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"A wastelul mockery" 
A glut of medical graduates and an unprecedented level of 
unemployment among medical and dental graduates is 
causmg deep concern in many parts of the world today 

by Zbigniew Bankowski 

conference on "Health Man
power Out of Balance: Con
flicts and Prospects," held last 

autumn in Acapulco, Mexico, 
brought together about 120 health 
policymakers, physicians, dentists, 
nurses, medical students and 
educators of health personnel from 
40 countries. It was prepared in 
close collaboration with WHO, the 
Pan American Health Organiza
tion, the World Federation for 
Medical Education, and the Sec
retariat of Health of Mexico. 

This meeting was convened in 
response to a deep concern ex
pressed by health leaders from both 
industrialised and developing coun
tries about a glut of medical gradu
ates in their countries, and conse
quently an unprecedented level of 
unemployment among medical and 
dental graduates . 

The number of unemployed phy
sicians is poorly documented, but 
some data are available which illus
trate this frightening phenomenon. 
For example , 45,000 physicians are 
unemployed in Italy, 40,000 in In
dia, 23,000 in Spain and 2,500 in 
the Netherlands. The United States 
forecasts an excess of 70,000 physi
cians in 1990 and 150,000 in the 
year 2000. In Mexico in 1984 there 
were about 40,000 unemployed 
physicians and in Bangladesh more 
than 5,000. Pakistan reports 6,000, 
Egypt 4,000, and the Republic of 
Korea estimates about 26,000 un
employed physicians in the year 
2000. Already, associations of un
employed physicians have been 
founded in Argentina, Bolivia, 
Chile, Mexico and the Netherlands. 

Final examination for aspiring physi
cians. Will their skills match the needs of 
the population? Photo WHO/P. Boucas 
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With the present trends, the 
world faces the prospect of a sur
plus of 250,000 physicians or more 
by the year 2000. This would be a 
wasteful mockery in the year 
targeted to celebrate Health for all, 
as was stated by one of the partici
pants at the Acapulco Conference. 
It should be underlined, however, 
that the shortage of certain 
categories of health worker is still a 
major problem in many developing 

A debating-point for the 
World ,. Health Assembly 
A resolution passed by WHO's 

Executive Board at its session in 
January in Geneva expressed 
concern that "while shortage of 
certain categories of health man- •.·.· 
power is still a problem in mahy 
cmmtries, an increasing number 
of member states have an over
supply of certain categories· of 
health professional, such as phy
sicians and dentists, leading to 
their under-utilisation, unemploy-1 

ment and migration to other 
countries.'' 

lt urged member countries of 
wHo "to reorient education and 
training of health manpower to 
respond fully to local needs," and 
"to employ measures urgently, 
when actual imbalances exist or 
occur, to adjust the production of 
health manpower, in order to 
bring the supply and distribution 
into line with expected future 
demand for services, bearing in 
mind the country's ability to sup
port such services." 

The 40th World Health Assem
bly, to be held in Geneva next 
month, was to discuss this resol
ution in the context of "promo
tion of balanced health man
power development''. 

countries, and will probably remain 
so for a long time to come. 

There is frequently a discrepancy 
between the training health workers 
receive and the skills they need to 
provide health care for' the needs 
of the population. Moreover, few 
countries have a manpower dis
tribution pattern that conforms to 
community needs, whether such a 
distribution is by geographical area, 
by occupation, by speciality or by 
type of health care. In some coun
tries, even those facing an acute 
shortage, the so-called "brain 
drain" of highly-trained health 
workers to more prosperous sur
roundings has traditionally been a 
well-recognised phenomenon. 

The overall goal of the Acapulco 
conference was to analyse the qual
itative and quantitative balances in 
the production and use of health 
care providers, in terms of rele
vance to national policies and 
strategies for achieving Health for 
all by the year 2000, and also 
to estimate present and foresee
able imbalances in health man
power-especially those result
ing from an over-production of 
physicians. 

