
the land area of Savaii is larger than Upolu, most of the population is in 
Upolu due to the location of the capital, Apia and that is where 
industrial and employment through the local businesses in the private 
sector and main government statutory bodies and public service are 
centrally located. 

The Health Service of Western Samoa consists of 1 Central Referral 
Hospital, 7 District Hospitals and 13 Health Centres for Upolu and 1 Base 
Hospital, 5 District Hospitals and 8 Health Centres for Savaii, and a 
Health Centre each at the smaller islands of Manona and Apolima. The 
total bed capacity of these health facilities is 780. All Health 
Facilities are accessible by transportation and 90% of the hospitals can 
be reached by radio telephone or postal telephone. 

There is no specific National Health Plan for Western Samoa. There 
is a National Policies and Strategic plan of Action formulated in 1983 for 
HFA Samoans 2000. This plan is incorporated in the Western Samoa National 
Development Plan stipulating time frames and general objectives of the 
health service. We have no separate Health Workforce Plan. 

Health and Workforce Planning in the Ministry of Health are 
coordinated by the Director General of Health and the six Divisional Heads 
which form the top management of the health Department organizational 
infrastructure. 

1. WORKFORCE PLANNING 

The following information is in addition to what have been collected 
already and of further developments in this most important and crucial 
subject. 

In 1974 in collaboration with the Department of Statistics, the 
Health Department set up its own Health Statistics Unit consisting of two 
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personnel plus a Statistical Clerk seconded from the Statistical 
Department. Over the years, this unit slowly developed and it became the 
Health Planning Unit but its functions were no more than the collection of 
health data and statistics. The information was not put to maximal use 
due to poor and lack of proper coordination. Divisional heads meeting 
were held once a month but it was not very functional due to 
administrative unrest in the Department. Therefore, this information 
although limited, Was not properly developed and utilized. 

After the Commonwealth Sponsored Research Workshop in Workforce 
Development at the WHO/RTC in Sydney in Hay 1989, this important matter 
was brought to the attention of the Director General of Health. Our 
Divisional Heads Heeting was revived and the question of Workforce 
Planning, Training and Development, and Hanagement was discussed in 
detail. It was resolved that the Health Planning and Information Unit be 
strengthened and developed to include Workforce Planning. The Division of 
Administration collects and compiles its own data on the Health Workforce 
since 1987 for personnel management in monitoring and control of existing 
staff establishment and staff ceiling, administering of the existing 
Government Policy concerning staff establishment and monitoring and 
control of students on undergraduate and postgraduate training overseas. 
It was also decided that the Division of Administration which is headed by 
the Chief Executive officer continue to carry out and assist the various 
Divisional Heads in Workforce Planning, Training and Development and 
Hanagement until the Health and Workforce Planning, Information and 
Research Unit is developed and strengthened to carry out its functions 
fully. The Senior Health Planner is currently on training in Australia 
for one year. The Health Planning and Information Unit has a capacity of 
five. 

The Organizational Infrastructure of the Health Service is currently 
under review. The Review and Reorganization is mainly in the top 
hierarchy, the services and functions will remain almost the same. 

The Divisional heads in collaboration with the Health Planning and 
Information Section coordinate with the Director General of Health 
Workforce Planning Training and Development and Management of its Health 
Human Resource. 

2. HEALTH INFORMATION 

The Health Planning and Information Section have undertaken a major 
task to update and improve provision of valid, reliable, accurate and 
timely health information as an essential tool for national decision 
making in Health and Workforce Planning. In collaboration with the 
Personnel Section of the Division Administration, data are collected and 
improved for accurate information of top management of the existing 
available and current resources by: numbers, sex, age, location, skills 
training needs, salaries and incentives for Workforce Forecast and 
Planning. 
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I wish to note herewith that there has been a substantial improvement 
and progress in Health Information in tha Collection of Data and Output of 
information for normative, integrative and adaptive planning at all levels 
of Health Department. 

There is still an ongoing need for in-depth development of the 
functions of the Health Information Section with the Support of Senior 
Management and Close Monitoring and Control of its development. 

3. MANPOWER DEVELOPMENT PROJECT 

The Health Manpower Development Project has been an ongoing project 
and one of the primary focuses for developing the Health Care System of 
Western Samoa. 

The Economic Development Department over the last four years selected 
a project from each Department to monitor and evaluate its progress. 

It is also noted herewith that since 1988 the Public Service 
Commission whose function recruits public servants have now been 
reorganized structurally and a Manpower and Training Section is identified 
to coordinate with other government departments Workforce Planning, 
Training and Development and Management of its Human Resources. 

The Economic Development since September 1990 has been abolished and 
has become the Trades, Industry and Commerce Department. The Economic 
Development Unit is now a part of the Foreign Affairs Department which 
coordinates, through the Aid Coordinating Committee, foreign assistance 
for Development Project Funding and continues to monitor and provide 
Progress Evaluation Reports of each development projects. 

4. PRIORITIES FOR DEVELOPMENT 

4.1 Medical manpower is currently in short supply. Until positive steps 
towards improving the underlying reasons for shortage of doctors such as: 

(a) low intake of medical students for training in overseas medical 
schools; 

(b) the high percentage of attrition rate of medical undergraduates; 

(c) the high level drain of Samoan specialists and general 
practitioners to overseas countries 
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Western Samoa will continue to rely on overseas institution for 
medical training and the shortage of Samoan doctors will continue to 
remain a chronic health manpower problem. 

4.2 Nursing manpower 

The Nursing manpower is also currently faced with shortage of 
registered and qualified nurses. The underlying reasons are: 

(a) low intake of nurse trainees to our local nursing school due to 
difficulties in attracting school leavers to take up nursing as a 
career; 

(b) potential students within the qualifying criteria are offered 
other scholarship awards, and the notion of going overseas for 
training is greater than our own local institutions. Those that are 
unsuccessful in obtaining these sCholarship awards often do not meet 
the criteria and standards of entry to the School of Nursing; 

(c) the high turnover of nurse trainee through drop out and failure 
against the high turn over of registered nurses who left the service 
through various reasons. 

Until these underlying causes are dealt with adequately, the problem 
will remain a crucial area in Health Manpower Development. 

A recent visit of a WHO Consultant in October 1990 saw the review and 
reorganization as proposed and recommended within the Nursing Services of 
the Health Department; a plan model for Nursing Education in Western Samoa 
for the next five years will become effective as of January 1991. The 
subject and recommendation although approved in principle, are subject to 
Public Service Commission and Cabinet approval. This projection is 
included in the Health Department discussed with Treasury to be tabled in 
the next Parliamentary Session. It must be noted that whatever model is 
adopted, the implementation, monitoring and evaluation is necessary to its 
being successful in meeting the required needs. 

4.3 Ancillary and supportive services 

Health Workforce Planning does not focus only on medical and nursing 
manpower. Workforce Planning, Training and Development, encompass all 
Ancillary and Supportive Services for qualitative and quantitative number 
of available Health Human Resource to be utilized and deployed according 
to the needs and requirements of the Health Service. It is proposed to 
conduct a study in each area to collate information and data to assist 
proper planning. 

I acknowledge with appreciation the opportunity and nomination by the 
Western Samoa Government and sponsorship of WHO for this meeting. 
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COUNTRY REPORT: HEALTH WORKFORCE PLANNING IN SOLOMON ISLANDS 

by 

Dr E.T. Nukuro 
Undersecretary Health Improvement 

Ministry of Health and Medical Services 
Honiara, Solomon Islands 

INTRODUCTION 

The Solomon Islands estimated population in 1990 is 306 000 with a 
growth rate of 3.5% and fertility rate of 6.4. Illiteracy rate in women 
and rural populations is high (up to 30%). About 50X have easy access to 
health services and tend to be heavy users. The major health problems are 
infectious diseases, however, there is an increase of non-communicable 
diseases especially in urban population. 

The government is the main provider of health services (over 95%). 
Private Sector including general practitioners, churches and companies 
provide health services complementing that of the government. 

1.1 Health policies/goals 

There are nine (9) major health policies in the 1990-1994 National 
Health Plan which reflects the major health objectives and goals of the 
present government as outlined in the government Programme of Action for 
1990-1994. The objectives of relevance and importance to this conference 
are: 

(a) To provide equitable access to health services; 

(b) to strengthen a comprehensive integrated primary health care 
system; 

(c) to provide for manpower development and management in line with 
the health needs, population size and growth and affordability. 

(d) to strengthen health information and surveillance systems at all 
levels and sectors. 
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1.2 Health manpower establishments 

The Hinistry of Finance and the Public Service determines the 
manpower establishment for all government ministries including health. 
Often the determining factor is financial affordability rather than the 
requirements for health manpower or posts based on specific health needs 
and objectives. and population size/growth. Another issue is that there 
is no clear identification of the number of staff actually needed to 
discharge the work of the Hinistry. 

In many situations the staff provided are the minimum number possible 
to provide some form of "Cover" to ensure that services are maintained let 
alone improvements. They do what they can to meet a task load that is 
often out of step with the capacity they represent. 

Table 1 shows the number of government posts/Establishment from 198&-
1988 (excluding private sector). 

Table 1. Comparison of post situations <Establishments) 1986. 1988 

STAFF/GROUP 1986 1988 X Annual Increase 

Hedical Officers 36 41 7 

Dental 12 17 21 

Nursing 326 342 3 

Pharmacy 13 19 23 

Laboratory 27 24 -6 

Physiotherapy 3 3 0 

Envirorunental Health 35 31 -4 

Radiography 9 13 22 

Malaria Programme 117 134 7 

Health Education & 12 50 

Social Development 15 13 -7 

*Nurse Aides 117 174 24 

*V.H. Workers 73 144 49 

TOTALS 789 967 11.3 

Source: NHP 198&-1989 
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* Excluding Nurse AidefVHW the actual increase in other categories had 
barely kept pace with increase in population at 4.2% annual. 

The greatest increases in the health workforce between 1986 and 1988 
had been in Nurse Aides, V.H.W and Health Education staff reflecting the 
emphasis on primary health care and producing more village-based workers 
to supplement the health workforce. 

currently there are no available data on the health workforce in the 
private sector, a deficiency that needs to be bridged to obtain a much 
more accurate picture of the total Health Workforce. 

1.3 Health manpower planninc and training 

Recently the Ministry of Health had developed a health manpower and 
training plan 1990-1994 addressing the manpower requirements in accordance 
with health needs and objectives and programme activities as contained in 
the National Health Plan 1990-1994. This has been possible because Health 
Planning had been recognized as a priority activity during the review of 
the 1986-1989 Health Plans in 1988. 

The review identified various constraints that hindered the full 
implementation of activities and accomplishment of less than 60% Health 
targets in the 1986-1989 National Health Plan to be: 

(1) staff inadequacy both in quantity and quality; 

(b) inadequate manpower management and supervision; 

(c) inadequate collaboration and cooperation between government 
workers and those of the private sectors; 

(d) ad hoc planning and unrealistic setting up of health targets and 
goals; 

(e) confusing political directives; 

(f) deficient health information and planning processes. 

Since then a Planning Unit of four staff had been established within 
the Ministry. It is now proposed that planners for provincial health 
services need to be catered for in the future to monitor, coordinate, 
evaluate and plan the necessary health activities and workforce required. 

2. Health manpower planning and training 

Manpower planning is a process which determines both quantitative and 
qualitative requirements for staff necessary for the achievements of 
health objectives and targets. manpower planning therefore should be 
lined with the overall National Development Plan (NDP) , the National 
Health Plan (NHP) , Health Resources and Health Needs. 
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There is a close link between manpower planning, training and 
manpower management. Manpower planning and training places at the 
disposal of the health service the right kind of manpower in the right 
numbers, at the right time; and manpower management aims to assure that 
they are properly utilised (managed) to ensure achievements of health 
targets. 

In producing our 1990-1994 health manpower plans the following 
approach was taken in sequence: 

(1) Review of NDP to identify health priorities and targets. 

(2) review of the NHP (done by planning unit) 

(3) Identification of health needs/targets and resources that are 
available. This was done by utilizing health data and 
statistics together with divisional and private sector inputs. 

(4) Development of a NHP 1990-1994 by workshop with representatives 
from all sectors. 

(5) Development of health manpower plan based on NHP, training 
opportunities and needs. 

In these processes there was close collaboration, and regular 
consultations with relevant government sectors and the private sectors in 
the development of these plans. 

2.1 Manpower needs identified for 1990-1994 

(1) There needs to be at least 10-15% increase per year in both 
hospital based staff (e.g. doctors, dentists, pharmacists, etc.) 
to cater for demands for good quality services and to staff new 
facilities planned in the period 1990-1994. 

(2) There is an urgent need to increase and introduce the following 
new types of staff: such as planners and information 
specialists, operational managers for community services, 
biomedical maintenance staff, trainers and training managers; 
and more support staff. 

(c) Need to gather information on various numbers of workers in the 
private sector and the need to have these informations easily 
accessible. 

