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Executive summary

Background

The Republic of Kiribati consists of 32 low-lying 
atolls and one volcanic island arranged in three 
main groups: the Gilbert, Phoenix and Line Islands. 
Most atolls are less than two metres above sea level, 
making the country vulnerable to climate change and 
natural disasters. Kiribati ranks low on the Human 
Development Index and is unlikely to meet any of the 
Millennium Development Goals by 2015.

The population of Kiribati is 103 058. Most live in the 
Gilbert Island group, and the capital Tarawa is densely 
populated. As birth rates are high and international 
migration is minimal, population growth is one of 
the highest in the region. Significant rural-to-urban 
migration has produced new “urban” settlements 
that have placed stress on limited resources, jobs 
and infrastructure. Sanitation is often poor, leading 
to high rates of communicable disease. Overcrowding 
and social decline have contributed to increased youth 
violence and alcohol abuse.

Compared to other Pacific island countries, life 
expectancy is shorter, and child and maternal 
mortality rates are some of the highest in the region. 
Noncommunicable disease is the major cause of 
mortality and morbidity, but communicable diseases 
such as tuberculosis and diarrhoeal disease still cause 
one third of all deaths, many among children.

Attempts to decentralize the health system have been 
unsuccessful thus far. The four tiers of health facilities 
provide increasing levels of medical care, starting with 
dispensaries and health centres in the outer islands, 
followed by subdivisional hospitals, and finally the 
central referral hospital in Tarawa. Extremely complex 
cases that cannot be managed in-country may be sent 
abroad for treatment.

Current supply of human resources for 
health (HRH) and their distribution

The 2013 Establishment Register lists 801 posts 
available through the Ministry of Health and Medical 
Services. By 2013, 645 posts were filled, and 188 
nurse aides were employed by Island Councils. In 
addition, there were nongovernmental volunteers 
and foreign workers on attachment. With the 
exception of dwindling numbers of traditional health 

workers, there are no private practitioners. Services 
are almost all provided by government at no or low 
cost to locals. 

While a large proportion of the workforce is young 
(almost half are between the ages of 30 and 39), 
many of the formally qualified, senior-level staff 
are approaching retirement age. The practice of 
contracting retired staff to fill specialist posts is 
increasing. The workforce is mostly female. Nurses 
provide many of the services across the country 
and are usually the only types of health workers 
available in the outer islands. While health services 
are concentrated on Tarawa atoll due to the high 
population density, there are few outreach services 
to the outer islands, which disadvantages those who 
are already unable to afford transport to access the 
services they need. 

Main HRH issues

The main issues that affect human resources for health 
in Kiribati are all underpinned by a lack of finances. 
These are: critical shortages of skilled health workers; 
lack of central HRH management; and inadequate 
health worker production. 

Critical shortage of skilled health workers
The Kiribati workforce is ageing and there is an 
increasing reliance on retired staff (compulsory 
retirement is set at 50 years) to fill nursing and 
medical positions. 

Several departments, particularly laboratory, medical 
imaging, health promotion and environmental health, 
have staff who are not formally trained and are 
therefore underqualified. Many health workers are 
trained on the job by senior staff and are reliant on 
in-service training or short courses by distance. There 
are limited opportunities for upskilling. 

There is a need to improve staff morale, performance, 
competency and attitudes in order to improve services 
and stem workforce exits. There are few incentives 
for health workers to stay, and migration to Australia 
and New Zealand is not uncommon. The shortage 
of health workers results in many staff having high 
workloads, but at the same time, productivity is low 
due to a lack of responsibility. 
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Lack of central HRH management
There is no HRH department within the Ministry of 
Health and Medical Services (MHMS). Responsibility for 
managing staff falls to the Administration Department. 
Since most accurate staff records are kept by 
individual departments, however, the Administration 
Department is reliant on them to provide up-to-date 
information. At the same time, crucial aspects of HRH 
are outside of the control of MHMS. The Ministry of 
Education is responsible for pre-service scholarships 
(except for enrolment at the Kiribati School of Nursing 
and on-the-job training which are managed by MHMS); 
Island Councils employ nurse aides in the outer 
islands; and the Public Service Office manages post-
service scholarships, in-service training, recruitment 
and salary determination. Communication between 
the ministries should be improved. There is evidence 
of skills wastage: some students receive scholarships 
to train in an area where there is no post; and health 
workers given undergraduate scholarships must 
resign from their post to study abroad with no 
guarantee they will have a job upon return. 

Legislation needs to be updated and/or developed 
to provide a legal framework for health workers to 

operate under, and also for registration. Some health 
professions are supported by legislation, eventhough 
no such posts exist (e.g. opticians, occupational 
therapists and psychologists), whereas new posts 
have been created that are not covered by law 
(e.g. ultrasound workers, nutritionists and dietitians).

Health worker production
There are not enough health workers being produced 
to fill shortages and cover for staff on leave. The 
Kiribati School of Nursing is in need of urgent repair 
and expansion to increase capacity. Some scholarships 
are provided by the Government of Kiribati, but many, 
including pre-service and post-service training, are 
reliant on donor funds. 

As outlined above, management of training is 
disparate across three ministries, which contributes 
to the problem. The most pressing issue of late is 
the integration of foreign-trained medical graduates 
from Cuba. With 18 due to return in 2013, internship 
programmes have yet to be determined, new posts 
must be created, and fiscal space is needed to support 
the appointment of these doctors (including salaries, 
housing and allowances). 
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Table 1. Selected sociodemographic indicators 

Indicator Year
Total population 103 058 20101

Urban population (%) 43.9 20112

Population growth (annual average %) 1.5 20112

Net migration rate (per 1000 population) -1.0 20113

Female population (% of total population) 52.5 20104

0–4 years (% of total population) 13.0 20104

5–14 years (% of total population) 21.7 20104

15–64 years (% of total population) 61.0 20104

65+ years (% of total population) 4.3 20104

Total fertility rate (total births per woman) 4.1 20104

Crude birth rate (per 1000 people) 10.7 20104

Crude death rate (per 1000 people) 6.0 20104

Literacy rate, adult total (% of population over 15 years old who can read and write) 91.0 20054

Sources: 1 Kiribati National Statistics Office, 2007; 2 World Bank, 2013; 3 SPC, 2011; 4 Global Health Observatory Data Repository.

1. Introduction

1.1 Demographic, social and political 
background

Demography and geography
The Republic of Kiribati is a lower-middle-income 
country consisting of 32 low-lying atolls and one 
volcanic island, totalling 811 square kilometres of 
land spread across 3.5 million square kilometres of 
ocean (WHO, 2012b). The atolls are arranged into 
three islands groups: the Gilbert, Phoenix and Line 
Islands. The terrain is low-lying: most atolls are less 
than two metres above sea level and not more than 
two kilometres across, making them vulnerable to 
climate change and natural disasters.

The population of 103 058 is very homogenous, with 
approximately 99% of Micronesian descent. Most of 
the population, known as I-Kiribati, live in the Gilbert 
Island group, largely on Tarawa atoll. The atoll includes 
the capital, South Tarawa, one of three urban centres. 
The others are Betio (on Tarawa atoll) and Kiritimati 
Island. The Phoenix Islands are uninhabited. While 
both English and Gilbertese are official languages, 
English is not widely spoken outside of Tarawa. The 
Australian dollar (A$)1 is used as currency. 

There is minimal international migration, of 
approximately 0.1% in 2011 (SPC, 2011), but rural-

1 Unless otherwise stated, all references to dollars are to 
Australian dollars.

to-urban migration is significant. Large numbers of 
people moved from the outer islands to South Tarawa 
between 1995 and 2000, resulting in an urban 
growth rate of 5.2%, compared to a total population 
growth rate of 1.5%, as seen in Table 1 (WHO, 2011). 
Urban growth slowed between 2000 and 2005, but 
overcrowding in South Tarawa is still a significant 
problem, prompting new “urban” settlements to 
emerge and grow rapidly over the past decade in 
North Tarawa and Kiritimati Island (WHO, 2012b). 

The exit of people from the outer islands has resulted 
in declining living standards in these areas (Kiribati 
Ministry of Health and Medical Services, 2007). 
Health, social and economic indicators are poorer 
than in Tarawa, and are exacerbated by increased 
consumer demand, low incomes, religious and 
traditional beliefs and practices (e.g. social feasting 
and gender inequality) which affect health behaviours 
(WHO, 2012b). At the same time, the increasing urban 
population is putting strain on overcrowded services 
and infrastructure, resulting in negative public health 
and social consequences including youth violence, 
alcohol abuse and sanitation issues (WHO, 2012b).

According to one review in 2011, Kiribati is not on 
track to meet any of the Millennium Development 
Goals (Pacific Islands Forum Secretariat, 2011). It is 
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also one of the lower-ranked Pacific island countries 
on the Human Development Index, ranked 122 out 
of 187 in 2011 (UNDP, 2011), with only Papua New 
Guinea, Timor-Leste, Solomon Islands and Vanuatu 
ranking lower. 

Political environment
Kiribati gained independence from the United 
Kingdom on 12 July 1979 and has enjoyed political 
stability for the past decade, governed by a two-tier 
system. While governance is decentralized, Island 
Councils and line ministries have little authority. The 
central Government consists of a unicameral 42-seat 
Parliament whose representatives are elected to four-
year terms. Members of Parliament select a speaker, 
who has no voting power, and also nominate three 
to four members to stand as presidential candidates. 
The President, who is elected by the public, appoints 
a Cabinet of up to 10 members from the Parliament. 
At the local level, there are three elected councils in 
urban areas and 20 on the outer islands (WHO, 2012b). 
President Anote Tong was re-elected for his third and 
last term in January 2012.