The participants also tried to as
sess the social and economic conse
quences , to weigh up alternative 
policies for preventing and reducing 
imbalances and alleviating their 
consequences, and to consider the 
educational factors involved and 
their implications. 

From the outset it was realised 
that a dearth of information severe
ly limited the definition of health 
manpower imbalances in most 
countries. But 16 countries , repre
senting a variety of economic, cul
tural and socio-political conditions, 
prepared studies illustrating their 
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"A wasteful mockery" 

respective health manpower imba
lances and identifying the overall 
trends. They ranged from Argen
tina, Cuba and Egypt to Canada 
and the United States. 

A main working paper presented 
a composite picture of health man
power imbalances worldwide, sug
gested a conceptual framework, 
provided a common terminology 
and information base, and served as 
a focus for discussion. It also sug
gested steps which national and in
ternational agencies might take to 
deal with the problem. In addition a 
number of papers on selected issues 
were prepared, covering such gen
eral aspects as the nature, scale, 
natural history, demography and 
economics of the imbalances, and 
dealing not only with physicians but 
also with other categories of health 
professional such as dentists, nurses 
and pharmacists. 

After five days of deliberation, 
the conference concluded that the 
problem of imbalance of health 
manpower is far more severe than 
had previously been thought. Very 
few countries, if any, are exempt 
from imbalance, and hence the 
need for action, both preventive 
and curative, is worldwide. While 
the medical profession is by far the 
most severely affected, with unem
ployment and under-employment 
of practitioners as the most obvious 
manifestation of imbalance, other 

,, " l 

health occupations are also affect
ed, in an increasing number of 
countries. The participants discus
sed particularly the over-produc
tion of medical graduates, its main 
causes, complications and conse
quences, and suggested alternative 
interventions. 

The conference recommended a 
number of preventive actions and 
other measures which would help to 
solve acute manpower imbalances. 
The aim should be to bring the 
supply of health professionals into 
line with the foreseeable demand of 
the population and the economic 
ability of a country to make ad-

. V "" ,, 
Present supply. of physicial'lS · .~ 

Country Reference Population Number of Doctors/1 00,000 Evaluation 
year (1000) doctors population (1985) 

Argentina 1980 27,947 46,353 165.8 Surplus 
Brazil 1980 119,099 101.793 85.5 Adequate 
Canada 1983 25,000 41.440 165.7 Surplus 
Colombia 1985 28,100 18,158 64.6 Surplus 
Cuba 1985 10,048 22,910 228.0 Adequate 
Egypt 1985 47,000 71.739 152.6 Surplus 
India 1981 685,185 250,000 36.5 Surplus 
Mexico 1985 77,777 95,000 123.4 Surplus 
Pakistan 1985 94,700 25,650 27.1 Surplus 
Philippines 1982 50,000 30,000 60.0 Surplus 
Rep . of Korea 1984 40,559 28,015 69.1 Adequate 
Sri Lanka 1983 15,400 1,243 8.1 Shortage 
USA 1982 235,700 465,026 197.3 Surplus 

Only one out of 13 countries which evaluated their supply of physicians 
felt there was a shortage. 

l 
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Imbalances can be corrected: but action 
is needed now. 
Photo lnterfoto MTI Hungary© 

equate use of them. Urgent re
search is needed into this fast-grow
ing problem, and a regular ex
change of information between 
countries. Among radical actions 
that might be taken to reduce the 
surplus of doctors, the conference . 
suggested the following: 
- limiting the intake into medical 
schools or restricting the number of 
graduates; 
- postponing the opening of new 
medical schools or even closing 
existing ones ; 
- imposing a compulsory retire
ment age for physicians. 

Above all, the conference con
cluded that it was essential to alert 
not only health professionals and 
health policy-makers but also 
politicans and the public at large to 
the present alarming trends in im
balance and the negative conse
quences they are bound to have for 
many societies in the future. 