2.2 Possible constraints in achieving manpower needs 

(1) lack of political commitment and support from relevant 
authorities; 

(2) withdrawal of donor support in funding of training; 

(3) poor health services structure and management deficiencies; 
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(d) unforeseen capital development projects especially in the 
construction of new clinics and hospitals. 
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HEALTH PLANNING/HEALTH WORKFORCE 

PLANNING IN TONGA 
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Head of Health Planning and Information Division 
Ministry of Health, Tonga 

1. Introduction 

Health Workforce is an important human capital resource of the 
Ministry of Health. This is especially important when Ministries of 
Health in the Pacific Basins will continue to invest in human capital 
resources through education because without trained health workforce, 
other health resources cannot be properly used. The study of human 
capital investment is fundamental to health workforce planning and this is 
particularly important to health sector which is a large user of highly 
qualified health personnel. 

The plan for health workforce training and development is based on 
the health policies for the Fifth Five Year Development Plan which include 
among others the following: 

- To further improve equitable distribution of available health care 
services and resources for better access of the population in all 
island groups and rural areas. 

- To give high priority to the Health Manpower Development Programme 
through education and training of Tonga nationals at all levels of 
the health care system in accordance with the needs of the service 
and the population. 

Further the plan for health workforce and development is based on the 
following major thrusts of the Fifth Five Year Health Development Plan. 

- Institutionalization and sustenance of primary health care. 

- Development of health programmes/projects which support community
based health programmes for reduction of communicable and non
communicable diseases. 

- More equitable distribution of health care facilities. 

The Sixth Five Year Plan 1990-1995 further addressed the need to 
further invest on human resources development at all levels. This is in 
line with the national objectives of the Sixth Five Year Development Plan 
1990-1995 .i.e. to formulate proper manpower planning and training 
programmes. 
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2. Background information 

The Government of Tonga has continued to provide, on a priority basis 
the possible health care to as many people as possible within the limits 
of available resources through a network of hospitals, health centres, 
health clinics and their corresponding staff as well as village health 
workers for hard-to-reach, previously unserved areas. Home visits by 
various categories of health workers coming primarily from health centres 
and health clinics have augmented significantly this outreach capability. 

2.1 Demographic information 

The census that was conducted at the end of 1986, reported a 
population of 94 535. The population of Tonga will remain relatively 
young during the Plan period. From this census, those 65 years of age and 
above represent 4.2%. The under 15 age group represents 40.5% of the 
total population and the 15-44 age group represents 37.2%. The age 
structure is slowly shifting towards an increase in the percentage of 
people 65 years old and above. The increase in this particular age group 
will have an important bearing on the health development plan for the next 
Plan period. The urban drift from rural and outer islands to Nukualofa 
will also have an impact on the utilization of the health services at 
Vaiola Hospital. 

Statistical analysis of the population indicated that the 
growth rate is estimated to be 1% during the years 1966-1986. 
population of Tonga is therefore projected at 103,391 in 1995. 

2.2 Health Status 

annual 
The 

Life expectancy was estimated to be 63 years at birth for both sexes 
in 1976 and is projected to be 68 by 1989-1994 period. 

An encouraging picture of natality is clearly reflected in the 
continuing decline of the crude birth rate to 26.0 per thousand population 
in 1988 as compared to 28.1 per thousand in 1984, and is projected to 
further decrease to 23.6 in 1990. The TFR in the five year period 1976-
1981 was estimated to be 5 and was prOjected to be 4.1 in the five year 
period 1984-1989. The crude death rate, which is a measurement of the 
impact of mortality, further decreased to 3.6 per thousand population in 
1988 as compared to 4.8 in 1984. The Infant mortality rate as recorded in 
1988 was 8.9 per thousand live births as compared to 11.1 in 1984. 

In 1988, available data shows that the following diseases were 
responsible for more than 60% of the total hospitalization 

(1) Diseases of the respiratory system (viii); 

(2) Infectious and parasitic diseases (1); 

(3) Injury and poisoning (xvii); and 

(4) Complication of pregnancy, child birth and puerperium (xi). 
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The leading groups causing the highest hospitalization in the age 
group 15-44 years were different for females and males. 

(1) Among females, the diseases causing the highest hospitalization 
were: compilation of pregnancy, which represent 31.4% of the 
total discharges; diseases of the respiratory system (7.1%), 
infectious and parasitic diseases (4 .9%), and diseases of the 
genitourinary system (3.1%). 

(2) For males, the leading groups-of diseases causing the highest 
hospitalization were: diseases of the respiratory system (8.1%); 
injuries and poisoning (7.6%); infectious and communicable 
diseases (5.2%); and diseases of the circulatory system (2.2%). 

(3) For females aged 45-64 among the leading causes of 
hospitalization were endocrine, nutritional and metabolic 
diseases. 

In the age group 65 years and above, more than 50% of hospital 
morbidity among females were caused by: 

(1) Diseases of the circulatory system; 

(2) Diseases of the respiratory system; 

(3) Endocrine, nutritional and metabolic diseases; and 

(4) Infectious and parasitic diseases. 

A slightly different pattern is seen among males of the same age 
group where the leading causes of morbidity were as follows: 

(1) Diseases of the respiratory system; 

(2) Diseases of the circulatory system; 

(3) Diseases of the digestive system; and 

(4) Neoplasms. 

Hospital mortality constituted about 34.8% of the crude mortality, 
during 1988. The five diseases found to cause 69.5% of total mortality in 
1988 were as follows: 

(1) Diseases of the circulatory system; 

(2) Neoplasms; 

(3) Infectious and parasitic diseases; 

(4) Diseases of the respiratory system; and 

(5) Diseases of the digestive system. 
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Two groups of diseases were on the increase as cause of mortality 
between 1958-1982. They were: 

(1) Diseases of the circulatory system; and 

(2) Neoplasms. 

In 1988 the average mortality due to cardiovascular diseases has 
increased to 111.1/100,000 as compared to 31.6/100,000 in 1982. Regarding 
neoplasm, the average mortality was 54.9/100,000 in 1988 as compared to 
33.4/ 100,000 in 1982. The increase of mortality from these two diseases 
are quite alarming and should be given high priority. 

2.3 The Health Care Delivery System 

The Ministry of Health has all these years provided, on a priority 
basis and within the resources available, the best possible health care to 
the population through the hospitals and health centres. 

The Kingdom has one referral hospital with three district hospitals 
which have an overall capacity of 307 beds. There are other small clinics 
where maternal and child health and family planning cases are attended by 
public health nurses and visiting staff. 

The current hospital bed complement gives a bed provision of 3.03 per 
thousand population for the whole Kingdom. The distribution of hospital 
beds on Tonga gives a bed provision of 3.3 per thousand for Tongatapu, 3.9 
per thousand for Vava'u, 3.19 per thousand for Ha'apai and 3.61 per 
thousand for Eua. The overall utilization rate of hospital bed in Tonga 
is well below 50%. On the other hand, the utilization of hospital beds, 
by wards especially Vaiola Hospital is relatively high. The utilization 
of hospital beds at Vaiola Hospital has been distorted by the low 
utilization of the psychiatry and infectious diseases ward. With regard 
to average length of stay there has been a decline over the years from 
10.6 days in 1986 to 8.4 days in 1988. 

The population coverage of health services, namely, hospitals and 
health centres indicates that Vaiola Hospital caters to 36.69%, Ngu 
Hospital 9.73%, Niu'ui to 6.43% and Niu'eiki to 4.15% of the total 
population. The Health Centre Services cater to 43.8% of the total 
population_ 

2.4 FinanCing of Health Care Delivery System 

Health care is a public goods in Tonga. Once provided, it is 
available to all irrespective of individuals capabilities and/or less to 
pay. These medical and public health services has been provided free of 
charge over the years. 

The estimates of recurrent expenditures of the Ministry of Health for 
the past five years indicated an annual growth rate of 8.9% and this was 
mainly due to high cost escalation in health care especially institutional 
care services. The current health recurrent estimates for the 1989/90 
financial year represent about 8.66% of the total, Government budget thus 
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g1v1ng an overall per capita recurrent budget of $39.37. On a 
geographical per capita basis, the distribution can be as high at $47.00 
in Tongatapu tp as low $16 in the Niuas. Over the same time period, the 
distribution of recurrent expenditures showed that the medical services 
took the largest of the total health budget (42.2%). Although there has 
been a decrease of about 6% in the allocation to Medical Services during 
the past years, there has been a 6.8% increase in the monetary allocation 
to medical services over the past five years. 

3. Administrative Organisation of the Ministry of Health 

The administration of the Ministry of Health is divided into six 
functional divisions namely Medical Services, Public Health and Primary 
Health Care Services, Dental Services, Nursing services, Administration 
and Health Planning and Information Services. The head of each division 
is directly responsible to the Director of Health for administration of 
their respective division (Fig. 1). 

3.1 Development of Health Planning 

There were two bodies within the Ministry of Health responsible in 
the managerial process for national health development namely National 
Health Development Committee and National Health Development Technical 
Sub-Committee. These two Committees before the establishment of Health 
Planning Unit in 1983 were both responsible for the continuity of 
managerial process. It formulated the Third and Fourth Five Year Health 
Development Plans of the Ministry of Health. 

3.2 Planning Unit 

The Planning Unit was established in the Ministry of Health in the 
middle of 1982 and became functional in March 1983. The unit strengthens 
and supports the health planning capability of the Ministry of Health in 
plan formulation and co-ordination of intra- and inter - Ministerial 
planning activities. The planning unit has a wide range of planning 
functions yet it has only one technical staff member - Health Planning 
Officer - during the period of 1983 to June 1988. 

3.3 Health Planning and Information Division 

In 1988, Cabinet granted approval for the Ministry of Health to 
initiate changes in its organisational structure. The administrative 
changes therefore was the introduction of a new division of Health 
Planning and Information which was made possible through 
integration/merging of the Health Statistics Section and the Health 
Planning Unit. 

The administrative change has placed health planning on an equal 
administrative hierarchy with other major service divisions. This will 
strengthen the planning capability of the Ministry of Health and thus 
facilitate better horizontal interactive communication/dialogue with head 
of divisions in matters pertaining to planning and decision making. 
(Fig. 1). 
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3.4 Responsibilities 

The new Health Planning and Information Division has continued to 
strengthen and support the health planning capability of the Ministry in 
plan formulation, co-ordination of inter- and intra- Ministerial planning 
activities, manpower planning, preparation of programme of cooperation 
with WHO, collection, analysis and, dissemination of health information, 
electronic processing of data, preparation of development estimates, 
project planning, research and survey, monitoring and evaluation of health 
programmes and projects. 

The Health Planning and Information Division also provides 
secretariat roles for the National Health Development Committee, National 
Health Development Technical Sub-Committee and the National Health 
Selection Committee for Training. The National Health Development 
Committee is the highest decision making body within the Ministry of 
Health in matters pertaining to policy formulation and overall health 
development in Tonga. This Committee also has an executive role of 
advising Cabinet directly of through Development Coordination Committee on 
technical matters pertaining to health development. The division 
therefore is directly responsible for implementing the decisions of this 
Committee. (Fig. 2). 

3.5 Planning Process 

The formulation of the National Health Plan is based on the planning 
guidelines developed by the Central Planning Department and approved by 
Cabinet. 

The planning process of the Ministry of Health is as follows: The 
plan is formulated in collaboration with all the major service division of 
the Ministry including heads of district health care system, and 
representation from the Central planning Department. This is Coordinated 
by the Health Planning and Information Division. 

In the process, the Health Planning and Information Division prepares 
all the health statistical information (data base) to facilitate detailed 
situational analysis, problem identification formulation of health 
objectives and development of strategies. It is at this stage when 
managerial participation in planning from all key health officials 
including heads of district health care systems and representatives from 
Central Planning Department is needed. A similar approach is done for 
evaluation of the national health plan. 

The involvement of key officials in the managerial 
important because planning cannot be done in isolation. 
work of many related skills in health. 

process is 
It must be the 

The output from this activity was the development of broad national 
health objectives and strategies. The Health Planning and Information 
Division uses this as the basis for the development of the national health 
plan following the guidelines and format approved by Cabinet. 
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The plan is submitted for deliberation of the National Health 
Development Technical Sub-Committee and National Health Development 
Committee before submission to Cabinet through Central Planning Department 
for approval. (Fig. 3). 

3.6 Health Workforce Plan 

The current health policies call for continuing investment on human 
capital resources through training and continuing education at all levels. 

In 1986 the Ministry of Health approved the Medical manpower 
Plan/1986-1995 with a projected medical manpower needs of 48 doctors. 