1.2 Current economic situation and 
macroeconomic indicators

Kiribati has been reclassified from being a least-
developed country to a lower-middle-income country. 
(Major economic indicators can be seen in Table 2.)
This was achieved though sound fiscal management 
of the Revenues Equalising Reserve Funds, derived 
from previous phosphate deposits; a healthy global 
economy; use of the Australian dollar as domestic 
currency; and access to external assistance through 
the 1990s (WHO, 2012b). However, the country is 
still one of the least-developed Pacific island nations, 
hampered by a lack of natural resources, a skilled 
worker shortage, weak infrastructure and remoteness 
from international markets. The country is also still 

heavily reliant on foreign aid, accounting for 20–25% 
of gross domestic product (GDP) (PHRHA, 2011). 

National income is derived from fishing licenses 
(23%), grants and loans (30%), remittances and a 
narrow domestic production base of marine products 
and copra (10–20%) (WHO, 2012b). The 2005 census 
(Kiribati National Statistics Office, 2007) found that 
64% of people over 15 years were economically active, 
but only 23% had regular paid employment. A little 
under half were subsistence farmers or fishermen. 

1.3 Main health indicators

Mortality and life expectancy
Over the past decade, there has been improvement in 
health indicators. Life expectancy has increased from 
59.5 in 2000 (World Bank, 2013) to 68.0 in 2009 (WHO, 
2012b). Childhood mortality rates also improved 
between 2001 and 2011: under-five mortality dropped 
from 63.3 to 47.4 per 1000 live births; infant mortality 
fell from 48.5 to 37.7; and neonatal mortality went 
from 23.2 to 19.1 (WHO, 2012b). 

Main causes of mortality and morbidity
Noncommunicable diseases (NCD) are the leading 
cause of death in Kiribati. In 2008, NCDs were 
responsible for approximately 68% of all deaths (WHO, 
2011). Of these, 23% were due to cardiovascular 
disease, 8% due to diabetes and 5% due to cancer. More 
than half of all NCD deaths (57.1%) were attributed 
to people under 60 years of age. Prevalence of risk 
factors plays a significant role in NCD mortality. In 
a recent survey, 67.4% of respondents reported daily 
tobacco smoking, 49.8% were physically inactive, 
80.7% were overweight, 46.0% were obese, 33.7% 
had raised blood pressure, and 34.8% had raised 
cholesterol (WHO, 2011). Cultural factors are also 
important contributors (e.g. gifts of tobacco are 
considered polite), as are economic development 

Table 2. Selected economic indicators

Indicator Year
GDP, current (US$) 166 690 185 20111

GDP per capita (current US$) 1648.9 20111

GDP growth (annual %) 1.8 20111

Health expenditure, total (% of GDP) 11.2 20101

Health expenditure per capita (current US$) 159.6 20101

Out-of-pocket health expenditure (% of total expenditure on health) 0.1 20101

Public spending on education (% of GDP) 11.6 20021

Labour force participation rate (%) 80.9 20002

Sources: 1 World Bank, 2013; 2 Kiribati National Statistics Office, 2007.
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and modernization (WHO, 2011). According to the 
2004–2005 STEPS survey (Kiribati Ministry of Health 
and Medical Services, 2009), approximately 22% of the 
adult population have diabetes, the second highest 
rate in the world.

While overnutrition in adults is a significant problem, 
undernutrition in children, including vitamin and 
mineral deficiencies, is a major cause of under-five 
mortality (Kiribati Ministry of Health and Medical 
Services, 2009). Cases of malnutrition rose from 151 
in 2009 to 162 in 2011 (Kiribati Ministry of Health and 
Medical Services, 2012b).

 Kiribati faces a double burden of disease, with 
communicable diseases still causing one third of all 
deaths (WHO, 2011). Environmental factors play a 
significant role in increasing the risk of communicable 
disease, with high-density living and overcrowding 
in South Tarawa facilitating the spread of infectious 
diseases. Tuberculosis incidence in Kiribati is the 
highest of all Pacific island nations, and diarrhoeal 
diseases and respiratory infections are major causes 
of child mortality, all of which are due to poor water 
supply, unsafe drinking-water and sanitation, poor 
personal hygiene and improper food handling (WHO, 
2011). Prevalence of sexually transmitted infections is 
also high, with approximately 15% of pregnant women 
infected in 2004 (WHO, 2011). 

1.4 Health system 

Governance structure
The Ministry of Health and Medical Services (MHMS) 
is led by the Minister of Health, and supported by the 
Permanent Secretary. Under them, the Director General 
of Health oversees five divisions: Public Health, Health 
Services, Nursing, Support Services and Accounts (see 
Annex A). 

Health services are administered centrally by MHMS. 
There is also a traditional health system, but there is 
no coordination between the two. Most I-Kiribati use 
both forms of health services. The Kiribati Government 
has attempted to decentralize health services for more 
than 10 years. However, the decentralization process 
has lacked funding, resulting in poor service delivery 
and reduced public confidence in local governments 
to deliver health services (Kiribati Ministry of Health 
and Medical Services, 2012a). Legislation needs to be 
updated and developed to support current and future 
health situations. 

Health services organization
There are four levels of health facility in Kiribati: 
central referral hospital, subdivisional hospitals, 
health centres and dispensaries. The 120-bed 
central referral hospital (Tungaru Central Hospital) in 
South Tarawa receives referrals from subdivisional 
hospitals and health centres around the country. 
Tungaru Central Hospital offers a range of secondary 
medical, surgical, laboratory, radiology, pharmacy 
and physiotherapy services. The three subdivisional 
hospitals are Betio Hospital in North Tarawa, which has 
10 beds and provides basic medical services; London 
Hospital on Kiritimati Island, a seven-bed hospital that 
serves the Line and Phoenix Island groups and offers 
basic surgical, medical and maternity services; and 
Southern Kiribati Hospital (SKH), which services the 
Southern Gilbert Islands. Subdivisional hospitals are 
staffed by doctors, nurses and allied health staff and 
receive referrals from health centres (SSCSIP, 2011). 
Services not provided in-country can be supplemented 
through the referral of patients overseas, primarily 
to New Zealand, Fiji, Taiwan (China), India and the 
United States of America (Kiribati Ministry of Health 
and Medical Services, 2012a).

The outer islands are served by 34 health centres 
(staffed by medical assistants) and 66 dispensaries 
(community nurses and nurse aides) that deliver 

Table 3. Selected health indicators

Indicator Year
Life expectancy (years)

Female
Male

68.0
70.0
65.0

20091

Under-five mortality rate (per 1000 live births) 47.4 20112

Mortality rate, infant (per 1000 live births) 37.7 20112

Mortality rate, neonatal (per 1000 live births) 19.1 20112

Total number of maternal deaths in one year 3 20113

Births attended by skilled health staff (% of total) 98.3 20101

Sources: 1 WHO, 2012b; 2 World Bank, 2013; 3 Kiribati Ministry of Health and Medical Services, 2012b. 
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primary health care services (Kiribati Ministry of 
Health and Medical Services, 2012b). The only health 
centre staffed by a medical doctor is located in 
South Tarawa. Medical assistants, who are registered 
nurses with additional training, provide technical and 
administrative support to community nurses. Each 
medical assistant supervises up to eight dispensaries. 
Four principal nursing officers based in Tarawa are 
responsible for support and oversight of health 
services in each district and for selected national 
programmes (WHO, 2012b).

At the local government level, Island Councils employ 
nurse aides who assist MHMS medical assistants with 
their duties. The salaries of these auxiliary, part-time 
staff are paid by Island Councils and subsidized by the 
Ministry of Internal and Social Affairs. 

Private or faith-based health services are not available 
in Kiribati. 

Sources of funding
Health services are funded mostly by the Government 
(83%) and are free of charge to residents. Consequently, 
I-Kiribati citizens have a low annual out-of-pocket 
household expenditure on health (US$ 0.20) (WHO, 
2012a). Donor assistance and foreign funding make 
up approximately 17% of total health expenditure 
(WHO, 2012a). Major donors to Kiribati include 
AusAID, New Zealand Aid Programme, European 

Union, Secretariat of the Pacific Community (SPC), 
the Governments of Cuba and Taiwan (China) and 
international organizations (WHO, 2012b). In 2011, 
Australia contributed the most funding (A$ 15.23 
million), followed by Taiwan (China) (A$ 11.11 
million), World Bank (A$ 8.81 million), European Union 
(A$ 5.64 million), New Zealand (A$ 5.02 million), 
Asian Development Bank (A$ 1.17 million), WHO 
(A$ 780 000) and SPC (A$ 85 000) (AusAID, 2012).

Health expenditure
Health is the second largest expenditure of the 
Government after education, making up approximately 
16% of its total budget in 2013 (Government of Kiribati, 
2012a). In 2013, total recurrent government health 
expenditure was estimated to be A$ 14.8 million, up 
from A$ 14.1 million in 2012. This amount is expected 
to increase to A$ 15.5 million by 2015.

In 2010, 3.7% of the total MHMS budget, or 22% of 
the clinical services budget, was allocated to offshore 
referrals (SSCSIP, 2011). In addition to this funding, the 
New Zealand Aid Programme provided A$ 100 000 
for patient referrals to New Zealand, while the Pacific 
Islands Medical Aid group paid for all patients referred 
to the United States of America. In total, A$ 628 795 
were spent to send 57 patients overseas, mostly for 
cardiac (10), general surgery (8) and ophthalmology 
services (8) (SSCSIP, 2011).

2. Health workforce supply and trends

There is a shortage of qualified health workers in 
Kiribati. Doctors are scarce, and so nurses provide 
much of the health care in the country, particularly 
in the outer islands. Most health staff who work in 
medical laboratories, radiography, health promotion, 
environmental health and health information lack 
basic qualifications and are trained on the job (WHO, 
2012b). The shortage of health workers can be 
attributed to an ageing workforce, low retirement age 
(50 years) and an insufficient production of health 
workers. 