The recommendations were sum
m.ed up in a statement made by 
Professor A. Gellhorn, Chairman of 
the conference. "Concerted action 
is now imperative," he said. "Both 
quantitatively, and qualitatively, 
health manpower imbalance has 
serious implications for the attain
ment of Health for all. We all agree 
that imbalances may be predicted 
and prevented: therefore, the 
necessary interventions have to be 
initiated now". • 
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How many doctors? 
lt is a cardinal principle that the manpower pattern in any 
health service must be governed by what countries can 
afford, and not by what health authorities may demand 

by Vulimiri Ramalingaswami 

[) 

ealth manpower refers to a 
group of trained personnel 
with different levels and types 

of training and skills engaged in 
comprehensive health care ( cura
tive , preventive, promotive and re
habilitative), in a variety of settings 
(the clinic and hospital , the family 
and the community). They range 
from simply and rapidly trained 
village level health workers to 
specialists with highly sophisticated, 
expensive and long drawn out train
ing. Together they are to function 
as a team, synergistically, with com
plementary and mutually suppor
tive roles within the framework of a 
graded referral health care system. 
I prefer the term " human resources 
for health development " to " health 
manpower. " 

The physician has been and con
tinues to be the key figure in the 
drama of health care delivery. His 
(or her) traditional role has been to 
take care of sick people-to cure 
them if possible, to stem the 
progression of disease , to minimise 
damage , to prognosticate , to relieve 
pain and suffering and to comfort at 
all times. This is the role for which 
physicians are trained primarily and 
the role which gives them a high 
place in society. There is however 
yet another role of a physician, that 
of an educator in health · matters 
concomitant with the healing role: 
to facilitate early recognition and 
prevention of disease , and to pro
mote health-fostering behaviour. 
The very term doctor is derived 
from Latin and means " teacher." 

As medicine grew increasingly 
complex and effective, it became 
clear that the physician alone could 
not do everything even in the set
ting of curative care, much less in 
the other areas of comprehensive 
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care. He needed to work in col
laboration with a variety of train
ed personnel-clinical specialists, 
nurses, laboratory technicians , 
radiographers, physiotherapists and 
so forth. 

Consequently, two questions 
arise: how many of each of the 
categories of health care personnel 
does a country need today, in the 
short-term and in the long-term? 
What proportions of these cate
gories will ensure the right social 
mix and the greatest economic effi
ciency of the health system within 
the country's socio-economic con
text? The answers to these ques
tions depend upon a steady flow of 
information about, and an adequate 
appraisal of, health conditions in 
the country, the nature and mag
nitude of illness and their determin
ants, and the degree to which health 
development plans form part of the 
overall socio-economic develop
ment plans. 

In reality, such a planned process 
of health manpower development 
has been conspicuous by its ab
sence. Economic prosperity follow-

ing World War 11 and the attain
ment of independence by several 
developing countries (which were 
understandably anxious to improve 
health conditions very rapidly) led 
to an unprecedented expansion of 
health manpower in both developed 
and developing countries. In spite 
of this , some of the basic health 
needs of disadvantaged segments of 
their populations are still unmet , 
especially in the developing world. 
Imbalances crept in, which them
selves hinder a more equitable dis
tribution of services. By imbalance 
I mean mismatches between the 
numbers , quality and distribution of 
various categories of health worker, 
on the one hand , and the needs and 
capacities of a country to absorb 
and support them adequately, on 
the other. 

A curious picture emerges of 

Laboratory technicians in training in the 
Western Pacific. How many of each 
category of health professionals does a 
country need today? 
Photo WHO/Medical Illustration. University of Malaya. 
Kuala Lumpur 



How many doctors? 

excessive production of certain 
categories, physicians for example, 
and under-production of certain 
others, such as nurses . A 16-coun
try study made recently by WHO 

bears this out. 
We see highly trained health per

sonnel without jobs and resorting to 
driving taxis in cities while the es
sential health needs of large popu
lations remain unmet; some will 
migrate to other countries - the so
called brain drain, a gift to rich 
nations from poor ones that can 
hardly afford it. In 1972, for exam
ple, the developed countries with 
a stock of 1,746,000 physicians 
gained 118,000 by immigration , 
while developing countries with a 
stock of 615 ,300 physicians lost 
67,100 by emigration. The figures 
for nurses are equally dramatic. But 
the brain drain decelerated consid
erably during the last decade. 