There were other local health manpower development programmes 
approved during DPIV period which include nurse midwifery, health 
inspector, health officer, dental therapist, X ray assistant, laboratory 
assistant, assistant pharmacist, health education and public health 
(nursing. ) 

The method used in the development of the Medical Manpower Plan in 
Tonga 1986-1995 was health demands method. The work study that was 
conducted in the main referral hospital identified the direct and indirect 
patient care within various medical disciplines including the outpatient 
services. Utilization rates for each specified medical disciplines were 
computed using 1984 health data and extrapolated to the end of the 
planning period to obtain the expected medical activities for each medical 
discipline. The population was projected using the annual growth rate of 
1% and multiplied by the corresponding base year utilization rates to 
derive the likely demands for medical services (inpatient and outpatient). 
Other requirements for medical manpower need of the Ministry have been 
allocated in terms of speciality services. 

The planning of other health workforce needs was based on analysis of 
health needs at a particular period of time. The assessment was based on 
the factors affecting supply and demand and also the need to deliver 
effective health care services. These workforce planning projections must 
have the approval of the National Health Development Committee. 

The identifying needs, development of curriculum and projection of 
staffing needs in these areas has been a joint effort of the Ministry of 
Health with technical assistance from WHO mainly. 

In addition the Nursing Division continued to train nursing workforce 
through the school of nursing. This is the major source of nursing 
workforce supply. The Ministry of Health also continued to invest on 
speciality - with a view to further improve the quality of health care in 
Tonga. (Fig. 4). 
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3.7 WHO is responsible for health workforce planning (record keeping 
within the Ministry? 

The process of health manpower development involves the planning 
management, and production/deployment of health manpower. These functions 
are mainly coordinated from headquarters by the Administration and Health 
Planning and Information Services. The Administration is mainly concerned 
with determining of establishment, recruiting of staff, induction 
programme, promotion and other related staff management activities. The 
Health Planning and Information Services is directly responsible for 
manpower planning and projection of staffing needs through work studies 
and consultation with major head of division/section in matters pertaining 
to health workforce development and planning. This division is also 
responsible for processing of WHO fellowships through the National Health 
Selection Committee for Training 

With regard to Scholarships awarded through bilateral aid Probes. the 
needs of the Ministry is submitted to the Scholarship Advisory 
Committee/Ministry of Education who is responsible for allocation of 
scholarships, the selection of candidates, the arrangement of institution 
and placement of candidates in the recipient countries. 

3.8 Health Information 

One of the main functional roles of the Health Planning and 
Information is the collection, analysis and dissemination of health 
information for planning and decision making. 

The Information on health workforce is available in the Government 
Civil Service list. This is updated on an annual basis consisting of the 
following information: 

current supply of health workforce 
distribution within the health care system 
name and post description 
sex and date of birth 
date of promotion 
date of first appointment 
salary level 

In addition, information is also available although not all of them 
are routinely collected. 

factors affecting sources of supply and sources of 
loss 
inventories of current overseas training programmes 
failure rates in current training programme 
attrition rates 
national health profiles 
percentage of budget on personal emoluments 
future direction of the Ministry based on priorities 
and policies of national health plan 
policies on human resources development 
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4. Priorities for Development 

The current health policies on health manpower call for continuing 
investment on human capital resources through and continuing education at 
all levels. In 1986, the Ministry approved the Medical Manpower 
Plan/1986-l995. The approval of the plan was an important input to the 
overall health manpower development programme because the long perspective 
in the exercise is especially valuable in medical manpower planning when 
the lead time between the point of decision on required numbers of medical 
graduates and the actual production usually takes 7-10 years. 

The requirements for medical manpower of the Ministry is projected at 
48 full-time equivalent medical officers in 1995. This is based on the 
current demand of the health sector to make effective health care 
available to the public. 

During DPV period, the medical manpower development continued to 
invest on some speciality with a view to solve the mismatch between the 
existing medical manpower needs and the functional distribution of medical 
workforce. 

At the same time it is equally important that the health Manpower 
Development Programme will focus its attention on other health manpower 
categories because there are other inadequacies in the present system of 
meeting the health needs of special groups, such as the rural population; 
the poor; the sick elderly: and the chronically ill. An important point of 
departure from the problems and consequences faced by these categories 
should be the development of workforce plan for effective assessment of 
factors affecting supply and demand for health manpower. 
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SUMMARY AND CONCLUSIONS 

Despite the many complex health manpower issues facing Pacific 
Island nations that were examined and deliberated during a relatively 
short time period, the task of summarizing the dialogue's outcomes was 
equally challenging. Dr Jerrold M. Michael, Dean of the School of 
Public Health at the University of Rawaii, in his role as general 
chairman of the Seminar synthesized the underlying assumptions and 
conclusions including a call for a uniform commitment and resolve to 
future action. The following summarizes his remarks which were 
unanimously accepted by the participants. 

Assumptions underlining conclusions 

1. The root cause of health service, program and organizational 
deficiencies can be reduced to a single powerful issue -
human resources. 

2. An infusion of resources alone, although most important, will 
not result in a rapid rise in the level of health care or the 
systems of service delivery. 

3. Current human resources must be used in such a way as to 
enhance their performance as well as to serve individual and 
group satisfaction. That involves training or retraining and 
the provision of incentives to avert preventable out-migration 
or transfers to other occupations within the nation. 

4. A better system of predicting human resource needs through 
enhanced health planning and integrated data collection and 
analysis must be in place in order to offset continual crises 
in personnel requirements. Further, that data collection and 
analysis must be conducted on a region-wide basis in order to 
permit the levying of requirements, well in advance, upon 
"manpower generators," Le., academic and training 
institutions. 

5. Human resource needs and their supply are issues that are 
regional in nature and are most effectively dealt with on that 
basis. 

6. Manpower needs and supply are not easily delineated by 
national boundaries or through bilateral international 
relationships. The Pacific is an area as a whole and manpower 
planning including funding cannot easily be compartmentalized. 

7. It would be useful to have consortia or coalitions of nations 
who have human resource needs linked with consortia of 
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academic institutions who are able to and committed to the 
provision of health manpower. 

8. The strengthening of culturally and professionally appropriate 
training in local educational institutions should be matched 
with even more effective relationships with external 
institutions that can also provide culturally and 
professionally appropriate and essential training that is not 
provided locally. 

9. All other things being equal, it is more prudent to conduct 
training within the local area in terms of leave time; more 
reasonable in terms of training costs; more germane in terms 
of the teaching environment; and less likely to result in out
migration of the trainees. 

10. Health workers in any island health system may be more often 
called upon to perform a wide variety of tasks and in an 
independent duty status. They must be professionally 
supported and nurtured to prevent frustration, turnover and 
inadvertent erroneous actions. To that end, it would be 
desirable to establish a lifelong professional and 
consultative link between the service agency and supportive 
academic institutions and health agencies. Those links should 
provide for continuing education, consultation, professional 
updating and professional growth and reward. One such 
mechanism is found in the institutional mentorship first 
established through the academic experience. 

11. The educational process should provide two foci for the 
individual applicant. The first is relevant training to meet 
a stated and validated need in the individual sponsoring 
nation. The second is the opportunity to serve in that 
capacity in a post which is guaranteed upon entering training 
while holding open the future personal opportunity to seek, as 
a matter of choice, an even more rewarding (lateral or 
vertical) position in the health system. 
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12. While holding secure the individual missions of national, 
regional and international bodies and institutions, it should 
be possible for those groups to reformulate previously 
unconnected systems in order to meet, in the long term, 
priority Pacific human resource needs. 

13. The training and education of health personnel regardless of 
their immediate level of employment must be geared to the 
future of their nations and their own personal and 
professional goals. Such a process dictates consideration of 
a breadth of educational content not necessarily found within 
the basic description of their immediate jobs. Such additional 
areas might include health promotion, management skills and 
the political (policy) process. 

14. Personnel assignment from areas of lesser need to greater need 
should be coupled with a deliberate program of initial and 
continuing education. That education would direct itself to 
such areas as social and cultural sensitivities, management 
and planning, preventive strategies, environmental health and 
practical computer access for data acquisition and 
transmittal. 

15. Quality education and training lead to quality service. 
People should be well prepared for their positions in the 
health system without having to rely on the process of "on
the-job training" to such a high degree as is now extant. 
However, alternate modes of education, coupled with quality 
assuring validation techniques could provide that education 
and training to a larger number of people at a similar cost. 
What is lost in that alternate mode process are traditions and 
the instructor's convenience. Both of these are not to be 
lightly dismissed, but rather must be addressed in ways that 
match the value of such teaching and learning opportunity with 
teacher incentives. 

16. No change in priorities for health manpower enhancement; no 
opportunity to apply alternate modes of educational outreach; 
and no ability to fix individual, institutional, national and 
regional responsibilities for collaborative training actions 
will be possible without enhanced political will. That can 
only come with the health policy involvement of the health 
professional. 

Conclusions 

The following seminar conclusions were unanimously accepted by the 
participants: 

1. Addressing human resources as a priority issue will underpin 
efforts to raise health status and related capacity building concerns. 
Colleagues must collectively and as individual nations and institutions 
set priorities for replacement and augmentation of health personnel. 
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2. The receptive framework for a trusting and effective 
collaboration between health directors and national, international and 
regional agencies concerned with health and academic institutions would 
appear to be in place in the Pacific Basin as it relates to human 
resources development. That framework now needs to be translated into 
action. 

3. An appropriate strategy that sets the direction for human 
resources development in ways that maximize existing human and fiscal 
resources for the benefit of the Pacific Island nations can be arrived 
at without doing damage to the valid separate missions of each of the 
participating institutions but not without some change in the level of 
jOint decision making. 

4. An immediate concern is the need to assemble a more 
integrated system for collection, analysis and sharing of human 
resources and related data now available in parts, in a variety of 
separate places. 

5. The education and training approaches of the future must 
build on the values and strengths of the past; relate the instructional 
agenda to the problems and issues of tomorrow; promote both self
responsibility of the learner and interdependence of the teaching 
institutions; recognize changing personal roles and career 
opportunities; and utilize fully alternate teaching modes which are 
validated in the region and, to the extent possible, provided in the 
local environment. 

Charge for the Future 

The following charge for the future was adopted by the Seminar 
participants on November 16, 1989: 

1. Resolved that although no one agency or institution has 
within its mission the all encompassing charter to act for the other, 
the confidence that all hold for the Western Pacific Regional Office of 
the WHO and for its Director suggests that it be called upon to foster 
and stimulate the continuation of this human resources strategic 
development process. Specifically, the WPRO is asked to continue the 
dialogue through a similar seminar to be held in approximately November 
of 1990 in Manila. In advance of that meeting, a planning task force 
group should be charged with the development of a detailed Action 
Agenda. 

2. Resolved that an initial matter for action is the issue of 
human (health) resources data collection and analysis. The wpRO is asked 
to facilitate actions to address this issue in a priority fashion in 
consort with the PIHOA, the SPC, the Region IX USPHS office and such 
academic units as it deems appropriate. 

3. Resolved that a routine system of information exchange 
related to the issue of human resources and using existing channels and 
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organs of professional communication be instituted by each of the 
participating institutions attending the November 1989 seminar. 

4. Resolved that those individuals and institutions who wish to 
assume some particular role in connection with the development of a 
strategic plan for human resources development in the Pacific Basin are 
to communicate those notions to the Western Pacific Regional Office of 
WHO. 
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PLANNING CONCEPTS AND DEFINITIONS #1 [C] 

Human resources: planning. production and management 

Human resources for health [synonyms are health manpower, health personnel, or 
health workforce] refer to persons engaged in any capacity in the production and 
delivery of health services. These persons may be paid or volunteer, with or without 
formal training for their functions, and in the public or private sector. 

Occupations and occupational categories refer to a set of functions, requiring a 
specific combination of knowledge and abilities, and associated with a specific title, eg, 
doctor, nurse, laboratory technician, sanitarian 

Human resource planning " .. .is the process of estimating the number of persons 
and the kinds of knowledge, skills, and attitudes they need to achieve predetermined 
health targets and ultimately health status objectives." [WHO] Over the years this 
function has been broadened to include that of formulating human resource policy, in 
which the word 'policy' refers to statements made by relevant authorities that are 
intended to guide the allocation of resources and effort. Health services and human 
resource policies are key instruments for implementing decisions affecting the delivery 
of health care. 

Human resource production refers to " ... all aspects related to the basic and 
postbasic education and training of the health labor force. Although it is one of the 
central aspects of the health manpower [development] process, it is not under the 
health system's sole control." [WHO] The production system includes all the 
educational and training institutions, which are increaSingly a joint responsibility of 
both service and educational institutions. 

Human resource management has been defined as the "mobilization, motivation, 
development, and fulfIllment of human beings in and through work" [WHO]. It 
"covers all matters related to the employment, use, and motivation of all categories of 
health workers, and largely determines the productivity, and therefore the coverage, of 
the health services system and its capacity to retain staff." Management also 
encompasses programmes for in-service and continuing professional education, as well 
as evaluation. 

TOPICS IN HUMAN RESOURCE DEVELOPMENT - 14 Ocmber 1990 



- 114 -
Annex 16 

Table 1. INFORMATION OF POTENTIAL unLlTY IN HUMAN RESOURCE PLANNING 

Information items and principal uses of each. 
(Items marked by an asterisk are likely to be 
the most important) 

. Comments regarding data sources. collection. 
analysis and utility. 