While the ratio of health workers to population 
appears to be better than most other Pacific island 
countries (7.73 health workers per 1000 population), 
the vast geographic spread of the population across 
many islands means more health workers are needed 
to provide services for the entire population.

The 2013 Establishment Register, published by the 
Public Service Office (PSO), lists 801 health-related 
posts. The register does not include three volunteer 
staff who are on one-year attachments: two Cuban 
doctors and one Madagascan dentist on Kiritimati 
Island. In addition, the Establishment Register did not 
include 188 nurse aides who are employed directly by 
23 Island Councils. 

The analyses presented in this report (Tables 4–6) 
include health workers employed centrally by MHMS 
and those hired by the Island Councils. Unpaid 
voluntary staff are not included. 

Of the 833 health staff employed in Kiribati in April 
2013, most were part of the nursing cadre. Registered 
nurses made up 36.1% of the health workforce, 
followed by nurse aides (23.8%) and medical 



Republic of Kiribati 5

assistants (5.3%). A total of 22 doctors, of which 14 
have postgraduate specialist qualifications, were 
counted for this report. It was not clear, however, if 
the doctors with specialist training were actively using 
these skills or if they were currently functioning as 
general practitioners. 

There has been an increase in the number of health 
workers employed since 2008. However, the number 
of health workers reported in 2008 does not include 

nurse aides employed by the Island Councils (see 
Table 4).

On-the-job training of health workers has contributed 
to bottlenecks in promotion and career development. 
This problem is especially prevalent in allied health 
cadres and evidenced most clearly in pharmacy, with 
a large number of pharmaceutical technicians and 
assistants in comparison to pharmacists. 

 

Table 4. Number of health workers at the national level in 2008 and April 2013

Health professional group/cadre

20081 20132

Total
Health workers per 

1000 population  
(Pop. 96 532)

Total
Health workers per 

1000 population  
(Pop. 107 766 est.)

Generalist medical practitioners
25 0.26

8 0.07

Specialist medical practitioners 14 0.13

Medical assistants 0 0.00 44 0.41

Health assistants

361 3.74

2 0.02

Graduate/registered/professional nurses 301 2.79

Nurse aides 198 1.84

Dentists
18 0.19

7 0.06

Dental technicians and assistants 18 0.17

Pharmacists
22 0.23

3 0.03

Pharmaceutical technicians and assistants 12 0.11

Medical and pathology laboratory technicians 27 0.28 20 0.19

Medical imaging and therapeutic equipment 
technicians

67 0.69

16 0.15

Physiotherapists 3 0.03

Physiotherapy assistants 1 0.01

Nutritionists and dietitians 2 0.02

Biomedical engineers 2 0.02

Medical and dental prosthetic technicians 2 0.02

Environmental health and hygiene professionals 7 0.06

Health professionals not elsewhere classified 14 0.13

Ambulance workers 23 0.21

Medical records and health information 
technicians 4 0.04

Non-health professionals not elsewhere classified 16 0.15

Health service managers 7 0.06

Personal care workers not elsewhere classified 35 0.32

Service and sales workers

32 0.33

36 0.33

Clerical support workers 16 0.15

Domestic and ancillary support workers 22 0.20

Total 552 5.72 833 7.73

Sources: 1Human Resources for Health Knowledge Hub, 2Kiribati Ministry of Health and Medical Services.
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3. Health workforce distribution

3.1 Distribution of health workers by gender

The workforce is largely female (Figure 1) due to 
the large proportion of female nurses. Females are 
also predominant in most of the other health worker 
categories. The gender of the 188 nurse aides 
employed by the Island Councils is not known but 
generally thought to be all or mostly female. 

3.2 Distribution of health workers by age

Retirement at 50 years of age is compulsory. Retired 
health workers can be contracted to fill vacant posts 

if skilled health workers are not available, but they are 
paid half of the usual pay for that post. There were 
35 contract workers at time of data collection, and 17 
were over 50 years of age. 

Age distribution data of nurse aides, a large 
proportion of the health workforce, are not available. 
If these health workers are excluded from the analysis, 
approximately 25% of the current health workforce 
will reach retirement age within the next five years. 
Almost half are between the ages of 30 and 39 years 
(see Figure 2).

0%

10%

20%

30%

40%

50%

60%

70%

38

62

50

13
15

23

29

44

10

3

17

33

50

3333

27

7

26

47

26

17 17

62

17

>60

50–59

40–49

30–39

<30 

Graduate/
registered/

professional
nurses

PharmacistsMedical imaging 
and therapeutic 

equipment 
technicians

MidwivesSpecialist 
medical 

practitioners

Generalist 
medical 

practitioners

Figure 2. Age group distribution (%), April 2013 

Source: Kiribati Ministry of Health and Medical Services.

Specialist medical practitioners

Generalist medical practitioners

Medical and pathology laboratory technicians

Medical imaging and therapeutic equipment technicians

Dentists

Graduate/registered/professional nurses 14
86

14
86

27
73

56
44

62

64

38

36

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%100%

Female

Male

Figure 1. Gender distribution (%), April 2013 

Source: Kiribati Ministry of Health and Medical Services.



Republic of Kiribati 7

3.3 Sectoral distribution 

Almost all health services are provided by the 
Government. Traditional health workers provide some 
services, but anecdotal evidence suggests the number 
of these practitioners is decreasing (Kiribati Ministry 
of Health and Medical Services, 2012a).

3.4 Distribution of health workers by 
citizenship

Expatriate workers can fill health posts. Currently, two 
Cuban doctors and one Madagascan dentist are on 
attachments, and several volunteers are also providing 

services. Additional data regarding the distribution of 
foreign health workers are not available.

3.5 Skills distribution

As nurses provide the majority of health services in 
Kiribati, the ratio of nurses to doctors (excluding 
nurse aides) is almost 14 to 1 (Table 5). The 
distribution of skills is highly skewed due to the vast 
geographical spread of the population. The outer 
islands, for example, have access only to nursing staff. 
Medical staff are largely concentrated in Tarawa or on 
Kiritimati atoll, and allied health services are available 
only in Tarawa.

4. Health professions education

Kiribati has only one health worker training institution, 
Kiribati School of Nursing (KSN), which is located on 
the Tungaru Central Hospital grounds. All other health 
workers who require formal training go overseas, 
mostly to Fiji National University (FNU) or institutions 
in Australia or New Zealand. In recent years, medical 
students have also gone to Cuba. 

4.1 Medical education

As part of a bilateral agreement between the 
Governments of Kiribati and Cuba, a number of Cuban 
doctors have filled staff shortages in Kiribati. In return, 
some I-Kiribati students have gone to Cuba to receive 
medical training through the Latin American School 
of Medicine. The programme comprises six years of 
medical training and a foundation year of Spanish 
language training. To date, three cohorts of students 
have gone to Cuba to study. The first class of 19 
students started in 2007, and 18 are expected to 
return in June 2013 (one student is repeating subjects 
and is expected to return in 2015). The second cohort 
began in 2009 with 12 students, and the third cohort 
of two students began in 2013. Nine students are 
expected to return in 2016, and three in 2017. 

Traditionally, medical students who train in Fiji 
complete their internship programme in Fijian 
hospitals. However, due to Fiji’s own health worker 
demands, they have stopped accepting medical 
graduates who have not trained at FNU as interns at 
their hospitals. At the time of writing, MHMS, with 
support from a health workforce consultant, was 
working with FNU to define competencies and set 
assessment criteria, and was collaborating with PSO 
to develop an internship and deployment plan for the 
foreign-trained medical graduates. 

4.2 Nursing education

Pre-service training
The KSN offers a three-year, hospital-based training 
programme for registered nurses (WHO, 2012b). 
Acceptance into the programme is decided by the 
Nursing Education Training Committee, and eligibility 
is determined by Form 6 science results. Competition 
is tough: approximately 300–500 people apply each 
year for 20–40 places. An exam is given to a shortlist 
of approximately 100 applicants who must pass with 
a mark greater than 60%. If there are still too many 
eligible applicants after the exam, they progress to 
an interview round where they are scored. Successful 
applicants are chosen based on their mark from the 

Table 5. Skills distribution in March 2013 

Ratio
Nurses : Physicians 13.7:1

Unskilled : Skilled 1:6.6
Source: Kiribati Ministry of Health and Medical Services.
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shortlist exam combined with their interview score. 
There is no prioritization of outer island applicants, 
and all applications are weighted equally. 

 A new curriculum was developed in 2009 with the 
assistance of Auckland University of Technology in 
New Zealand. The training programme consists of 
1800 hours of theory and 54 weeks of clinical practice. 
Graduation rates have varied over the years: 80% in 
2002, 100% in 2003 and 2004, 77% in 2005, and 63% 
in 2006. Most failures have been due to disciplinary 
reasons (e.g. not turning up to class or placements) 
rather than withdrawals. 

The nursing school has 11 MHMS positions: one 
principal, one deputy principal and nine lecturers 
(Ministry of Health and Medical Services, 2011), 
resulting in a staff-to-student ratio of approximately 
1:2.3.

All nursing students are supported by the Government 
(there are no private students) and are given a small 
allowance to cover books, living expenses and 
transport. Most students live with their families, but a 
few board at the nursing school. 

Post-basic training
Post-basic training in midwifery and public health 
is conducted at the old hospital in Tarawa and is 
organized by MHMS. The Postgraduate Certificate 
in Public Health Nursing, which was developed in 
1999, takes approximately six to seven months to 
complete. The curriculum consists of four courses that 
are accredited by FNU. The first class of six students 
enrolled in 2008. This programme is taught by senior 
staff who were previously trained at FNU (European 
Union, 2009). 