The persistent maldistribution of 
health resources , including health 
personnel , is an almost universal 
phenomenon. In Brazil, the pro
vince of Sao Paulo with only 19 per 
cent of the country's population has 
25 per cent of the medical profes
sion, while the poorer North-east 
with 30 per cent of the population 
has only 14 per cent of Brazilian 
physicians! The rural-urban imbal
ances in distribution of health man-

power form an endemic problem 
that is likely to continue well into 
the future. 

The quality of training of physi
cians and other members of the 
health team is often inadequate, 
and leads to ·a lack of congruence 
between their roles and the needs of 
the society. At the same time, 
"high-tech medicine" acts as a 
driving force , raising costs and ex
pectations, sequestering scarce re
sources into prestigious projects 
with limited application . The trend 
is towards greater and greater 

specialisation to the detriment of 
primary care. A whole set of ethical 
issues have been raised by 
medicine's triumphant advance and 
have not yet been resolved. 

The "new biology ", including 
molecular and cell biology , im
munology and genetics, promises to 
make available new and better tools 
for tackling persistent problems of 
parasitism, malnutrition and exces
sive fertility. Yet we are still unable 
to turn such tools into a social 
and cultural reality for developing 
countries. 

Demographic Profile of Physicians in India 

Year Number of medica l colleges No of physicians graduating 

1947 < 20 < 2,000 
1986 > 106 > 13,000 

Ratio of physicians to population 

1951 1 : 6,000 
1985 1:3,000 
2000 (projected) 1 : 2,300 

+ 

Number of physicians unemployed 

1986 40,000 



Health manpower development 
clearly requires a national focal 
point as a bridging mechanism 
between the producers of health 
manpower , the users of health ser
vices and the nation's health and 
development planners. A good ex
ample of this is the Inter-institu
tional Commission for the Develop
ment of Human Resources in 
Health, established for this purpose 
in Mexico (see article by Dr Julio 
Frenk). For such a national 
mechanism to function calls for 
a reliable and continuous flow of 
information on the numbers , 
categories and deployment of 
health manpower, the functional 
analysis of services provided (in
cluding coverage of disadvantaged 
groups) and other relevant aspects 
of health systems research. 

What measures will be needed to 
correct existing imbalances will de
pend how far down the road a 
country has slipped. Once admis
sions to medical schools have been 
increased, everyone knows how dif
ficult it is to reduce them. If a 
medical school is established in one 
province, everyone knows how dif
ficult it is to resist opening another 
in another province. A cardinal 
principle is that the manpower pat
tern must be governed by what 
countries can afford, not by what 

Rural-urban imbalances form an en
demic problem that will continue well 
into the future. 

Left: The handsome Medical Centre at 
the University of Malaya. 

Above: Medical consulting room on the 
outskirts of a Latin American city. 

Right: Doctors checking for goitre cases 
"in the field" on the high Andean 
plateau. 
Photos WHO/Medical Illustration. University of Malaya. 
WHO/J. Bland and WHO/Publifoto. Milan/F. Scianna 
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they demand. The wholesale aboli
tion of tertiary care institutions will 
not provide an answer, since even 
poor countries will need a limited 
number of advanced hospitals to 
provide back-up support for the 
larger number, more widely dis
persed, of primary and secondary 
care institutions. Poor countries 
need low cost but scientifically 
sound technologies , but sometimes 
also the most up-to-date tech
nologies to resolve their intractable 
problems, in addition to a deter
mined application of time-hon
oured technologies. 