I. Demograpbic, ecoDomic and bealtb status data 

Almost all of the information in this section should be available from already existing national and regional 
Statistical data. though it may need to be organized in special ways to highlight its relevance to human resource 
issues. It will provide the overall frame of reference for assessing the quantitative and qualitative needs for 
health personnel. and for determining what will be a realistic and sustainable rate of growth for the health sector. 

'Demograpbic data, eg, current and projected age, 
sex, and geographic distributions of the population; 
binh, death and projected growth mes ... 
Population size, characteristics, growth and 
distribution will be the main determinants of future 
health care requirements. 

• Economic data, eg, past, current and projected (10 
the extent possible) estimates of the gross national 
(or domestic) product; of government income and 
expenditures; and of bealth sector expendirures, by 
major system and object category (personnel, 
equipment and supplies, drugs, and capital 
invesunent) ... This information will provide the 
basis for estimating potential future costs and for 
testing the economic feasibility of the projections. 

aHealtb status data, eg, past. current and projected 
(to the extent possible) morbidity and mortality 
rates according to major diagnostic categories and 
geographic divisions. -- This information will 
provide important guidance as to the kinds of health 
workers required and the nature and orientation of 
training needed. 

No special data collection efforts should be 
necessary. Unless an elaborate health needs or 
health services demand model is to be used to 
project health worker requirements, detailed 
demographic data are not required. 

A high level of accuracy is neither to be expected 
nor required, though it will be important to establish 
a likely range within which the true values lie. 
Common sense and independent sources of 
information for the various items should help 
minimize significant errors. Major shifts in the 
amount or distribution of health sector expenditures 
should be carefully verified and reviewed as to their 
feasibility. 

Detailed information and tabulations are not 
necessary but only a general awareness of current 
and likely trends, and of their implications for the 
planning and production of health personnel. 

II. Healtb sector and system cbaracteristic$ 

Most of this information, 100, will not require special srudies, though sample surveys of may be necessary to 
provide additional detail on such topics as health worker productivity, staffing standards, turnover and vacancy 
rates. Considerable effon will be required to make the information useful for human resource planning and 
management pwposes. 

TOPICS IN HUMAN RESOURCE DEVELOPMENT - 15 October 1990 
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'Nature aDd cbaracteristics of tbe bealtb 
system(s), ego organization. sponsorship. 
governance. general funding mechanisms. and 
benefit structure and beneficiary population of 
major health care systems (Min. of Health. Social 
Security. miltar)' system. church-sponsored system. 
eIC.). -- Information of this type. including on 
expected changes in the size, characteristics. and 
disaibution of these beneficiary populations. and of 
the health care benefits available 10 them. will be 
very relevant to human resource planners. 

'Number, types, distribution, characteristics 
and outputs of health facilities aDd programs, eg, 
a quantitative and qualitative description of the 
major characteristics. including staffmg densities 
and service outputs, of the principal types of health 
facilities and programs in operation. -- This 
information in needed to assess the productivity and 
appropriateness of health personnel, and 10 identify 
needed changes in their numbers, types, tr.Iining, 
organization and in the way they are managed in 
the future. 

'Health services utilization data, eg, past, current 
and projected (to the extent possible) estimates of 
the utilization of health services by persons within 
each of the several health systems and seclOrs 
accortling 10 type of service. -- This information 
will be an important determinant of the numbers 
and types of health workers required. 

'Health system and buman resource costs, eg, 
estimates of current expenditures for each health 
system and its major component parts, and of past 
and projected expenditure trends; estimares of the 
entering, average. and maximum total costs of 
employment of different categories of health 
worker. especially in the public sector. -- This 
information will provide a basis for testing the 
economic feasibility of alternative workforce 
projections. 

Annex 1& 

The health system(s) are the environment and 
setting within which human resource planners mUSt 
operate. The define the opponunities. constr.lints. 
and needs. Little time should be spent describing 
the details of the system, which will be widely 
known. Instead, most time should be spent Ir)'ing 
to understand how it operates as regards human 
resources. how decisions are made and 
implemented. and to identifying needed changes and 
ways of bringing these about. 

Special studies may need to be done 10 provide 
additional detail on such IOpics as the numbers, 
characteristics. quantitative and qualitative 
productivities of health work.ers, appropriate staffmg 
densities and training, management methods. and 
vacancy and rumover rnLeS. These studies can both 
be useful and costly, so srudy prolOCOls must be 
planned with care. 

The level of detail required for this information will 
depend on the projection method(s) used. For a 
method based on the demand for health services. it 
may be necessary 10 conduct a population survey to 
determine per capita service utilization rates, while 
for other methods it may be sufficient to note the 
approximale volume and disaibution of services. to 
project trends. and to make an informed judgment 
about their appropriateness for the future. If a 
population survey is necessary it should be designed 
if at all possible to meet multiple requirements for 
information. 

Salary and other employment data may need 10 be 
collected by special studies. Private sector cost 
estimates may be important in selected cases, eg, 
when high private sector incomes are attracting 
away public seclOr employees. or the private sector 
is growing much more rapidly than the public 
sector. 

TOPICS IN HUMAN RESOURCE DEVELOPMENT - 15 OclOber 1990 
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Dr. Education and training of health personnel 

Much of this information should be readily available from individual training institutions though it may not be 
consolidated at a single point. Also, data collection forms may use different definitions, time periods, etc., that 
could complicate tabulation and analysis, If the required data are not now available, time should be invested in 
creating a reporting system capable of collecting annU2.l intake, output, and cenain other basic data according to 
agreed upon standards. 

·Training system characteristics and resources, 
eg, numbers, types, location, and major defUling 
characteristics (health careers offered, entrance 
requirements, normal dwation of studies, postbasic 
training offered, faculty availability, budget, 
physical plant) of health training institutions, 
irrespective of level or sponsorship. - This 
information is essential for knowing whal Ibe 
production system is like and its actual and 
potential capacity. 

·Training system inputs and outputs, eg, numbers 
of entering students and numbers of new graduateS 
by year of graduation, type of training and, if 
relevant, sex and nationality. -- This information 
will be required for projecting supply and 
estimating student and post-graduation health 
worker losses. 

Curriculum design, eg, major characteristics of the 
training programs offered, including hOUTS of 
instruction by topic, sequence, and method, 
including practice. -- This information may be 
needed if an apparent mismatch is identified 
between what health workers should know and be 
able to do, and what they are trained to know and 
do. 

Only essential information should be collected using 
standardized forms and definitions, preferably on an 
annual basis, Sources include the ministries of 
education and of health, associations of training 
institutions, and higher education councils. Some 
information may best be collected on a sample basis 
when justified due to special problems such as 
insufficient or inadequately qualified faculty, 
deficient physicial plant, etc., though for the most 
part these studies should be the responsibility of the 
training institutions themselves.' 

Input and output data should be checked for 
accuracy and then kept in a safe pla~ so that 
subsequent srudies do not need 10 relUTD 10 the 
training institutions to re-collect or to verify past 
data reports. Special studies may be justified on 
problems such as high student losses, insufficient 
qualified applicants, and excessive enrolment of 
foreign nationals, or to assess the potential for and 
costs of expanding training capacity. 

This information is primarily relevant 10 the training 
institutions themselves but may also be important 
for others, eg, when an assessment is being made of 
the the adequacy and relevance of training 10 

national health needs and service programs. 
Detailed curriculum assessment is a complicated 
and time-consuming process and should be done 
only for adequate cause. 

TOPICS IN HUMAN RESOURCE DEVELOPMENT - 15 October 1990 
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IV. Personal characteristics of bealth workers 

These specific data items are often used to characterize the workforce and may be collected either directly from 
health workers themselves or from personnel records. professional registries, etc. Wherever possible the latter 
method should be used since the costs and complexity of surveying a large number of health workers are great. 
In countries that require annual or biennial registration of selected categories of health workers it may be 
possible to collect limited additional information by means of a brief questionnaire which is included with the 
registration form . 

• Age. -- Used to estimate cwrent loss rates 
and to project future losses. 

·Sex. -- Used to estimate future losses 
since there is usually a differential loss rate 
by sex. 

Place ot birth andlor nationality. -- Used 
to verify the extent of immigration into the 
country. 

Marital status, eg, mamed, single, 
divorced. -- Some times useful in 
anticipating future losses in predominantly 
female occupations. 

Race andlor ethnic background -- This 
information may be useful to ensure an 
adequate racial distribution of the health 
worker supply if this factor is important in 
the country. 

Home residence, eg, home address. -- TIlls 
information is important only if a 
permanent health worker registry is 
planned. 

The year of birth is sufficient or alternatively, the year of 
graduation may be used as a proxy indicator of age. For the 
latter the average age at graduation for each.cohort ot 
graduates can be assumed. This information can usually be 
obtained by indirect means from a professional registry or 
employee records. 

Health worker sex is usually easily identified from the name 
or available from school or personnel records. 

Nationality at birth is the essential point. not place of birth. 
This information is likely to be of importance only in 
countries with substantial immigration. It may be available 
from personnel records. 

Generally not worth the trouble since information may be 
difficult to obtain and is relevant only in few occupational 
categories. 

Information of this type may be difficult to obtain and 
endanger the acceptability of other aspects of the study. 
POtential utility must be carefully weighed 

Information is of doubtful value unless for a registry; 
information is SUbject to frequent change. 
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V. Education and training cbaracteristics or bealtb workers 

'Type or beallb-specific training. -- Used 
10 classify personnel into lIle various 
categones of medicine. nursing. dentistry, 
etc. 

'Year or graduation rrom bealth-specific 
Iraining. -- Used with records of training 
institutions to check possible survey 
omissions and estimate the loss rate among 
professions. 

'Years of general education 
completed. .. Used to determine the 
adequacy of the general educational level 
of non-professional personnel. 

Name and location or institution(s) 
wbere tbe individual received bealth
related training. -- May be useful in 
determining whether graduates from 
different institutions have different typeS of 
practice, specially, location, loss rates, and 
perhaps, perfonnance. 

Licensure status, eg, has a current license 
for unsupervised practice, has a limited 
license for controlled practice, etc. -- May 
be necessary in some cases where there are 
discrepancies between the number licensed 
to practice and the number actually 
practicing. 

For the professions in general this infonnation defines the 
type o( training received. For some auxiliary caregories and 
occasionally for professions that have a surplus, there may 
be notable differences between the basic training and the job 
being pertonned, ego pharmacists may be serving as lab 
technicians. This infonnation is relatively easy to obtain 
from personnel records and registries. 

If the basic infonnation is obtained from the training 
institutions, the year of graduation is usually available; 
otherwise, it is usually obtained from the individual. A 
decision should be made whether 10 use the year of 
graduation or the year of licensure or certification to 
practice; these are ofren differenl The fonner is usually 
preferable since it is apt to be more accurate. 

Generally not useful for professional caregories since they 
rend to have a standard general education, eg, a secondary 
school certificate. For auxiliary personnel the number of 
years of general education is usually sufficient to classify 
them into "adequate", "marginally adequate", or 
"inadequare", according to present or proposed standards of 
general education. The infonnation can be time-consuming 
to obtain and may not included in personnel records. 

Information easily obtained from training institution records. 
Otherwise usually obtained directly from the individual since 
personnel records may be incomplete. In most cases this 
infonnation is of marginal utility. 

The merits of getting specific infonnation on this point 
should be considered carefully. A heallll worker survey 
could become seriously compromised if used as, or 
perceived as, a means to identicy those practicing illegally. 
Including this irem may make it more difficult to obtain 
complere and reliable infonnation from the rest of the 
survey. 
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certification .• - Importance usually limited 
to professional categories. May be of 
some use in assessing the supply of 
specialist professional personnel. 
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In the absence of established specialist aaining and 
certification, this infonnation is apt to be difficult to obtain 
and analyse, and may not very useful. Specialty training can 
vary from a lengthy medical residency or recognized degree 
progr.un, eg, public health, to one-week or two-week 
seminars, workshops, correspondence courses, certificates of 
anendance, etc. The need for this infonnation should be 
well established and it should be collected only when there 
is a clear end-point to the training, eg, a postgraduate degree 
or a specialty diploma or certificate. 

VI, Job cbaracteristics or healtb workers 

Institutional setting, eg, hospital (by 
type), clinic, health center, health post, etc. 
-- This infonnation makes it possible 10 

describe health worker distribution in 
relation to the employers or public or 
private sector and correlation with access 
by the population served by these speciftc 
institutions or sectors. 

"Type or work performed and 
approximate distribution or time 
according to major activity, eg, inpatient 
care, ambulatory curative care, ambulatory 
preventive care, community-based 
preventive and public health care. -- ntis 
infonnation is essential in order to 
characterize personnel utilization, evaluate 
productivity, and estimate future 
requirements if projections are 10 be based 
on a method which disaggregates health 
personnel according 10 specific functions. 