The Postgraduate Certificate in Midwifery was 
developed in 1999 and takes eight to nine months 
to complete. It consists of six courses accredited by 
FNU. The first class of 10 students started in 2008 
and were taught by clinicians from the obstetrics and 
gynaecology division of the hospital (European Union, 
2009).

Demand for both of these programmes is high, with 
approximately 40–50 students applying each year. 
Most applicants apply to both programmes to increase 
their chances of being accepted into one of them. The 
Nursing Management Team reviews and assesses 
the applications based on work performance (the 
applicants are usually well known to the selectors), 
qualifications, years of service and disciplinary 

records. Each item is scored and applicants with the 
highest score are given a place. Graduates of KSN’s 
former Certificate in Nursing programme are given 
extra favour, as they tend to have more practical 
experience, but these nurses are often paid less than 
their diploma-level counterparts. 

Attrition from post-basic training programmes is 
minimal and is usually due to migration or family 
commitments rather than disciplinary reasons. 

Some Kiribati students have been trained in Australia 
under the Kiribati-Australia Nursing Initiative (KANI), 
but this programme has the explicit purpose of 
enabling graduates to find work in Australia (AusAID, 
2012). Started in 2007, KANI provides scholarships 
to I-Kiribati students to complete a nursing degree 
in Australia. To date, three groups of students have 
started nursing studies at Griffith University: 29 in 
2007, 29 in 2008 and 26 in 2009. Two graduates 
from the 2007 cohort have returned to Kiribati with 
Bachelor-level qualifications. Thirteen students have 
completed a Certificate III in Aged Care or a Diploma 
in Nursing. Of these, two have returned to Kiribati. 
The failure rate is high. Many students have had to 
repeat subjects, thereby extending the time needed 
to complete their training. These extensions have 
had an impact on the allocated AusAID budget, and 
it has been noted that the initiative is not cost-
effective (AusAID, 2012). In addition, diploma-level 
KANI graduates have to undergo a six-month bridging 
course when they return to Kiribati, as they have not 
completed any midwifery training. Bachelor-level 
graduates are not required to complete this bridging 
course. 

Nurse aides
Nurse aides who work in hospitals are permanent 
staff and are part of the Establishment Register. 
However, nurse aides who work in the outer islands 
are usually hired by the Island Councils on a part-
time basis. Most nurse aides work approximately 
four hours per day, but shift lengths vary depending 
on the supervisor. Previously, nurse aides were sent 
to Tarawa by MHMS for one week of training. This 
programme was supported by the Kiribati-European 
Union Project but ceased in 2009–2010 due to high 
cost. Currently, nurse aides are trained on the job by 
medical assistants or registered nurses. The selection 
criteria for nurse aide applicants vary in the outer 
islands. Some Island Councils select applicants based 
on the results of a test and/or interview; other islands 
choose applicants based on a lottery system. 
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4.3 Medical assistants

MHMS organizes and funds a one-year training 
programme for medical assistants, with the purpose 
of sharpening diagnostic skills, improving history-
taking and reducing referrals to Tungaru Central 
Hospital. To be eligible, applicants must have worked 
as a registered nurse for a minimum of five years. 
Applicants are assessed by a training committee 
that looks at their service records. Each year, 
10–12 students are accepted out of approximately 
15–20 applicants. In the past, the failure rate 
was approximately 40%, but a broadening of the 
assessment criteria has resulted in most entrants now 
passing the programme. As medical assistants are 
trained to work as “mini-doctors” in the outer islands, 
most applicants are from outside Tarawa. 

Each year, some medical assistants from the outer 
islands are sent to Tarawa for a two-week attachment 
in a specific health area, usually in public health 
(e.g. tuberculosis). However, these attachments are 
infrequent (usually two per year) and are not planned 
at the start of each year. Attachments are organized 
only when there is enough money in the MHMS budget. 

Students in the medical assistants training programme 
continue to be paid their regular salary, while also 
receiving an additional stipend of approximately 
A$ 25 per week. 

4.4 Other health workers

Most health workers outside of medicine or nursing 
are trained on the job. The departments with the 
greatest number of skilled staff without formal 
qualifications are listed below.

Dental 
Dental hygienists, dental assistants and dental 
technicians are all trained on the job by senior 
staff. Training usually lasts three to six months, and 
recruitment into these positions usually targets school 
leavers (minimum Form 6 for dental technicians 
and dental hygienists; minimum Form 5 for dental 
assistants). The dental workforce is relatively stable, 
with few exits. The last resignation of a dental officer 
was recorded in 2005. 

There are currently four open posts, including one 
dental therapist and two dental mechanics. Current 
staff who lack formal qualifications, namely dental 
hygienists, assistants and technicians, have been 
encouraged to accept scholarships overseas and 

return to fill these positions. However, there has been 
a lack of interest. Anecdotally, it is thought that staff 
are unaware of the duties of these higher roles and 
therefore do not aspire to apply. 

Unlike other departments, dental has an active 
outreach programme. Each year, dental workers visit 
approximately half (eight or so) of the islands for 
seven to 10 days to support medical assistants in 
clinical cases and to provide further training. 

Pharmacy
With the exception of pharmacists and pharmacy 
technicians who have formal training, all other staff 
within the pharmacy department are trained on the 
job. These include storekeepers, pharmacy assistants, 
cleaners and packers. Generally, school leavers are 
recruited to fill posts and are given an attachment 
for two weeks, after which they are allowed to work 
independently. 

Turnover is minimal in pharmacy. While there are some 
vacancies, particularly in the lower-level positions, 
most are filled by temporary staff. A slow recruitment 
process by MHMS and PSO hampers the employment 
of permanent staff.

Rehabilitation
The rehabilitation department (previously known 
as physiotherapy) consists of six professional staff. 
Three are physiotherapists (two at diploma-level, one 
at bachelor-level), one is a prosthetist and orthotist 
(known as a P&O officer), and one is a physiotherapy 
assistant. However, since one physiotherapist currently 
functions in a non-clinical health service managerial 
role, and another is due to retire (anticipated that 
this health worker will be put on contract), there 
will be only one full-time physiotherapist, with no 
physiotherapist currently in training. At the time 
of writing, the current P&O officer was training six 
school leavers for three weeks each. One successful 
candidate will be chosen to replace a P&O officer who 
retired in January 2013. It is anticipated that further 
donor funding can be secured for this health worker 
to receive further training in Cambodia for a diploma-
level course in prosthetics. 

The physiotherapy assistant is trained on the job 
by physiotherapists in weekly lessons. This person 
assists with patient records and uses ultrasound 
technology. Resources needed for training are factored 
into the rehabilitation department’s yearly budget. 
Turnover in this department is minimal, but so are 
continuing professional education (CPE) opportunities. 
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On average, only one staff member in this department 
can go on training attachments or short courses once 
every two years, as physiotherapy is not prioritized 
by MHMS. Anecdotal evidence from physiotherapists 
suggests their workload has reached capacity but 
is increasing due to the growing NCD burden, and 
many services are not performed due to lack of staff, 
including outer island rotations. Currently, only two 
islands are visited each year, meaning 10 years will 
pass before physiotherapists can return to the visited 
islands. The alternative is to refer patients to Tungaru 
Central Hospital for physiotherapy treatment, but it 
is often thought patients are in too much pain to be 
transported. 

Public health
The number of staff in the public health department 
has remained stable since the 1970s, despite the 
increase in population demands and changes in 
disease burden. Previously, junior-level positions were 
trained on the job (e.g. assistant health inspectors), but 
these health workers have gradually acquired formal 
qualifications at FNU through the support of donor 
funds, or by completing a distance course through the 
Pacific Open Learning Network (POLHN). One student 
from this department is currently working towards 
a Masters of Public Health in Australia. In-service 
training is not provided and staff have to apply to PSO 
for such opportunities, often to find rejection. 

Nutrition
There are currently two nutritionists (one has a 
Bachelors in Public Health with a nutrition major, and 
one has a Masters in Nutrition), with an open post for 
a dietician. Their work is focused on community-based 
nutrition programmes (e.g. vitamin A distribution and 
nutrition education), with some clinical work done in 
hospitals. Previously, there were nutrition advocates 
who were trained on the job to assist with nutrition 
education, but these volunteers have not been used 
in the past few years. Workloads for nutritionists 
are increasing due to the NCD burden. However, 
production of nutritionists and dieticians is not in the 
training plan and not prioritized.

Laboratory
Laboratory technicians, assistant laboratory 
technicians, laboratory assistants and laboratory aides 
receive on the job training. Medical technologists 
and laboratory technologists are the only medical 
laboratory staff with formal training. School leavers 
are recruited and paired with senior staff who 
provide demonstrations and supervise hands-on 
training. Following this apprenticeship, they attend a 

month-long training course at the Pacific Paramedical 
Training Centre in New Zealand, which is supported 
by donors. 

There is a low turnover rate in this department, with 
most of the exits due to retirement. Currently, there is 
a four-year rotation policy, whereby staff are rotated 
out to Kiritimati and Southern Kiribati hospitals. 
Outreach services are no longer offered due to lack 
of funding. The last outreach service was delivered in 
2007–2008. 

Medical imaging
Within the medical imaging department, only the 
chief radiographer and two senior radiographers have 
formal qualifications. Most staff are underqualified 
and do not meet the requirements for registration. 
Most are trained on the job by senior staff for 
approximately six months, but the duration of 
training varies depending on how quickly the 
trainee becomes familiar with the tasks. Secondary 
school leavers (Form 5 or 6) are often recruited for 
posts in this department, but more recently, Form 
7 students have been employed as they are able to 
meet minimum requirements for any future formal 
qualification training at universities. 