Number of services performed, eg, doctor 
visits, dentist visits, prenatal visits, bed
days of care, environmental sanitation 
inspections. -- Infonnation is potentially of 
great use in assessing work productivity, 
characterizing health worker utilization, and 
provding a basis on which 10 estimate 
private practice income. 

It is seldom necessary 10 tabulate the instirutional job 
distribution by more than about 10 main instirutional 
categories. When a category accounts for less than 4-5% of 
the total, it should be consolidated into a larger category, eg, 
missionary health prognuns. The problem of health workers 
who have multiple employers may be sufficiently important 
in some countries 10 require a special study to detennine the 
distribution by time spent with each employer. 

The four main work categories to distinguish are services to 
people, atlministration, teaching, and research. The first can 
be further subdivided inlO: direct clinical services to patients, 
indirect clinical services to patients (eg, lab or x-ray 
examinations), and services to populations (eg, health 
education, environmental sanitation). Further subdivisions 
may be indicated according 10 the specific activity or 
specialty. It is usually not necessary to differentiate among 
the various work activities of many personnel categories 
such as nurse auxiliaries or laboratory technicians, where the 
job title is a sufficient indication of what is done. Among 
physicians and certain other professional categories a 
substantial number of persons may have multiple activities; 
hence they must be questioned regarding the time allocation 
among them, a time-consuming process to be carried out 
only if the rest of the srudy design justifies it. The level of 
data disaggregation proposed above does not usually require 
a time-motion study, which can be very costly. 

Depending on the type of work and the health worker 
category, this lcind of infonnation can vary from being easy 
10 being very difficult to obtain. The cost of obtaining it 
can be high and, unless care is used, data accuracy may be 
low. Possible data to collect include the number of services 
(laboratory tests, x-ray examinations, etc.) perfonned and the 
number of home visits made. They should be collected on a 
sample basis only and the sampling period should be 
relatively brief (one day, one week), recent, and 
representative of the usual workload. 
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Functional specialization, eg, cardiology, 
pedialrics, general surgery, orthodontics. -
Information about specialty practice is 
useful for some professional categories 
such as physicians and perhaps dentists, 
particularly to established trends over time, 
to identify emerging shonages and 
surpluses, to orient postgraduate training 
programs, and to eval uate the 
appropriateness of specity training. 

Job title and classification, eg, Staff nurse 
I, il; Administrator I, II, etc. -- This 
infonnation may be useful to verify 
correlation between job title and type of 
work acwaJly performed, and to assess the 
appropriateness of entry requirements to 
each position, salary levels, and other 
conditions of employmenL These data are 
generally used only with reference to the 
public sector. 

Amount of time lost from work, eg, days 
lost during the past month or year due to 
illness, vacation, study or maternity leave. -
- By determining the effective amount of 
work time delivered, these estimates can be 
used to improve projections of the number 
of persons required to produce a given 
quantity of services. 

Past working history. -- Knowledge of the 
past working history of a sample of health 
workers may be useful in some special 
situations to indicate how the typical 
working career evolves and the 
determinants of and correlations between 
past experiences and subsequent decisions, 
Relevant data would include a chronology 
of past jobs according to types of jobs 
held, the employer, the location, and the 
length of time in the job. 

Job income, -- Used to estimate personnel 
costs and rate of return of different 
professions, and to assess income 
differentia1s in the public and private 
sectors and in different kinds of health 
activity, 
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In most developing counlries specialty practice is relatively 
limited and tends to represent a practitioner's preferences for 
certain types of patients or activities, rather than exclusive 
dedication to a specialty. Care should be used in 
interpreting data on self-declared specialization, which may 
or may' not coincide with information obtained about 
specialty training and cenification (see above). Unless there 
is a reasonably specific dermition of what each specialty 
means, the information may have limited utility. 

Although collection of this information often seems a good 
idea, its utility may be limited if the tilies are not very 
informative, and the work requined to code, tabulate, 
analyze, and synthesize job tilie and classification data is 
substantial. This information is best gathered on a small 
sample in relation to specific problems. 

For most professions the time lost from work can be readily 
estimated from personnel records and past experience. The 
information is necessary only when the method used to 
project requinements calls for the production of a given 
volume of services. It is therefore usually of marginal 
value, justifiable only when there is evidence that a given 
professional category is losing more than 15-20% of work 
time for inadequately identified reasons. 

This information can be very expensive and time-consuming 
to obtain and complicated to analyze; the full working 
history of persons in their 405 or 50s, for example, may 
contain numerous job changes that defy ready tabulation. 
Moreover, rapid developments in health sector employment 
may make retrospective analysis of limited use for 
anticipating the fUDlre. Such information should be obtained 
only after carefully weighing the pros and cons and use 
made of a small sample of respondents. 

Public sector income scales are usually readily available 
from institutional sources. Private sector income estimates 
require special techniques and may generate controversy. 
Techniques include estimating by means of observation or 
use of informed persons the average number of patients seen 
per hour or per day by private practitioners, the average fee 
charged, the average number of procedures given and their 
costs. 
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WORKFORCE PLANNING FOR SMALL POPULATIONS: 
The East Hev Britain Experience 

I have just come from Papua New Guinea where two of us 
developed the basic elements of a workforce plan for a 
province of 167,000. As a "provincial study", it did not 
address all the issues of supply and requirements that would 
have been the case if it had been a national study. 
However, it did provide us with a very useful experience of 
workforce planning for a small population -- one which is 
nevertheless larger than many of the countries represented 
here at the Conference. It may therefore be helpful to 
comment briefly on what we did and provide in your handout 
an outline of the components. I should stress, however, 
that this was a pilot effort in PNG, it was severely limited 
by time [which was in part intentional], and it has not yet 
been adequately reviewed by either the PNG Dept. of Health 
or the Div. of Health of East New Britain Province. 

The main features of this approach to workforce planning 
include: 

-brief time to identify the key problems affecting the 
workforce [two persons for less than two weeks to 
identify and describe all the key issues 

-active involvement of those who will be affected by 
the resulting plan 

-focus was primarily on improving the qualitative and 
quantitative performance of the workforce, and 
secondarily, only as appropriate, the quantitative 
size of the workforce 

-plan was developed with the intention of eventually 
becoming a prototype plan, available on diskette, for 
adaptation to the needs of other provinces 

-the planning agenda, and data collection, were 
determined by local needs, not by some theoretical 
framework 

Later on in the Conference, if and as appropriate, I will be 
glad to comment more on the methods, merits and limitations. 
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HEALTH WORKFORCE PLAN PaR EAST NEW BRXTAXN PROVXNCE 

I. INTRODUCTION AND OVERVIEW 

Purpose 
Methods 
Participants and acknowledgements 

II. EAST NEW BRITAIN PROVINCE AT A GLANCE 

Demographic and social variables 
Economic variables 
Vital and health statistics 
Health facilities and services 
East New Britain Province in summary 

III. THE CURRENT WORKFORCE SITUATION 

Supply and distribution of the health workforce 
Problems and priorities 
1. Job classification, description and management 
2. Staffing norms, workloads, and staff substitution 
3. Workforce productivity 
4, Performance appraisal and supervision 
5. Continuing and inservice education 
6. Communication and coordination 
7. Conditions of employment 
8. Rural health services 
9. Other issues and problems 
Projected workforce supply 
Basic training: quantitative and qualitative aspects 
Projected workforce requirements 
Balance between hospital & primary care activities 
Role of the community health worker 
Role of the church and private sectors 
Economic aspects and implications of the workforce 

IV. PLANNING FOR THE FUTURE 

1. Job classification, description and management 
2. Staffing norms, workloads, and staff substitution 
3. Workforce productivity 
4. Supervision and performance appraisal 
5. Continuing and inservice education 
6. Communication and coordination 
7. Conditions of employment 
8. Rural health services 

V. NEXT STEPS 

Appendices 
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PROORPSC; IEI'OKT 
ON THE REVITALIZATION OF THE FLJI SCIIOOL OF MEDICINE AS A CENTRE FOR THE 

DEVElDPHENT OF IIlIKAN RESOURCES FOR HEALTH IN THE PACIFIC 

1. BAClGROOHD 

The thirty-ninth session of the WHO Regional Committee for the 
Western Pacific in September 1988 requested the Regional Director to 
explore technical and managerial mechaniams for coordinating national 
and international programmes in order to meet the special needs for 
human resources for health of the island nations and areas of the South 
Pacific. A resolution stressing the importance of training medical 
personnel for this Region and requesting the support of WHO was adopted 
(Annex). 

In response to this request, WPRO initiated a series of activities 
to determine those needs and to develop a plan for meeting them. One 
important step is to support existing training institutions in .the 
formulation of long-term development plans that take into account: 
academic concerns, the expanded scope of health services (to include 
promotive, preventive and curative activities), and government 
structures. 

This report summarizes the initiatives and collaboration that 
emerged from the Regional Committee resolution of 1988 aimed at 
revitalizing the Fiji School of Medicine (FSM) as a centre for the 
development of human resources for health in the Pacific. 

2. SI'XlUENCE OF AC'ITVITIFS 

(1) October-December 1988 - A series of initial visits to Suva, Fiji, 
were made by WHO officials of the WesLern Pacific Regional Office 
(WPRO) to explore various approaches that would lead to the 
resolution of various issues concerning the Fiji School of Medicine 
and Medical Education in the Pacific. 
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(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

Januarv-February 1989 - A panel of temporary advisers composed of 
professionals from the Region was organized for the purpose of 
developing a plan of action for the long-term development of the 
Fiji School of Medicine in the light of current needs and 
anticipated events. 

13-20 March 1989 - The informal Consultative Meeting of advisers on 
"The Development of Human Resources for Health in the Pacific: 
Focus on the Role of the Fiji School of Medicine" was convened in 
Manila by WHO/WPRO. The Draft Plan of Action for the long-term 
development of the Fiji School of Medicine emerged, emphasizing 
four major areas of concern: curriculum reform; faculty 
development; management structure and support; and physical plant 
and equipment. 

25 March - 26 April 1989 - High-level consultations and follow-up 
meetings were held between WHO and the Fiji Government covering 
the main areas of concern. Dr S.T. Han, Regional Director of 
WHO/WPRO, visited to Suva to attend the second official meeting 
between the officers and staff of the Fiji Ministry of Health and 
the Staff of WHO on 3rd and 5th April 1989. During the second 
meeting, the Draft Plan of Action was reviewed and proposed 
revisions/modifications were noted. Representatives of bilateral 
aid countries and agencies of Australia, Japan, New Zealand, the 
United Kingdom and the United States of America, as well as the 
Deputy Resident Representative of UNDP in the South Pacific, were 
briefed individually on the developments regarding the School. 

24 - 28 April 1989 - The Second Follow-Up and Coordination Meeting 
of WHO Advisers on the Fiji School of Medicine was held in Suva, 
Fiji. This involved actual interactions with the FSM Faculty, 
officials of the Fiji Government and representatives of other 
governments and agencies. This exercise integrated the various 
inputs and comments into the final form of the Plan of Action for 
the Development of the Fiji School of Medicine as a Centre for 
Education of Health Personnel in the Pacific. 

14 August 1989 - The Honorable Minister for Health of Fiji, 
Dr Apenisa Kurisaqila, formally confirmed the Fiji Government's 
approval and acceptance of the "WHO Report on the Plan of 
Action ••• " in a letter addressed to Professor Ian C. Lewis, Fiji 
School of Medicine Hesd of School, for transmittal to AIDAB. 

30 August 1989 - Mr Vincent McBride of the New Zealand Embassy in 
Suva formally conveyed the support of the New Zealand Government 
for the Plan of Action in a letter to Professor Ian C. Lewis, for 
and on behalf of the New Zealand Ambassador. 
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(8) 8 September 1989 - The Department of Information of the Fiji 
Government released a formal announcement to the PresS affirming 
Cabinet approval of the Plan of Action. 

(9) 19 September 1989 - Mr C.V. Bell, Director of Development 
Assistance, Ministry of External Relations and Trade of New Zealand 
conveyed his government's support of the Proposals in the Plan of 
Action in a letter addressed to Dr S.T. Han, WHO/WPRO Regional 
Director. 

(10) 6-29 September 1989 - A major initiative in the area of Curriculum 
and Faculty Development was implemented, consisting of an intensive 
seminar/workshop on the innovative, sequential, problem-based, 
community-oriented, competency-based medical curriculum, conducted 
by Dr Brooke Murphy of the University of Newcastle and 
Dr Jimi Samisoni of the Pacific Basin Medical Officers Training 
Program in Pohnpei. 

(11) November 1989 - The Government of Japan responded to a request made 
by the Fiji Government for the redevelopment of the Fili School of 
Medicine as a Centre for the Education of Health Personnel in the 
Pacific and the Colonial War Memorial Hospital (CWMH) by 
dispatching a Preliminary Study Team to Fiji. This mission 
confirmed the significance of cooperation for the project. This 
initiative represented a major input in the area of Facilities 
Development/Physical Plant and Equipment. 

(12) 23 February 1990 - UNDP and WHO affirmed that both institutions 
would help regional governments in coordinating with donor 
countries to help mobilize capital and human resources to achieve 
the goals of the revitalized FSM. The occasion was the monthly 
Donors' Meeting held on this day. Professor Lewis also explained 
the need for a constitution or charter for the School. 

(13) April 1990 - Mr Qoriniasi B. Bale, former Solicitor-General and 
former Attorney-General and a practising barrister is appointed as 
the new Chairman of the FSM Council as a first step towards the 
constitution of a new counCil, in accordance with the Management 
Structure and Support stipulations of the Plan of Action. 

(14) 9 April - 8 May 1990 - The Government of Japan entrusted the 
redevelopment study function to the Japan International Cooperation 
Agency, and dispatched the JICA Basic Study Mission to Suva, Fiji. 
The study team conducted surveys and discussions on the 
redevelopment of the Fiji School of Medicine and the Colonial War 
Mem0rial Hospital. The Inception Report was submitted to the Fiji 
Government by the study team. 
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(15) 15-25 April 1990 - The second in a series of seminars/workshops for 
Faculty and Curriculum Development held in Suva, was conducted by 
Dr Brooke Murphy and Dr Jimi Samisoni. This workshop focused on 
the development of the "first turn" of the three-year curriculum 
spiral for the Primary Health Care Practitioner (PCP) and 
definition of the competencies of this health professional. 
Participation in this workshop was expanded to include nurse 
educators from the Nursing Training School and a group of senior 
FSM medical students. 

(16) 9 May 1990 - The Health Ministers of Governments in the South 
Pacific conferred in Geneva, Switzerland, and held discussions with 
WHO/WPRO Regional Director, Dr S.T. Han, on the role of Fiji School 
of Medicine. The consensus emerged that the minutes of the points 
agreed upon would be used as the basis for a possible Regional 
Committee Resolution for Regionwide support of the full development 
of FSM as a focal point for the training and educ.ation of health 
professionals for the Pacific island countries and areas. 

(17) 18 Hay-20 July 1990 - A separate mission was dispatched to Suva by 
WHO/WPRO to look into the Management and Administrative aspects of 
the development plan for FSM. This mission took into account 
organizational design, budgeting, the non-teaching staff and 
financial management system. 

(18) 3-10 July 1990 - The second follow-up mission of the Japanese 
Government arrived in Suva, Fiji, identified as the JlCA Draft 
Final Report Explanation Team headed by Dr Atsuaki Gunji, Director, 
Department of Public Health and Administration. National Institute 
of Public Health and Welfare. This mission took up the 
architectural floor plans and space allocation schemes for the new 
teaching hospital with representatives of FSM and CWHH. 

3. PROGIWI1ED AC1IVItIES, FOR THE BALAHCE OF 1990 AND BEYOND 

(1 ) Aug1lst 1990 -

Distribution of the PCP Profile (Primary Care Practitioner -
the first tier of the two-step curriculum for the new FSM 
medical course) among governments of the Pacific Region. 

Announcement of the admissions policies and criteria for the 
February 1991 intake of students for the new medical 
curriculum. 
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(2) September 1990 - Submission of the Final Report of the JlCA Project 
Design Team to the Government of Fiji on the Redevelopment of 
PhYSical Facilities. 

(3) November 1990 

The third in the workshop series for faculty and curriculum 
development, focusing on the second tier of the medical 
curriculum's spiral leading to the MBBS degree or its 
equivalent. 

Evaluation and review of the existing HBBS course at FSM with a 
view to designing and developing strategies for post-graduate 
programmes. The initiatives in postgraduate and continuing 
medical education will constitute a third tier of the new FSM 
curriculum. 

(4) October-December 1990 

Exchange of notes between the Governments of Japan and the 
Republic of Fiji on the redevelopment of the facilities of FSM 
and CWMH, after which the pre-construction bids and 
documentation will be finalized. 

(5) February 1991 - Start of the new medical curriculum. 

(6) April 1991: 

Possible start of mobilization activities prior to actual 
ground breaking and construction at the CWMH project site. 

Expansion of Programme Review activities to include the 
long-term roles of the Medical School at the UniverSity of 
Papua New Guinea, and of the Pacific Basin Medical Officers 
Training Program, at Pohnpei, Federated States of Micronesia, 
in the total plans and perspectives for human resources for 
health in the entire Pacific region. This exercise will have 
to take into account the findings of the Disease Patterns 
Survey now under way, the results of the Health Manpower 
Inventory of the South Pacific, and other pertinent inputs. 
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4. SUMMARY 

In accordance with the resolution of the thirty-ninth session of 
the Regional Committee in 1988, a plan of action for the development of 
the Fiji School of Medicine has been formulated through the coordinated 
efforts of WPRO, the Fiji Government and interested donor agencies in 
consultation with other Pacific island countries. The Plan consists of 
four main components, namely: (a) curriculum reform: (b) reorganization 
of management and administration: (c) faculty development and 
(d) physical facilities development. The status of these different 
components to date are as follows: 

4.1 Curriculum reform 

A new two-tier curriculum which produces medical assistants and 
physicians has been developed. It utilizes problem-based approsches and 
is expected to produce professionals who are more attuned to Pacific 
islsnd health problems. Implementation is scheduled in 1991. 

4.2 Management and administration restructuring 

The Fiji Government has agreed in principle to a more autonomous 
administration with a guaranteed one-line budget. Final design of the 
organization is currently under study and will include reconsideration 
of relationships with the Fiji Ministry of Health and the University of 
the South Pacific. 

4.3 Faculty development 

A postgraduate programme is under development. Coordination with 
other programmes in the Pacific (e.g. Papua New Guinea) as well as 
metropolitan countries will be emphasized. In the meantime, recruitment 
of expatriates is on-going. 

4.4 Physical facilities 

The Japanese Government is cooperating in the renovation of the 
Colonial War Memorial Hospital as a teaching facility. This will begin 
in early 1991. Discussions on the construction of other 
teaching/learning infrastructures are in progress. 



- 129 -

Annex 18 

CRFLXIJST 

1. Immediate: 

2. 

F$ 300 000 

F$ 90000 

F$ 100 000 

F$ 

for temporary tutorial rooms 

(US$60 000) for chairs, desks, projectors, 
and other teaching equipment 

(Approx.) Salaries for the 5 medical 
officers to be seconded from the MOH. 

Replacements (UNV) for the above at health 
centre (district) posts (on local salary 
rates) 

Student Accommodations within Suva (for the live-in students who 
are now at Tamavua. 

F$ 300 000 

F$ 228 000 

F$ 

Downstream: 

F$l 000 000 

F$3 000 000 

F$3 500 000 

Salaries for the 6 Professorial Chair 
holders, 1 year. 

Salaries for 10 additional faculty members 
(of Fiji civil service rates) 

Vehicle{s) to be driven by tutors (for 
field training) 

New dormitory at Suva 

or 6 x F$500 000 blocks for a capital fund 
to support the 6 Chairs. 

Additional capital fund to support the 10 
additional faculty positions (medical). 

3. Fellowship (s)/Replacements: 

A teaching surgeon to head Surgical Department 

A teaching physician to join Michael Flynn 

An anatomist (if possible) 

A pathologist (if necessary). 



- 131 -

ANNEX 19 

AN OUfLINE OF THE MEDICAL TRAINING PROGRAMME PLANNED 
FOR FIJI AND THE PACIFIC BASIN 

by 

Professor Ian C. Lewis 
Head 

Fiji School of Medicine 
Suva, Fiji 

CONTENTS: 

1. The two tier Undergraduate Training Programme: 

1.2 Outline of the background history and the proposed new structure. 

1.3 The primary care practitioner profile. 

1.4 Admission policies: 

(a) general considerations 
(b) eligibility 
(c) selection process 
(d) important dates 
(e) admission committee 
(f) admission to tho second tier of the course 

2. The third tier or postgraduate training: 

2.1 Outline of present and past practice with comments. 

2.2 Outline of suggested training programme to be discussed at 
November conference in Suva. 

3. Flow diagram of proposed medical training. 

The Pacific Basin must become self sufficient in training health 
professionals to meet the needs of Island countries/people and their 
health services. 

Professor Ian Lewis 
Head 
Fiji School of Medicine 
Suva 
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1. TIlE NEW TWO-TIER UNDERGRADUATE TRAINING PROGRAMME AT THE FIJI SCHOOL 
OF MEDICINE 

1.1 The Fiji School of Medicine was founded in 1885 and in 1888, 
after a three year training course, it graduated three native 
practitioners. They and the graduates who came after them were so 
successful in their work at a community level that ongoing funding for 
the School was continued by the British Government. 

In 1931, the course was increased to four years and then in 1952 to 
five years. Graduates were trsined to cope with community health 
problems. In 1982 the School introduced a six year MBBS course with 
more basic science and a greater hospital orientation, producing a 
graduate deemed comparable to those from medical schools in Australia 
and New Zealand. . 

The School came in for criticism in the last decade or so because 
of high student dropout rates in the early years, poor staffing levels 
and an inability to graduate doctors in sufficient numbers to meet 
service requirements. 

As a result of pressure from delegates to the Western Pacific 
Regional Meeting of the World Health Organization in September 1988, an 
action group of consultants with input from Fiji School of Medicine 
personnel and representatives of the Ministry of Health produced a "Plan 
of Action for the Development of the Fiji School of Medicine as a Centre 
for Education of Health Personnel in the Pacific". 

The Interim Government of Fiji accepted this report Tn its entirety 
in August 1989 and issued a press release to this effect. 

The Plan outlines changes to the medical curriculum to create a 
two-tier curriculum. Graduates of the first tier will practice as 
Primary Care Practitioners (PCPs) and will then return after a minimum 
of one year of experience in the field to complete the second tier of 
the course before graduating with a medical degree. 

Why is this change necessary? In the Pacific area there are many 
small countries with limited financial resources and small, often 
scattered populations. Primary health care is essential in combatting 
their problems, for introducing preventive measures, and to promote 
health. Their health systems have to be cost effective. Doctors are 
the most thoroughly trained of all health professionals but they are 
often in short supply, and in and any case it would be uneconomical to 
place them in small communities. It could also be frustrating for the 
doctor to be unable to utilize the depth of knowledge and skills with 
which he or she has been equipped during training. 

It is here that the well trained medical assistant or Primary Care 
Practitioner becomes important. With three years of intensive community 
oriented instruction this professional in my opinion will become the 
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backbone of Pacific Island health services, allowing doctors to staff 
regional referral centres and hospitals. (See Primary care practitioner 
profile attached). 

Instruction will be problem based with an integration of the 
Various disciplines along the McMaster, Newcastle lines but modifiedn to 
meet the limited resources and requirements of Fiji and the Pacific 
region. 

All primary care practitioners on completion of their course will 
be required to work for a minimum of one year under supervision and with 
assessment. 

Assuming they meet satisfactory levels of assessed competence, that 
they wish to proceed to medical officer training andn that their country 
is prepared to support them, they will be trained for a further three 
years still using a problem based approach but now with hospital 
oriented instruction. 

All doctors graduating from the Fiji School of Medicine with a 
degree will have had initial training and experience as Primary Care 
Practitioners so that there should be no problem in integrating the two 
groups into a health system. The degree graduate, having completed six 
years of instruction, will be well trained competent medical 
practitioner who has been thoroughly prepared for work in Pacific Island 
countries. 

The new course as outlined above will be introduced in February 
1991. 

1.2 Profile of the Primary Care Practitioner (PCP) at graduation 

The new course being developed at the Fiji School of Medicine will 
be a two step curriculum. Step one, involving three years of study, 
aims to graduate a Primary Practitioner (PCP). This graduate will then 
spend a minimum one year in supervised, assessed community practice. 
PCPs may have the opportunity of continuing on for a further three years 
of hospital based training to graduate as doctors. 

The following broad areas of 
of graduation after three years. 
into six areas. 

competency apply to the PCP the time 
These competencies have been grouped 

1.2.1 Recognition understanding, management and prevention of disorders 

(a) 
learning 
epidemic 

The PCP will be able to recognise and understand through 
appropriate bio-medical knowledge, the common emergency, acute, 
and chronic disorders of the region. The disorders will come 
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* from the Disease Profile of patients as they present in the primary 
care setting. 

(b) The PCP will he able to do this by using problem solving 
strategies, history taking and physical examination skills, and 
laboratory tests which are available in the health centre. 

(c) The PCP will be able to manage a range of disorders from the 
Disease Profile using basic surgical techniques, selected drugs, and 
behavioural counselling techniques. 

(d) The PCP will be able to carry out pre and post natal care 
family planning advice and procedures, perform normal deliveries, and 
run well baby clinics. 

(e) The PCP will be able to perform minor surgery including 
emergency dental treatment. 

(f) The PCP will be able to deal with specified uncommon but 
life threatening conditions. 

(g) The PCP will be able to consult others and refer patients 
appropriately to secondary institutions, based on a recognition of 
personal clinical limitations. 