The in-house training programme is designed for 
current staff who have years of work experience 
but only a secondary school education (Form 5 or 
6). As such, they are not eligible for undergraduate 
scholarships abroad and are also paid less despite 
having technical skills. This programme is taught not 
only by senior staff but also by overseas specialists. 
Accreditation of the programme is being sought from 
FNU. 

Turnover of staff in this department is minimal. Two 
people have resigned in the past five years. 

Environmental health
Currently, only senior-level health inspectors hold 
formal qualifications. All other staff in environmental 
health are trained on the job, recruited after 
completing Form 7 and given a one-week induction. 
One of the health workers in this department is 
expected to complete her attachment in water safety 
in China and start a training programme at FNU in 
2013.

Turnover in this department is minimal. The last 
person resigned in 2008. Most staff have historically 
stayed in their position until retirement. 



Republic of Kiribati 11

Health promotion 
Twelve positions within the health promotion 
department are public health positions (the other 
four are support staff: printers, graphic artists and 
cleaners). Four of the 12 positions are currently vacant. 
Senior-level staff (chief and senior health promotion 
officers, and health promotion officers) have formal 
qualifications (either Graduate Diploma in Health 
Promotion or Postgraduate Diploma in Public Health).

Assistant health promotion officers are recruited from 
school leavers (minimum Form 5) and are trained on 
the job by senior staff until they are independently 
capable. Each year, a monitoring and evaluation 
survey identifies the needs of staff and an annual 
1–3 day capacity-building workshop is designed to 
address the needs. The workshop is taught by senior 
staff and incorporates other departments including 
statistics and the media. 

Currently, nine staff are pursuing more formal training: 
three are working towards a Diploma in Community 
Services at the University of the South Pacific (USP) 
and six are doing distance learning through POLHN. 
As there is no MHMS support for students, all three 
USP students are paying their own tuition fees.

4.5 Education capacities

The task of managing enrolments and scholarships 
is split between MHMS (KSN nursing and medical 
assistant students), Ministry of Education (all other 
pre-service students) and PSO (post-basic training). 
Although there is a Human Resource Development 
Plan 2013–2016 that outlines the training needs of 
MHMS over the next five years (Kiribati Ministry of 
Health and Medical Services, 2013), implementation 
of this plan is dependent on the Ministry of Education 
and PSO. A national training plan is organized by 
PSO and lists priority scholarship areas for the entire 
country, and only a select few scholarships for health 
are available. 

Because of the disparate management of training, 
there appears to be an unsynchronized approach to 
the production and deployment of health workers. In 
some cases, health workers who have completed three 
or four years of formal education cannot find a post 
after graduating. Some serve as volunteers, which is 
not sustainable, while others choose to work overseas. 
Some work in a different field altogether (e.g. teaching 
math and science) until a suitable post opens up. The 
consequence of training mismanagement is that 
health workers may not have a post to return to when 

they graduate and their skills are wasted. In addition, 
those who are successful in getting an undergraduate 
scholarship are forced to resign from their post, with 
no guarantee they will have a post to return to when 
they graduate.

Attrit ion from offshore pre-service training 
programmes is high. It is estimated over 50% of first-
year students fail. For students at USP, repeating 
courses by distance mode is a possibility, but they 
must pay for any repeat courses. Students at FNU are 
required to re-sit the examination if they fail a course. 
A second failure to pass means students must leave 
the course. A significant factor in the high attrition 
rate is the relatively large student allowance I-Kiribati 
students receive in comparison to other Pacific island 
students in Fiji. Students have a greater disposable 
income that is spent on socializing, leading to 
decreased time focusing on study. 

Secondary school graduates are not properly 
prepared for vocational and tertiary training due to 
declining standards of teaching, lack of resources 
and an inadequate curriculum (Government of 
Kiribati, 2012b), reducing the pool of graduates who 
are capable of completing health worker training. 
Only three schools teach the South Pacific Form 7 
Certificate curriculum. All others currently teach the 
Foundation Year programme devised by USP. There 
is a stark difference in the enrolment and graduation 
rates of those who enter and pass tertiary-level 
programmes, with students who have completed the 
South Pacific Form 7 Certificate doing far better than 
their Foundation Year counterparts. However, the 
Form 7 curriculum is much more difficult and thus 
cannot be standardized across the country as most 
students would fail.

Training opportunities for young people are limited 
and do not coincide with the needs of local or 
overseas employers (Government of Kiribati, 2012b), 
indicating there is a lack of coordination between 
the Ministry of Education and other government 
ministries. The Government has indicated an intention 
to improve links between employers and trainers, 
and enhancement of scholarships schemes abroad is 
needed to rectify this (Government of Kiribati, 2012b).

Twenty-nine post-service scholarships were awarded 
between 2008 and 2012: five in 2008, seven in 2009, 
three in 2010, six in 2011, and eight in 2012. Attrition 
from post-service training is low; only three of 29 
students failed to complete their programme (some 
are still studying).
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Almost all students are supported by scholarships 
offered by the Kiribati Government or international 
aid donors (predominantly AusAID and New Zealand 
Aid Programme). A few private students pay their 
own tuition. Pre-service scholarships are managed 
by the Ministry of Education. Open scholarships 
are advertised on the radio and/or promoted in 
secondary schools. The Ministry of Education and 
donor representatives review academic performance 
and then select qualified applicants. In addition to a 
maximum age limit, applicants need to have passed 
English with a mark of A or B. In 2012, approximately 
90 applicants were vying for 40 scholarships. AusAID 
and New Zealand Aid Programme scholarships 
are awarded to the best students. Awardees of 
Government of Kiribati scholarships are then chosen 
from the leftover pool of applicants. 

4.6 Physical infrastructure

The KSN is in need of renovation and repair. Buildings 
are in poor condition, teaching facilities are cramped 
and lack teaching aids and resources, the library is 
understocked, and computers cannot be installed 
because of security issues. There is also not enough 

space to build new dormitories to house extra 
students or in-service trainees from the outer islands 
(AusAID, 2011). 

There was a proposal to refurbish the school in 2012, 
to be funded by AusAID, and as a result, first-year 
students were not accepted that year. However, the 
refurbishment project did not take place and the 
physical infrastructure of the school remains poor. 

4.7 Technical infrastructure

There are 11 staff at the nursing school, providing a 
staff-to-student ratio of 1:2.3. All staff are registered 
nurses, and senior teaching staff have postgraduate-
level qualifications. However, only one educator has a 
teaching qualification as well.

4.8 Accreditation mechanisms

The KSN is not accredited by any international 
agency, although the curriculum has recently 
(2009) been updated with support from Auckland 
University of Technology. Training at KSN does not 
meet international registration requirements for 

Table 6. Number of first-year enrolments by year, 2008–2012

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

Generalist medical practitioners 2 (FNU) 12 (Cuba) 1 (FNU) – 4 (FNU)
Specialist medical practitioners – 4 (FNU) 1 (FNU) 4 (FNU) 1 (FNU)
Medical assistants – – 9 (MHMS) 9 (MHMS) 13 (MHMS)
Advanced practice nurses 6 (MHMS) – – 6 (MHMS) 10 (MHMS)

Graduate/registered/professional nurses 20 (KSN)
29 (Griffith)

0* (KSN)
26 (Griffith)

19 (KSN) 20 (KSN) 0† (KSN)
5 (FNU)

Midwives 10 (MHMS) 9 (MHMS) 0 (MHMS) 10 (MHMS) 16 (MHMS)
Dentists 3 (FNU) 1 (FNU) – – –
Pharmacists – 2 (FNU) – 1 (FNU) –
Medical imaging and therapeutic 
equipment technicians 1 (FNU) 1 (FNU) – – –
Medical and pathology laboratory 
technicians 4 (FNU) – – – 1 (FNU)

Physiotherapists – –
1 (FNU)

1 (Flinders) – –
Nutritionists and dietitians – 5 (FNU) – – –
Environmental health and hygiene 
professionals – 1 (FNU) – – 1 (FNU)
Health professionals not elsewhere 
classified

50 (FNU) 3 (FNU) 11 (FNU)
1 (Flinders)

6 (FNU) 5 (FNU)

Health management personnel not 
elsewhere classified 14 (FNU) – – 1 (FNU) –

Total 139 64 44 57 56
* No enrolments due to curriculum restructuring.
† No enrolments due to anticipated KSN refurbishment project, which ultimately did not occur. 
Sources: Fiji National University (FNU), Kiribati School of Nursing (KSN), Kiribati Ministry of Health and Medical Services (MHMS), Kiribati 
Public Service Office, 2012.
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employment outside Kiribati. Health workers trained 
on the job are also not accredited, as these are not 
formal programmes. 

4.9 In-service and continuing professional 
education 

While there is a health training plan for formal 
qualifications, there is currently no prescribed 
continuing professional education (CPE) plan for 
health workers in Kiribati (SSCSIP, 2011), and there 
are no CPE requirements for registration. Recognized 
CPE programmes can be accessed by distance mode 
through POLHN or the Pacific Paramedical Training 
Centre.

POLHN operates a learning centre in Tungaru Central 
Hospital that enables health workers to undertake 
self-paced or instructor-led distance courses that are 
counted as CPE activities. However, there have been 
reports of some health workers not being able to access 

these courses due to Internet and communication 
difficulties. Uptake of POLHN programmes in 2012 was 
higher in Kiribati compared to many of its neighbours 
because of active encouragement from the MHMS 
and the lack of training opportunities available. The 
Pacific Paramedical Training Centre is based in New 
Zealand and provides training for medical laboratory 
technicians as well as upskilling. 

Some departments operate their own CPE events. For 
example, in the pharmacy department, pharmacists 
run weekly events based on one theme (e.g. 
antibiotics, a specific drug). In the dental department, 
senior staff run a one-day annual refresher course for 
all staff. The laboratory department holds in-house 
training every fortnight, with senior staff making 
presentations involving a case study. Environmental 
health holds a yearly one-week in-house refresher and 
updating course that is taught by senior staff who are 
assisted by retired staff. 