(h) The PCP will be able to develop management plans which 
consider the whole patient in the context of the family and community. 

(i) The PCP will be able to adopt strategies to prevent disease 
by patient counselling, assessing compliance, contact tracing and 
screening techniques. 

1.2.2 Health promotion and intervention 

(a) The PCP will be to identify the need for health promotion 
based on local epidemiological evidence. 

(b) In cooperation with the community and members of the Primary 
health care team, the pcp will be able to plan, implement and monitor 
health promotion and health education activities. 

(c) The PCP will be able to stress the importance of lifestyle 
and environmental factors in health promotion, uSing appropriate 
communication techniques, including public speaking. 

(d) The PCP will be able to use the resources of government and 
non-governmental agencies in developing health promotion and health 
education activities. 

* The Disease Profile refers to a list of common symptoms, 
disorders, and health problems of the region, which is in preparation. 
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(e) The pcp will be able to participate in the training of other 
members of the primary health care team. 

1.2.3 Self directed learning 

(a) The pcp will be able to take responsibility for learning by 
seeking out available information, resources, and formal continuing 
education opportunities. 

(b) The pcp will be able to critically analyze and apply new 
knowledge to daily practice. 

(c) The PCP will be able to organize study time in order to 
minimize personal and family stress. 

1.2.4 Health administration and management 

(a) The PDP will be able to administer a health centre by 
undertaking budgeting, inventory, and stock control, personnel 
management, record keeping and equipment maintenance. 

(b) The PCP will be familiar with the local administrative 
structure of health care delivery. 

(c) The PCP will be able to keep accurate and accessible patient 
records and administer the record system of the health centre. 

1.2.5 Interpersonal and interprofessional relationships 

(a) The PCP will be able to recognize personal strengths and 
limitations. 

(b) 
patients, 
servants. 

The PCP will be able to communicate effectively with 
their families, community members, colleagues, and other civil 

(c) In communicating, the PCP will use appropriate language, 
diplomacy, and an understanding of social and cultural traditions. 

(d) The PCP will be able to recognize the ethical and legal 
boundaries applied to the primary health care. 

(e) 
members of 
agencies. 

The PCP will be able to understand the roles played by other 
the primary health care team, government and non-government 

1.2.6 Understanding people, communities and popUlation 

(a) The PCP will be aware of the pattern of disease in his or 
her community. 
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(b) The PCP will be able to use epidemiological methods of 
population research and analysis to contribute to the Disease Profile of 
the region. 

(c) The PCP will be able to apply where appropriate traditional 
community approaches to health. 

1.3 Admission policies 

1.3.1 General considerations 

Admission to the PCP course will be based primarily on academic 
merit. Minimum academic requirements must be met by all applications. 
Selection of students will be made by the Admissions Committee on 
recommendation of the governments of the region acting in consultation 
with the medical school. 

Students from Fiji and regional island countries, excluding 
Australia and New Zealand, will be given preference. Private students 
from the region or other developing countries may be considered if space 
is available. 

Recognizing the desirability of training PCPs which represent the 
language and cultural distribution of the country, 50% of Fiji 
admissions will be reserved for indigenous Fijians or Rotumans, and 50% 
for all other Fiji citizens. 

Places in the first PCP class (1991) will be reserved for 
government-sponsored students as follows: 

Fiji 20 

Regional 10 

NB. Fiji students must apply separately to the PSC for a 
government scholarship to study at FSM. 

1.3.2 Eligibility 

A candidate shall be eligible to be admitted FSM for the purpose of 
pursuing the Primary Care Practitioner course if he/she has: 

(a) Achieved the required standard in a Form Six examination 
approved by the Faculty Board. 

- In the Fiji School Leaving Certificate Examination, a student 
must obtain an aggregate of not less than 250 marks out of 400. 

A student must meet the following minimum requirements: 

i. sO% in English 

ii. SO% in Mathematics 
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iii. 50% in one subject from Biology, Chemistry and 
Physics. 

iv. 50% in one other science or non-science subject. 

- In the Pacific Senior Secondary Certificate, a student must 
obtain: 

i. Grade 4 in English. 

ii. Grade 4 in Mathematics. 

iii. Grade 4 in one subject from Biology, Chemistry and 
Physics. 

iv. Grade 4 in one other science or non-science subject. 

(b) Completed the appropriate Preliminary programme of the 
University of the South Pacific. 

(c) Obtained the permission of the FSM Faculty Board to enrol. 
A parson who is not eligible to the admitted under the above regulations 
may be granted admission at the discretion of the FaCUlty Board. In 
coming to a decision on any application for admission under this 
regulation, the Faculty Board shall take into account the applicant's 
age, his academic background, the nature of any employment or occupation 
in which he/she has been engaged and the likelihood of his/her being 
able to satisfy the requirements of the PCP program. The Faculty Board, 
if it sees fit, may require him/her to pass such examinations or tests 
as it may prescribe as a prerequisite to such an enrollment. 

1.3.3 Selection process 

- The applicant must submit: 

i. A brief Biographical Letter of Application (of no 
more than 500 words) outlining his/her reasons for 
wanting to study medicine, relevant extracurricular 
activities and interests, and personnel career 
goals. 

ii. A completed questionnaire (carefully constructed by 
FSM) from the Principal of his/her secondary school, 
or from a university lecturer. 

iii. A copy of his/her Form Five results and mid-year 
results from Form Six. Documentary evidence of 
final Form Six results must be forwarded directly to 
the medical school as soon as it is available. 

- An interview will not be compulsory for successful applicants, 
but selected applicants may be invited for a personnel interview 
by the Admissions Committee or its nominee. (Students from 
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outside Fiji must apply through their Governments, and normally 
will be interviewed by a consultation with the Admissions 
Conmittee). 

- A provisional list of students approved for admission will ha 
forwarded to the sponsoring government for its approval. A 
student who is provisionally accepted but who does not obtain 
government scholarship may apply for admission as a private 
student. Private students may be accepted by the Faculty Board 
prOVided places are available. 

- Final offers of admission will depend upon submission by the 
candidate of his Form Six final results, approval of government 
or agency sponsorship, or approval by the Faculty Board in the 
case of private students. 

1.3.4 Important dates 

For those applying for admission to the PCP course in February 1991 
are: 

(a) Deadline for submission of completed application to the 
Secretary, Fiji School of Medicine: 

OCTOBER I, 1990 

(b) Interviews to be conducted during November and December 1990 

(c) Provisional list of students for admission completed by: 

JANUARY II, 1991 

(d) Provisional list submitted to PSC and governments for their 
approval and commitment of SCholarship. 

(e) Final list of students for admission to be released by: 

JANUARY 25, 1991 

(f) Registration for PCP course: 

FEBRUARY II, 1991 

1.3.5 The Admission Committee 

Will be a committee of the Faculty Board empowered to undertake the 
selection of students for the PCP course. Their selections will be 
forwarded to the Faculty Boardfi for final approval. 

Head of School 
Academic Dean 

Prof. Ian Lewis 
Dr J. Samisoni 

At least one member of staff 
Ministry of Health representative 
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Another staff representative 

1.3.6 Admission to the second tier of the medicsl degree course 

A candidate shall be eligible to apply for admission to the second 
tier of the course to pursue studies toward the medicsl degree if he/she 
has: 

(a) Obtained the Diploma in Primary Health Care of FSM and 
satisfactorily completed one year of supervised practice as a PCP 
in a health centre. 

(b) Practised as a Medical Assistant for at least five years, with 
good reports. 

ec) Practised as a health professional in another field for at 
least five-years, subject to review and approval by the Faculty 
Board. 

2. POST GRADUATE TRAINING IN TIlE PACIFIC BASIN 

2.1 An outline of present and past practice with comments 

Until very recently postgraduate training was regarded by the Fiji 
School of Medicine and the Ministry for Health as not responsibility for 
Fiji. Postgraduate students were given scholarships to train mainly in 
Australia and New Zealand. The Royal Colleges of Physicians and 
Surgeons insist on approval training programmes and they conduct 
searching examinations before granting their diplomas which are accepted 
in most of the region for specialist registration. The period of 
training varies with the discipline but takes from six to eight years as 
a minimum. Other diSCiplines with Colleges, such as psychiatry, 
obstetrics and gynaecology, pathology; paediatrics and dermatology run 
programmes which also demand years of training in approved hospitals. 
Students from Fiji have failed badly in the preliminary examinations not 
through lack of intelligence but becsuse of a relatively poor scientific 
foundation to their medical knowledge. The emphasis of medical training 
in Fiji has been to equip students with professional skills rather than 
basic scientific knowledge. Cameron has traced sixteen Fiji School of 
Medicine graduates who successfully completed postgraduate training 
overseas, only four have returned to practise in Fiji. It should be 
remembered that not only have specialist skills being lost to Fiji in 
this way, but also the services that the postgraduate students five 
during their training are to overseas hospitals and not to the hospitals 
in Fiji where registrars are badly needed. Students going overseas 
represent therefore a service drain and all too frequently a brain drain 
as well. 
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One can also question the relevance of much of the experience and 
training given overseas to doctors planning careers in Pacific Island 
nations. Australian and New Zealand teaching hospitals set very high 
standards in developed country type medicine. Their facilities tend to 
be highly specialized reference units using the latest in technological 
aids in diagnosis and management. Pacific Island countries have 
hospitals but, unless heavily subsidized from overseas these 
institutions provide broad base hospital type of management. There are 
likely to be shortages of some drugs and other medical supplies because 
of very limited health budgets. Salary scales cannot match those 
offered in countries like Australia and New Zealand which is another 
reason why postgraduate students successful in their training and 
examinations may feel disinclined to return to their home countries to 
practise. 

It is common to find that in the Pacific, specialist posts and 
teaching posts in the Health Services and health professional training 
institutions are filled by expatriates whose salaries are frequently 
subsidised in some way by their home governments. These doctors are 
often on short term contracts. They usually give a reasonably good 
service to the community in which they serve but as they come from 
completely different backgrounds they have to adjust to the prevailing 
ethnic groups, religions, financial and environmental conditions and 
often to diseases not seen in their own countries. 

2.2 Outline of suggested training programme to be discussed at November 
Conference in Suva 

Facilities at present available in Fiji could be utilized for 
postgraduate training programme. On the main island, there are two 
major hospitals, one with 400 beds and the other 320 beds. These are 
hospitals already utilized in undergraduate teaching programmes. Both 
hospitals are short of registrars and training programmes should be of 
considerable help to encourage doctors to fill these important hospital 
positions. 

Discussions with school staff and others have suggested that a four 
year structured training programme leading to a master or medicine 
degree should be considerable help to encourage doctors to fill these 
important hospital positions. Each discipline having trainees would 
endeavour to have a planned inputs from visiting specialists who could 
take part in undergraduate programmes as well and provide a service 
component in the main hospitals during the attachment. Each visiting 
specialist might stay for one to two months and while accommodation and 
a living allowance could be arranged from local funds, fares and salary 
compensation would have to come from aid sources. In the early part of 
the four year training period some form of primary examination with an 
ongoing assessment component should be considered, to weed out 
unsuitable trainees. A maximum of six months and may be even less time 
should be spent overseas and such attachments should be too good 
provincial centre hospitals rather than over specialized units in 
capital cities. Attachments of this nature will provide an opportunity 
for Pacific Island students to observe patient management in a different 
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setting, to possibly learn new techniques and to compare their abilities 
with others of somewhat similar standing. The final examination should 
be of high quality with written, oral and clinical components conducted 
in conjunction with invited external assessors. If the Master of 
Medicine qualification cannot be awarded in Fiji, the Papua New Guinea 
faculty is keen to cooperate with us and it is possible that candidates 
could be examined in Port Moresby as the postgraduate training scheme in 
operation in PNG is very similar to the one proposed for Fiji. 

Regional Medicsl Councils will have to be convinced that the 
graduates of these courses are sufficient quality to merit registration 
as specialists. I emphasize the need for a thorough assessment by 
examiners preferably chosen by the Royal Colleges. 

Once postgraduate training is established in Fiji there should be a 
gradual elimination of the need for expatriates as regional country 
nationals fill the specialist and teaching positions. 