Table 7. Number of graduates by year, 2008–2012 

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

Generalist medical practitioners 2 (FNU) 1 (FNU) 2 (FNU) 3 (FNU) 3 (FNU)
Specialist medical practitioners – 3 (FNU) 2 (FNU) 3 (FNU) 1 (FNU)
Medical assistants – – 9 (MHMS) 9 (MHMS) 13 (MHMS)
Advanced practice nurses – 5 (MHMS) – 6 (MHMS) 10 (MHMS)

Graduate/registered/professional nurses
14 (KSN) 20 (KSN) 28 (KSN)

4 (FNU)
8 (KSN)
1 (FNU)

15† (Griffith)

10 (FNU)
0* (KSN)

Midwives –
9 (MHMS) 9 (FNU)

9 MHMS)
9 (MHMS) 15 (MHMS)

Dentists – 1 (Melb Uni) – – 2 (FNU)
Dental technicians and assistants – – 1 (FNU) – –
Pharmacists – 1 (FNU) 1 (FNU) 1 (FNU) –
Pharmaceutical technicians and 
assistants – 2 (FNU) – 1 (FNU) –
Medical imaging and therapeutic 
equipment technicians 1 (FNU) 1 (FNU) – – –
Medical and pathology laboratory 
technicians – 1 (FNU) 1 (Aust.) 1 (FNU) 1 (FNU)
Physiotherapists – – – 1 (FNU) 1 (Flinders)
Environmental health and hygiene 
professionals – – 1 (FNU) 1 (FNU) –
Nutritionists and dietitians 1 (Massey) 2 (FNU) – – –
Health professionals not elsewhere 
classified

3 (FNU)
1 (JCU)

23 (FNU)
1 (Aust.)

5 (FNU) 3 (FNU) 3 (FNU)
1 (Flinders)

Health management personnel not 
elsewhere classified –

10 (FNU)
1 (La Trobe) – – –

Total 22 102 72 62 60
* No graduates due to restructuring of curriculum in 2009. 
† Mix of Diploma of Nursing and Certificate III in Aged Care
Sources: Fiji National University (FNU), Kiribati School of Nursing (KSN), Kiribati Ministry of Health and Medical Services (MHMS), Kiribati 
Public Service Office, 2012.
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5. Human resources for health (HRH) utilization

5.1 Recruitment 

Recruitment and employment of all public service 
workers are managed by PSO. Senior Responsible 
Officers send details of a vacant post to the 
National Employment Registry together with a draft 
advertisement for the post that is also sent to the 
Permanent Secretary. Applications are addressed to the 
National Employment Registry or Representative and 
must provide relevant documents and references to 
support qualification experiences. Qualified applicants 
are selected for interviews, and the successful 
applicant is notified thereafter. Upon employment, all 
public service staff undergo one year of probation 
(Kiribati Public Service Commission, 2011).

5.2 Deployment and distribution policies 
and mechanisms

Staff turnover and attrition
Across the country, the average turnover rate is 3%, or 
approximately 125 staff per year. However, in health, 
it is thought the turnover is higher, mostly due to 
nursing exits. An estimated 10% of nurses leave the 
workforce each year (about 40 staff) due to retirement, 
maternity leave, leave without pay or migration. In 
most other departments, including pharmacy, dental, 
medical imaging and laboratory, turnover is minimal 
with very few resignations. Some departments or 
select positions, however, have high turnover rates. 
For example, there have been three different Directors 
of Public Health in the past five years. Turnover in the 
health promotion department is also high. At the time 
of writing, almost a quarter of the posts were unfilled 
in this department. Staff exits have mostly been due 
to dissatisfaction with salaries. 

Attrition is an issue for an already short-staffed 
workforce. Reasons for attrition include poor 
compliance with policies and guidelines, lack of 
sense of responsibility, lack of punctuality, low 
motivation, lack of mentorship, poor supervision, 
and lack of support and communication with staff 
(Kiribati Ministry of Health and Medical Services, 
2007). However, accurate attrition data are not kept 
systematically.

Average number of hours worked per week 
The standard working week prescribed by PSO is 
36.25 hours (Kiribati Public Service Commission, 

2011). Any public service staff can work overtime with 
the approval of a Senior Responsible Officer. 

Absenteeism
Absenteeism has been reported to be a problem. 
The reasons are similar to those that contribute to 
attrition, namely, lack of responsibility, low motivation 
and insufficient support, guidance and supervision 
(Kiribati Ministry of Health and Medical Services, 
2007). There is currently no empirical evidence for 
absenteeism, only anecdotal. 

Ghost workers are not unheard of. In some cases, 
health workers have accrued enough leave to be away 
from their post for many weeks. In others, people have 
left their post to move overseas or pursue another 
career but still receive a salary, as there is a lack of 
coordination between MHMS and PSO. 

Motivation
Low-level public sector performance has been 
reported across all ministries (Government of Kiribati, 
2012b). The Government has indicated there is a need 
to upskill the workforce and improve the enforcement 
of conditions of service. 

Only one incentive is offered to public servants as 
a way to improve rural retention. The Rural Area 
Incentive entitles health workers outside of South 
Tarawa to an allowance of A$ 20 per fortnight. Health 
workers directly recruited from rural areas who return 
to their home atoll are not eligible for this allowance. 
Relocation allowances are offered to health workers 
who move to rural areas. However, these costs are 
high and impact significantly on the budget. For 
example, relocating one worker and their immediate 
family to Kiritimati Island costs over A$ 2000 (Kiribati 
Ministry of Health and Medical Services, 2011).

Other allowances and leave entitlements, which apply 
to all public servants, are outlined in the Kiribati 
National Conditions of Service (2012) and listed in 
Table 8. 

Supervision mechanisms
The PSO introduced a system of annual performance 
assessments of all staff by their Senior Responsible 
Officers in 2012. Compliance early on was poor but 
has improved since the linking of assessments to 
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Table 8. Allowances and entitlements for Kiribati public service workers

Entitlement Eligible health workers Scope of entitlement

On-call 
allowance Doctors

Doctors working more than 72.5 hours per fortnight, and 
sleeping at the hospital to be available for work, are paid A$ 
7.50/hour for every extra hour of work. 
Specialists are paid A$ 10/hour for every extra hour of work.

Standby 
allowance Doctors

Doctors working more than 72.5 hours per fortnight can be paid 
+15% on top of basic salary for each week rostered on standby. 
If called to attend a medical emergency, staff are paid 1.5 times 
the normal hourly rate.

Mobile phone 
credit top-up 
allowance

Doctors A$ 20/month

Housing All government 
employees Subsidized government housing rentals

Transport All government 
employees Shared, free transport to and from work

Annual leave Full-time employees

Leave is on a sliding scale:
A$ 4732–5382: 14 days
A$ 5902–6890: 18 days
A$ 7072–9074: 22 days
A$ 9308–10 010: 26 days
A$ 11 180–16 380: 30 days

Leave without 
pay

All government 
employees who have 
exhausted annual leave

Up to 6 months: approved only for compassionate leave or other 
special reasons.
6 months to 3 years: approved only for in-service trainees, 
secondments, certified church obligations, government 
assignments or severe medical grounds of an immediate family 
member.

Sick leave All government 
employees

Full-time staff: 30 days on full pay for every 12 months.
Part-time staff: up to 4 days per calendar year.

Compassionate 
leave

All government 
employees Up to 3 working days with full pay and extra 3 days without pay.

Maternity leave
Female staff employed 
for more than 6 
months

Total 12 weeks on full pay: 6 weeks before and 6 weeks 
after baby is due. Full pay leave is only available for first 2 
pregnancies. Maternity leave thereafter is unpaid.

Charge 
allowance

All government 
employees

Employees required to undertake duties in addition to or 
substantially more onerous than the duties of his substantive 
office, for more than 10 consecutive days. Charge allowance 
is never more than 75% of the difference between actual salary 
and lowest grade of the salary level to which the post is covered. 
Alternatively, a fixed rate of A$ 40/fortnight is used.

Overtime or  
time-in-lieu

All government 
employees

For every extra hour worked, overtime is paid: 1.5 times the 
usual hourly rate on weekdays and Saturdays, and 2 times on 
Sundays and public holidays. 
Staff with salaries greater than A$ 8528 are compensated through 
time-in-lieu rather than overtime pay.

Shift allowance All government 
employees

Staff working on an organized shift rotation are paid +15% on top 
of normal salary for any full week of shift work. Those who are 
rostered to work on a shift basis over 72.5 hours per fortnight 
may be paid an extra shift duty allowance of +25% on top of 
normal salary.

Extra shift 
allowance Nurses

Nurses above salary level L12 who are required to supervise work 
on a shift basis over the normal fortnightly shift time load can be 
paid an extra shift allowance of +15% of gross fortnightly salary.

Abnormal hours 
allowance

All government 
employees

Employees required to work a normal number of hours but in an 
irregular pattern may be paid +10% on top of normal salary in any 
week during which they are employed on this basis. 

Responsibility 
allowance/Head 
of Department 
Allowance

Tutors at KSN Twice the gross hourly rate
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salary increments (salary increment was previously 
automatic). 

Supervision of staff is poor, especially in the outer 
islands. There is financial constraint to support the 
MHMS operational plan, and supervision and staff 
performance are not prioritized. The organizational 
structure and delineation of roles need to be more 
explicit. There is also a general lack of support across 
departments and poor communication. 

Some departments have guidelines that outline the 
frequency of outer island visits (outreach): nursing, 
two visits per outer island per year; physiotherapy, 
two islands per year; pharmacy, five islands per year; 
and dental, eight islands per year. However, funding 
is a major constraint. 

Physical environment and access to essential 
equipment and supplies/resources
The main hospital was rebuilt in 2011 with Japanese 
donor funds. Facilities are generally good. However, 
health facilities in the outer islands can be poor and 
maintenance is often lacking.

Prior to 2009, stock-outs of essential medicines were 
frequent, both in the outer islands and in Tarawa. To 
address this, a set of procurement guidelines was 
developed and stock-outs were greatly reduced, with 

only one to two items on the essential medicines list 
being out of stock each month. In fact, it is suspected 
that there is an oversupply (and waste) of drugs in 
the outer islands, which needs to be addressed 
by pharmacists visiting these islands (but this is 
dependent on funding). Currently, health facilities in 
the outer islands are given a four-month supply of 
essential medicines and are encouraged to audit their 
stock and place an order every two months. 

While this drug procurement protocol has been 
successful in preventing drug stock-outs, international 
donors sometimes bypass this procurement system, 
resulting in new and nonessential drugs being placed 
in health facilities without the knowledge of the 
central pharmacy department. 

5.3 Vacancies

Of the 801 posts in the 2013 Establishment Register, 
156 (19.5%) were unfilled at the time of data collection. 
There are critical shortages of doctors, with well over 
half of the posts vacant. However, while a set number 
of posts are approved by PSO, some will remain vacant 
without active recruitment due to a lack of funds. In 
some cases, posts are vacant and are awaiting the 
return of a graduate who is studying abroad.

Entitlement Eligible health workers Scope of entitlement
Official travel 
allowance

All government 
employees Subsistence allowance for approved duty or official travel

Clothing 
allowance

All government 
employees

A cash allowance of A$ 300 is given for purchasing suitable 
clothing and equipment for overseas duty travel.

Travel on initial 
appointment, 
transfer or 
promotion to 
another island

All government 
employees

Employees permanently posted to an island other than their 
current island, requiring a change in residence, are entitled to 
transport with their immediate family.

Disturbance 
allowance

All government 
employees

Employees transferred from one station to another for more than 
2 months are entitled to:
A$ 31.25: married employee or single employee with dependent 
children;
A$ 25: single employee with no dependents.

House-to-office 
allowance

All government 
employees

Employees without government housing who live more than 3 
miles from their office and use their own transport to get to work 
are entitled to a house-to-office allowance.

Housing All government 
employees

All employees are eligible for government housing. Houses are 
allocated by the Housing Committee.

Medical 
treatment

All employees, their 
spouses and children

Free medical and dental treatment provided by government 
medical staff. Essential medicines and surgical materials are 
supplied free of charge on prescription. 

Source: Kiribati Public Service Commission, 2011.
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6. Financing HRH

6.1 HRH expenditure

Of the A$ 14.8 million allocated to health in 
2013, A$ 6.7 million (45.3%) is budgeted for 
salaries, A$ 103 000 for housing assistance (0.7%), 
A$ 1.2 million for allowances (8.1%), A$ 370 000 
for overtime (2.5%) and A$ 607 000 (4.1%) for leave 
grants. This provides a total personal emolument of 
A$ 9.7 million (65.7%) (Government of Kiribati, 2012a).

Overexpenditure of allocated budget due to overtime 
pay and allowances occurs in many departments. Of 
the 13 departments, eight were within budget in 2012. 
This is compared to nine departments that were within 
budget in 2011. 

6.2 Remuneration to health workers

Public service staff are paid in accordance with 
their qualifications, ranging from Level 2 (requiring 
postgraduate studies and at least five years of 

technical experience) to Level 20 (requiring Form 3 
Certificate or legal certifications such as a driver’s 
license) (Kiribati Public Service Office, 2011). Base 
salaries range from A$ 2505 to 16 380 per year.

Health workers are paid a base salary and extra 
income may be made through allowances (e.g. 
overtime, on-call). Apart from the Rural Area Incentive 
allowance, there are no other incentives to promote 
rural postings. There are also no performance-related 
payment mechanisms for health workers.

Graduate doctors are paid A$ 11 180 per annum. 
Without additional postgraduate training, a doctor 
will receive annual increments for a number of years 
until the maximum salary of A$ 14 534 per annum 
is reached. Doctors with postgraduate qualifications 
(specialists) are paid A$ 14 534 per annum. Heads of 
specialties (consultants) are paid A$ 15 678 per year 
(SSCSIP, 2011).

Table 9. Vacant posts by April 2013

Health professional group/cadre Posts Vacancies % Vacant
Generalist medical practitioners 29 21 72.4

Specialist medical practitioners 37 23 62.2

Medical assistants 48 4 8.3

Graduate/registered/professional nurses 323 22 6.8

Nurse aides 12 2 16.7

Dental technicians and assistants 20 2 10.0

Pharmacists 4 1 25.0

Pharmaceutical technicians and assistants 16 4 25.0

Medical and pathology laboratory technicians 23 7 30.4

Nutritionists and dieticians 3 1 33.3

Biomedical engineers 5 3 60.0

Environmental health and hygiene professionals 9 2 22.2

Ambulance workers 25 11 44.0

Health professionals not elsewhere classified 46 23 50.0

Non-health professionals not elsewhere classified 20 4 20.0

Health service managers 10 3 30.0

Personal care workers not elsewhere classified 39 4 10.3

Service and sales workers 48 12 25.0

Clerical support workers 18 2 11.1

Domestic and ancillary support workers 30 8 26.7

Total 801 156 19.5
Source: Kiribati Ministry of Health and Medical Services, 2013.
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Foregin doctors are paid more than double what local 
doctors are paid and also have housing and electricity 
provided. They are also given a mileage allowance 
of A$ 0.31/mile and a mobile phone credit top-up 
allowance of A$ 20/month (SSCSIP, 2011).

Upon retiring, health workers may be re-engaged 
through contracts. However, contract workers are 
paid approximately half of what their equivalent 
permanent-post colleagues earn, despite having more 
experience. 

Table 10. Average entry-level incomes by profession in 2013

Health Professional Group/Cadre Level Average monthly 
salary (A$)

Health professionals

Generalist medical practitioners
Graduate medical officer 932
Senior medical officer 1211
Expatriate medical officer 2500

Specialist medical practitioners
Specialist 1211
Medical consultant 1307

Medical assistant Medical assistant 932

Health assistants Health assistant 529

Graduate/registered/professional nurses
Principal nursing officer 1010
Senior nursing officer 932
Nursing officer 854

Nurse aides/nurse assistants Nurse aide 529

Dentists Senior dental officer 1140

Dental technicians and assistants

Dental therapist 854
Dental hygienist 589
Dental technician 492
Dental assistant 427

Pharmacists Pharmacist 1049

Pharmaceutical technicians and assistants
Pharmacy technician 854
Pharmacy assistant 589

Medical imaging and therapeutic equipment 
technicians

Radiographer 854
X-ray assistant 529

Medical and pathology laboratory technicians

Medical technologist 1092
Laboratory technologist 932
Laboratory technician 776
Laboratory assistant 529

Physiotherapists Physiotherapist 932

Physiotherapy technicians and assistants Physiotherapy assistant 427

Nutritionists and dietitians Nutritionist 1049

Medical and dental prosthetic technicians Prosthetic/orthotic assistant 427

Health professional not elsewhere classified
Nurse educator 854
Health education officer 776
Health education assistant 394

Personal care workers Orderly 492

Medical records Medical record officer 711

Non-health professionals not elsewhere classified
Accountant 1010
Account officer 449

Comparisons to professionals from other public service sectors

Teachers
Secondary school teacher 776
Primary school teacher 529

Police officers
Sergeant 711
Constable 492

Source: Kiribati Public Service Office, 2013.
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Nurses’ aides that are employed by the Islands 
Councils work part time, approximately four to five 
hours per day. Their pay and employment conditions 
are highly variable, depending on the Island Council’s 
finances. The lowest paid nurses’ aides are on Nikunau 
Island and earn A$ 500 per year, while the highest 
paid are employed by Betio Town Council and earn 
A$ 3917 per year.

Table 10 outlines the basic monthly salary of each 
health worker cadre. For posts that include a range 
of levels and steps, the lowest one is reported. In 
comparison to other public service staff, health 
workers are generally paid better wages. Entry-level 
teachers earn approximately A$ 529 (primary school) 
and A$ 776 per month (secondary school). Entry-
level police officers earn approximately A$ 492 per 
month. By comparison, entry-level nurses and medical 
graduates earn almost double. 

7. Governance of HRH

7.1 HRH policies and plans 

The MHMS Workforce Plan 2012–2016, which was 
developed by senior staff and technical taskforce 
members, identifies the following major challenges:

• the need to increase workforce size at zero 
cost by trading positions;

• incomplete datasets for accurate planning and 
projection;

• the need to upskill staff in an environment of 
limited training opportunities;

• the need for staff to comply with the 
Government’s training policy;

• budgetary constraints for whole Ministry; 
• inadequate resources and tools for effective 

and efficient health service delivery; and
• ageing workforce and not enough new health 

workers to replace them (Kiribati Ministry of 
Health and Medical Services, 2012d). 

7.2 Policy development, planning and 
management for HRH 

There is no dedicated HRH unit and no focal person 
within the MHMS to manage and organize health 
workforce issues. Human resource tasks generally 
fall to the Administration Department of MHMS, but 
management of training is split among the Ministry 
of Health, Ministry of Education and PSO. A workforce 
training plan is in place to guide the awarding of 
scholarships. Preference is given to high-priority 
posts (in health, this is medicine and nursing) at the 
expense of allied health workers. At the same time, 
each department is invited to submit a training plan 
based on their own needs to the Administration 
Department to inform the overall training plan. 
However, departments often do not comply and 
thus their training needs are unmet. Considering the 

changing population and health needs, there is a need 
for reform in HRH planning. Succession planning is 
crucial. Currently, when a health worker retires, there 
is often no replacement with the relevant skills and 
qualifications (Ministry of Health and Medical Services, 
2011).