BibliographY 

Cameron B.H. (1989) Report on postgraduate training in Fiji 
(unpublished) 
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3. DlAGIWI OF PROPOSED TERTIARY MEDICAL TRAINING 
IN THE PACIFIC 

Form Six (basic educational requirement) 

PCP Course Year 1 
Year 2 
Year 3 -> Di2loma in PrimarI 

Health Care 

Health Centre PCP -) Primary Health 
employment for a minimum 
of one year 

Medical Course Year 1 
Year 2 
Year 3 ~ledica1 Degree 

Hospital Internship -) Part II licensure 

Fully Qualified Doctor -> Health Service 
Employment 

Postgraduate Courses Year 1 
Year 2 
Year 3 
Year 4 -) M. Med 

Community Health ) 
Physician ) 
Surgeon ) ---) Specialist employment 
Paediatrician ) 
Obstetrician ) 
Orthopaedic Specialist ) 
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PHYSICIAN TRAINING IN MICRONESIA - THE NEXT GENERATION 

by 

Dr Gregory Dever 
Director, Pacific Basin Medical Officers Training Programme 

P.O. Box 1298, [olonia, Pohnpei, FSM 96941 

Among the many health problems that exist currently in the present 
and former American flag territories of Micronesia, the acute shortage 
of indigenous physicians has reached crisis proportions. It is 
estimated that by the year 2,000, upwards of 100 physicians will be 
needed in Micronesia to keep abreast with current physician retirement 
rates, physician deaths, and the needed increase in physician services 
fueled by a brisk regional birth rate of 3% or more. Until recently 
there were only a handful of Micronesian medical students in any 
institution in the Pacific. 

The islands of the former U.S. Trust Territory of the PaCifiC, 
after 40 years of American stewardship, are truly a third world 
community of 150,000 people spread across a Pacific expanse equal in 
area to that of the continental United States. Poor hygienic conditions 
lead to excessive rates of preventable infectious diseases which are 
still the leading cause of death in most of the jurisdictions. Infant 
and maternal mortality rates are also excessive and malnutrition 
secondary to diet changes is manifested by increasing rates of 
kwashiorkor and xerophthalmia in infants and children and diabetes 
mellitus and cardiovascular disease in adults. Provision of health care 
is also complicated by underfunding, lack of continuity, and the 
problems of supply logistics to such a large area. 

Concurrently the health system that has developed in Micronesia 
over the past two generations is an inappropriate model of metropolitan 
country (first world) medicine imposed on a developing area. Until 
recently up to 50% of health budgets had been spent on off-island 
referrals for a few tertiary care patients and for a few in-country 
renal dialysis centers. For example, in one Micronesian jurisdiction, 
where vaccine preventable diseases are common, about 6% of the total 
health care budget was spent on primary health care activities which 
accounted for 97% of all patient encounters for that island country. 
The rest was spent on centralized hospital care and off-island 
referrals. However, the local health systems are attempting to grapple 
with these frustrating problems whj.ch after 40 years have beco~e 
ingrained into local bureaucracies. 

The· reasons for the current physician shortage in Micronesia - and 
among the rest of the Pacific Islands - are many and complex and the 
following are but three contributing factors. 
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First, traditionally Micronesian and other regional Pacific Island 
students have been trained at the Fiji School of Medicine in Suva which 
has had a rich tradition as a medical training school for over a 
century. However, over the past decade the Fiji School of Medicine has 
been plagued with significant political, racial, and academic problems 
combined with excessive failure rates of both ethnic Fijian and regional 
Pacific Island students. 

To put the above in specific context to Micronesia, only 2 
Micronesians have graduated from the Fiji School of Medicine in the last 
20 years. From the island group of Pohnpei alone, of the 27 students 
over the last 20 years entering the School, none have graduated and only 
one remains currently in the program - a third year medical student. 

Secondly, because of the poor regional primary and secondary 
educational infrastructures, there have been only a handful of 
Micronesians who could satisfy the rigorous math and science entrance 
requirements of Pacific rim metropolitan medical schools in Hawaii, New 
Zealand, Australia, and Papua New Guinea. Few students from these 
disadvantaged educational backgrounds survive these metropolitan medical 
programs to graduate. 

Thirdly, of the few Pacific Islanders that do graduate with 
metropolitan M.D. or British styled M.B.B.S. degrees (Bachelors of 
Medicine, Bachelors of Surgery), more likely than not they remain and 
work in the metropolitan countries where they were trained. For 
example, the University of Hawaii School of Hedicine over the last 15 
years has vigorously recruited up to 50 Micronesians into its premedical 
school special opportunities program. Of these, 20 Micronesian students 
were accepted into the medical school, 13 finally graduated, but only 
four have returned to their islands. Currently there are Micronesians 
practicing medicine in Hawaii, California, and Louisiana. For the 
majority the M.D. degree became a passport to opportunity in the United 
States. 

However, this problem of physician brain drain is not limited to 
Micronesia and is part of a serious physician health manpower shortage 
problem currently endemic throughout the Pacific. 

SOLUTIONS: The Next Generation of Physicians 

There is unanimous agreement among the Ministers and Directors of 
Health in the region that indigenous physicians are needed to care for 
the people of Micronesia and American Samoa. Presently expatriates 
most of whom are National Health Service Corps assignees - are the 
majority of the physicians working in the region. Through the joint 
planning of the Micronesian and American Samoan health leadership and 
the University of Hawaii School of Medicine, specific U.S. federal 
legislation was developed to establish the Pacific Basin Medical 
Officers Training Program (PBHOl'P) in Micronesia. 

Over the next ten years the PBMOTP will grant upwards of 100 
Micronesians and American Samoans the Medical Officer (M.O.) Diploma 
that qualifies them for licensure as a physician only in Micronesia and 
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American Samoa for established civil service positions among the 
jurisdictions which the Program serves. The PBMOTP M.O. Diploma was 
specifically crafted to l!m!t out-migration of Program graduates 
(valuable national resources) and encourage graduates to practice within 
the region. Additionally, by committing students to the Program, the 
Ministers and Directors of Health of participating island governments 
have commd.tted their governments to the development of a new regional 
physician leadership infrastructure. 

The Program is neither a prep-school for metropolitan medical 
schools nor a physician-training Job Corps for developed Pacific rim 
countries. 

The PBMOTP is a physician training program which serves the 
Federated States of Micronesia (Kosrae, Pohnpei, Chuuk, and Yap), the 
Micronesian Republics of Belau and the Marshall Islands, American Samoa, 
and the Commonwealth of the Northern Marianas. The program has a 
training period of five years - three years of which are spent in 
Pohnpei where the is based. Year four is a hospital based in-patient 
internship program located on the island of Chuuk (formerly Truk) with 
year five to be spent back in the students' home islands and in 
rotations throughout Micronesia. The first graduating class is 
scheduled for December, 1991. 

Presently 45 second through fourth year medical students from 
American Samoa and Micronesia are matriculating in the Program, The 
overall goal of the Program is to train the 100 physicians needed in the 
next decade to address the acute physician shortage and health 
leadership needs of the region. 

Program Curriculum: In reviewing the medical problems in 
Micronesia, it is very apparent that most of the problems fall under the 
rubrics of Public Health and Prtmary Health Care. In acknowledging 
this, the program curriculum will produce a physician who is a primary 
health care specialist - one who is not only competent in curative 
skills but who will also have an equally sound education in community 
mediCine, environmental health, and health planning. Emphasis will be 
given to those preventive and curative skills which are critical to 
developing health systems of the Pacific Basin. Students will develop 
skills in the deSign, implementation, and management of primary health 
care aystems as well as in the diagnostic and treatment practices of 
appropriate primary and secondary health care, 

The curriculum acknowledges that most of the students in the 
program come from educationally disadvantaged backgrounds. Initially a 
medical school survival skills course, which emphasizes medically 
oriented English as a Second Language and basic study and testing skills 
is mandatory for all students. It is integrated within the first block 
of instruction in a problem-based format that introduces students to 
basic concepts in basic and clinical sciences and community health 
including anatomy, phYSiology, microbiology, health management, 
environmental health, and epidemiology. 
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The goal of the curriculum, in introducing gradually a problem
based educational format of equally weighted clinical and community 
health disciplines, is to produce Medical Officers who are self
directed, problem solvers, and life-long learners. To this end the 
curriculum integrates the basic sciences with clinical and community 
health education so that within months students under supervisi.on are 
seeing and caring for patients. This competency-based program is 
unlike the majority of metropolitan and traditional medical educational 
programs where students for the first two or three years learn only 
basic sciences and are rarely involved in direct patient care or 
community health. 

At the PBMOTP there is an immediate link between what the students 
are learning in the classroom and their overall goal - becoming a 
competent and caring physician with both hospital and community-based 
skills. Direct patient care in hospital and dispensary clinics, 
community clinics without walls, and school and public health programs 
consumes 50% of a student's schedule by the second semester. This 
stimulates adult learning patterns and establishes a positive feedback 
loop linking what students learn in class and what they experience in 
clinical and community health activities. The first three years of the 
curriculum is arranged into four basic blocks which repeat each semester 
building upon the knowledge and experience of the previous blocks. 
These four basic blocks are Outpatient Health Care, Emergent Health 
Care, Inpatient Health Care, and Life, society and well-being. Both 
clinical and community health issues are dealt with in each of these 
blocks utilizing a problem-based learning format which incorporates 
relevant basic sciences with clinical problems. Students also 
participate in community medicine projects that develop their public 
health and problem-solving skills in the areas of needs assessment, 
maternal child health, public health engineering, epidemiology, health 
administration and resources management, and grant writing. Students 
also participate as trainers in training and retraining programs for 
other Primary Health Care workers. 

Beginning in the fourth and fifth years, students fill roles as 
student phYSicians and public health officers in a variety of supervised 
in-patient internship and community and mental health preceptorship 
experiences within Micronesia and Guam. During the fourth year students 
are assigned to Chuuk State Hospital for their rotating internship in 
medicine, obstetrics and gynecology, pediatrics, surgery, and internal 
medicine. The fift~ year will see students participating in hospital
based activities in Pohnpei and Chuuk, rotating through a mental health 
block with the Division of Mental Health on Guam, teaching Health 
Assistants in Yap, and conducting community health projects in Yap, the 
Marshall Islands, and in their own respective jurisdictions. 

Additionally, as the Program is formally recognized by the World 
Health Organization, Program students (and graduates) will be eligible 
for WHO Fellowships from country budgets for regional Fifth Year 
electives and post graduate specialty training opportunities. 

In summary, the overall educational strategy of the PBMOTP in 
addressing the regional physician shortage crisis is to develop science-
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based health personnel specifically suited to the conditions of the 
Pacific. In this effort the PBMOTP has been acknowledged as a model by 
WHO as providing the basis for adapting new technologies to the social 
and cultural environments of the Pacific. 

Faculty: The PBMorF, to attain its ambitious training goals, has 
recruited a Pacific-based faculty with many years of teaching experience 
in the Pacific. Associate Director Sitaleki Finau, MBBS, DComMed, is 
the former Coordinator of the Health Management Program for the 
University of the South Pacific and is a recognized specialist, 
consultant, and scholar in Primary Health Care in the Pacific. Rex 
Hunton, MBChB, is a retired Associate Professor of Community Medicine 
from the University of Auckland School of Medicine where he was their 
Pacific Island student specialist. Gregory Dever, MD, the Program 
Director and a faculty member of the Department of Pediatrics of the 
University of Hawaii, has taught, worked, and partiCipated in or run 
training programs in Micronesia, Hawaii, and Guam over the past 20 
years. David Tipene-Leach, MBBS, a Lecturer in Maori and Pacific 
Studies at the Department of Community Health of the University of 
Auckland School of Medicine will join the Program in January, 1991. 

The Program has been augmented by other faculty from the John A. 
Burns School of Medicine and Visiting faculty from the University of 
Newcastle Faculty of Medicine and the Australian National University, 
the University of Pittsburgh School of Medicine (Otitis Media Research 
Center), the University of Texas-at Dallas Medical School, and the UCLA, 
University of Arizona, and Dartmouth Medical Schools. Visiting faculty 
have also included consultants from the Micronesia Area Research Center 
of the University of Guam, the Micronesian Seminar in Chuuk State, and 
regional consultants from the World Health Organization, the South 
Pacific Commission, and UNICEF. 

Additionally, the nine full time faculty are augmented under a 
special arrangement with Region IX, U.S. Public Health Service by six 
National Health Service Corps physicians. 

Also there are other expatriate and Pohnpeian and Chuukese 
physicians assigned to Pohnpei State and Chuuk State Hospital who serve 
as clini.cal tutors - including Aminis David, MO, the Director of Health 
Services of Pohnpei State and Herliep Nowell, MO, Chief of Staff of 
Chuuk State Hospi.tal. 

Academic Calendar: The educational calendar consists of two, 21-
week blocks of instruction per year interrupted by one month breaks in 
Jun', and December. New classes enter in January. Tuition, books, 
airfare to home states during the semester breaks, and monthly student 
stipends prorated to support dependents are provided by the program. 
Dormitory facilities are available for single students and married 
students without their families. Currently the program does not provide 
housing for families. 

Academic Retirements: Micronesian and American Samoan candidates 
must have·at least two years of college or professional health education 
or equivalent work experience. Candidates should be mature, in good 
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health, competent in written and spoken English, and be prepared for a 
rigorous competency-based medical training period extending over five 
years. Further information regarding the program can be obtained from 
the Micronesian and American Samoan Ministers or Directors of Health or 
from: 

Director, Pacific Basin Medical Officers Training Program, 
P.O. Box 1298, Koloo1a, Pohnpei, FSM 96941 
PHONE: 691-320-2328 FAX 691-320-2305 
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