The Health Sector Coordinating Committee is 
responsible for the planning and organization of 
health services in Kiribati. This group is comprised of 
the Senior Management Committee of MHMS; donor 
representatives from the Governments of Australia, 
New Zealand, Taiwan (China) and Japan; UNICEF and 
WHO (Kiribati Ministry of Health and Medical Services, 
2012c). In the past, separate policies were developed 
by independent committees (Kiribati Ministry of Health 
and Medical Services, 2007). Dissemination of policies 
and management decisions is often inadequate and 
not accessible to staff (Kiribati Ministry of Health and 
Medical Services, 2007).

Each year, a priority training list is developed by PSO, 
with available health scholarships negotiated by PSO 
and MHMS. The MHMS human resource development 
plan is also managed by both MHMS and PSO.

7.3 Professional regulation

Much of the current legislation requires updating. 
The Medical and Dental Practitioners Ordinance 1977, 
Nurses and Midwives Ordinance 1977 and Pharmacy 
and Poisons Ordinance 1977 have all been repealed 
and replaced by the Health Services Act 1996, 
which covers prescribed health workers outlined in 
legislation. However, since that time, many new posts 
and units have been developed that are not covered 
by legislation. 
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The Kiribati Medical Council and Kiribati Nursing 
Council, which were formed after the Medical Services 

Act 1996, cover a range of health professionals (see 
Table 11). 

Table 11. Registration requirements for health workers in Kiribati

Health worker Registration requirements Alternative requirements
Kiribati Medical Council

Doctors Completion of a Council-approved 
training programme.

Provisional registration and completion of 
one year of training as an intern or registrar.

Dentists Completion of a Council-approved 
training programme.

Provisional registration and completion of 
one year of training as an intern or registrar.

Pharmacists Pharmaceutical degree from a 
university.

Certificate from any recognized college of 
pharmacy or institution approved by the 
Medical Council.

Clinical psychologists

University degree with a major in 
abnormal psychology or clinical 
psychology and at least one year of 
experience in a mental hospital.

Physiotherapists
Diploma or certificate from a school of 
physiotherapy approved by the
Medical Council.

Degree in physiotherapy

Occupational 
therapists

Diploma or certificate from a school of 
occupational therapy approved by the 
Medical Council.

Degree in physiotherapy

Medical technologists

Qualifications approved by the Medical 
Council, appropriate service in a 
laboratory and, to the satisfaction of 
the Council, required knowledge of 
laboratory procedures.

Radiographers
Qualifications recognized by an 
institute of radiologists or other body 
approved by the Medical Council.

Dental mechanics
Recognition as a dental mechanic by 
a country apart from Kiribati or body 
approved by the Medical Council.

Dental therapists and 
assistants

Completion of a three-year dental 
therapist course approved by the 
Medical Council.

Environmental health 
officers

Completion of an environmental health 
course at a training school recognized 
by the Medical Council.

Health inspectors

Holds qualifications as a member of a 
recognized society for the promotion 
of health or some other body approved 
by the Medical Council.

Opticians
Recognition as an optometrist or 
optician in a country approved by the 
Medical Council.

Medical assistants
Completion of a three-year medical 
assistants course approved by the 
Medical Council.

A registered nurse under the Medical 
Services Act and has undertaken a formal 
course of training as a medical assistant to 
the satisfaction of the Medical Council.

Kiribati Nursing Council

Enrolled and registered 
nurses

Completion of a training course at a 
recognized nurses’ training school. 
Registration is lifetime after probation.
Foreign nurses: applications reviewed 
by the Nursing Council but not for 
competency.

Nurse aides Completion of training at a recognized 
nurse aides’ training school.

Completion of appropriate training that 
satisfies the Nursing Council.

Source: Kiribati Public Service Office.
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7.4 HRH information systems

Currently, HRH statistics are collected by the 
Administration Department of MHMS, which is reliant 
upon regular updating by individual departments. 
From their data, the MHMS informs PSO of current 
staffing numbers using a simple spreadsheet. Because 
the different departments are not connected and are 
not linked to PSO or payroll, there is no capacity 
to generate accurate HRH data quickly and ghost 
workers occur. The quality of health information 

systems needs to be improved to help inform and 
monitor health plans.

At the time of writing, PSO was seeking assistance 
from donors to develop a more efficient human 
resources database.

Projection of health workforce needs is difficult 
in Kiribati due to the lack of accurate attrition and 
turnover data, the lack of formally qualified staff to fill 
senior positions and the absence of a staffing norms 
policy. 

8. Concluding remarks

There are significant HRH issues in Kiribati that 
range from production to deployment. Ageing, a 
low retirement age and insufficient health worker 
production are contributing to significant skills gaps. 
A lack of adequate training opportunities leaves 
many of the current staff underqualified, relying 
on local in-service training. Management of HRH 
is not centralized, with key responsibilities spread 
across multiple ministries, reducing efficiency and 

contributing to a mismatch in training needs and 
production. 

There is a need to increase the number of health 
workers and to strengthen capacity, but at the 
same time, health worker productivity needs to be 
improved. This may need to include better supervision 
mechanisms and introduction of performance-based 
incentives. 
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Annexes

Annex A. Ministry of Health and medical services organizational chart

Note: ARI, acute respiratory infection; SARS, severe acute respiratory syndrome; STI, sexually transmitted infection; TB, tuberculosis; NCD, 
non-communicable disease; PMSU (Pharmacy and Medical Services Unit); SM, safe motherhood. 
Source: WHO Country Health Information Profiles 2011 Revision. 
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Annex B. Distribution of health workers by gender, April 2013

Health professional group/cadre No.
Gender

Not 
known Female % Female

Generalist medical practitioners 8 0 3 37.5

Specialist medical practitioners 14 0 5 35.7

Medical assistants 44 2 34 77.3

Health assistants 2 0 0 0.0

Graduate/registered/professional nurses 301 11 270 89.7

Nurse aides 198 188 9 4.5

Dentists 7 0 6 85.7

Dental technicians and assistants 18 0 12 66.7

Pharmacists 3 0 2 66.7

Pharmaceutical technicians and assistants 12 0 9 75.0

Medical imaging and therapeutic equipment technicians 16 1 12 75.0

Medical and pathology laboratory technicians 20 1 9 45.0

Physiotherapists 3 0 1 33.3

Physiotherapy assistants 1 0 1 100.0

Nutritionists and dietitians 2 0 2 100.0

Biomedical engineers 2 1 0 0.0

Medical and dental prosthetic technicians 2 0 0 0.0

Environmental health and hygiene professionals 7 0 4 57.1

Ambulance workers 23 0 0 0.0

Health professionals not elsewhere classified 14 0 12 85.7

Medical records and health information technicians 4 0 2 50.0

Non-health professionals not elsewhere classified 16 0 14 87.5

Health service managers 7 0 3 42.9

Personal care workers not elsewhere classified 35 1 21 60.0

Service and sales workers 36 0 3 8.3

Clerical support workers 16 0 14 87.5

Domestic and ancillary support workers 22 0 17 77.3

Total 833 205 465 55.8

Source: Kiribati Ministry of Health and Medical Services, 2013.
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Annex C. Distribution of health workers by age, April 2013 

Health professional 
category/cadre No.

Age (years)
Not 

known <30 30–34 35–39 40–44 45–49 50–54 55–59 >60

Generalist medical 
practitioners 8 0 3 4 0 0 0 0 0 1

Specialist medical 
practitioners 14 1 0 4 4 2 1 0 0 2

Medical assistants 44 3 0 2 5 9 3 5 13 4

Health assistants 2 0 1 0 0 0 0 1 0 0

Graduate/registered/ 
professional nurses 301 14 49 95 83 34 16 10 0 0

Nurse aides 198 188 0 3 2 2 2 1 0 0

Dentists 7 1 2 1 0 1 2 0 0 0

Dental technicians and 
assistants 18 5 6 2 0 1 3 1 0 0

Pharmacists 3 0 2 0 0 1 0 0 0 0

Pharmaceutical technicians 
and assistants 12 0 5 2 4 0 1 0 0 0

Medical imaging and 
therapeutic equipment 
technicians 16 1 5 5 0 2 2 0 0 1

Medical and pathology 
laboratory technicians 20 1 5 7 2 4 1 0 0 0

Physiotherapists 3 0 1 0 0 1 1 0 0 0

Physiotherapy assistants 1 0 0 1 0 0 0 0 0 0

Nutritionists and dietitians 2 0 0 1 1 0 0 0 0 0

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

Medical and dental prosthetic 
technicians 2 0 0 0 1 0 1 0 0 0

Environmental health and 
hygiene professionals 7 0 3 1 0 2 1 0 0 0

Ambulance workers 23 4 5 1 2 4 6 1 0 0

Health professionals not 
elsewhere classified 14 0 0 7 2 3 2 0 0 0

Medical records and health 
information technicians 4 1 0 2 0 0 1 0 0 0

Non-health professionals not 
elsewhere classified 16 2 6 2 0 3 3 0 0 0

Health service managers 7 2 1 1 1 0 1 1 0 0

Personal care workers not 
elsewhere classified 35 1 3 2 9 8 12 0 0 0

Service and sales workers 36 2 3 9 4 11 7 0 0 0

Clerical support workers 16 3 3 2 4 1 3 0 0 0

Domestic and ancillary 
support workers 22 2 0 2 6 6 5 1 0 0

Total 833 232 103 156 130 95 75 21 13 8

Proportion (%) 100 27.9 12.4 18.7 15.6 11.4 9.0 2.5 1.6 1.0
Source: Kiribati Ministry of Health and Medical Services, 2013.