In some cases there may be a 
need to restrict the numbers of new 
medical graduates and to regulate 
entry into specialist training pro
grammes while enlarging oppor
tunities for training paramedical 
and support personnel. It may be 
necessary to move physicians from 
areas where there is over-supply 
and to redeploy them where there is 
a scarcity-in the city slums or the 
remote countryside. These are dif
ficult decisions, and should be made 
only after generating understanding 
and support from the parties con
cerned. Fundamental changes need 
to be made in the training of physi
cians so that they can play a leader
ship role in attaining the goal of 
Health for all. 

How many doctors? 

The imbalance of health man
power is a characteristic problem of 
our time. It is an economic waste. It 
impedes progress towards Health 
for all. Its roots lie outside the 
health system, in the socio-political 
and economic domain where it is 
abetted by such societal values as 
people's faith in the power of sci
ence, in the wondrous tools of 
health care, in specialisation and in 
institutional characteristics which 
are often a legacy of the colonial 
past. It is in this domain that the 
balance will have to be restored, not 
just in the cloistered privacy of 
academia. The continuing aloofness 
that exists between the educational 
and health care systems must be 
broken down, and the mismatch 
between the production of health 
manpower and the true needs of 
health care services must be re
solved. It takes many years to train 
a physician, many more years to 
train a specialist. This long time-lag 
means that the effects of health 
manpower development plans will 
take time to manifest themselves , 
so short-term measures as well as 
long term measures are needed . 
Meanwhile , strikes by unemployed 
doctors demanding jobs , rather 
than scrolls at university convoc
ations, are already a grim reminder 
of the reality. • 



Governments-beware ! 
by Alastair Anderson 

11he scene was a familiar one. 
Several hundred people 
poured through the streets 

chanting slogans and calling for jus
tice. The police stood by watching 
and, when things looked to be get
ting out of hand, they charged. 
Batons dispersed the demonstrators 
and the demonstration broke up in 
diasarray . However , the authorities 
had received the message , and pre
sently some concessions were an
nounced that went halfway towards 
meeting the protesters' claims. 

What was different about this 
demonstration was that it did not 
concern students or trade union 
members of political activists. The 
protesters were junior doctors , 
fresh out of medical school, but 
with no jobs to go to; their " demo " 
was a demand for the government 

to find them employment consis
tent with their long professional 
training. 

This particular incident happened 
last August in Dhaka, the capital of 
Bangladesh , but it could have taken 
place in any number of capital 
cities. Almost certainly , such inci
dents will become commonplace 
over the next few years. Why? 
Because the output of the world's 
medical schools is far outstripping 
the capacity of health services to 
provide the new physicians with 
employment. 

Other articles in this issue of 
World Health will report figures in 
support of this alarming statement. 
One striking example will suffice 
here : in 1982, Latin America and 
the Caribbean had 295,000 physi
cians, but at the same time no fewer 

than 300,000 medical students were 
going through the schools. This 
means that the medical workforce 
will double within the next few 
years while the employment capaci
ty of the health sector in this region 
will remain stagnant. What chances 
will most of these new-fledged doc
tors have of ever finding work com
mensurate with their skills? 

Not only doctors are affected by 
this superfluity. Dentists and nurses 
too , in some countries , are being 
produced in greater numbers than 
can be absorbed by public health 
services or the private sector. How 
has this situation come about? 

First of all, there has been little or 
no coordination over years and de
cades between ministries of health , 
which are directly concerned with 
deploying skilled health workers , 
and ministries of education , which 
are usually responsible for adminis
tering the medical schools. Health 
personnel may pay dearly in the 
future for this lack of" intersectoral 
cooperation." 

But governments cannot be 
blamed for the continuing world 
economic crisis which has forced 
cutbacks to be made in all sectors, 
but particularly in spending on 
health services. What had been re
garded as a steadily expanding sec
tor has itself become stagnant or 
even retrograde. No longer can 
young doctors take it for granted 
that a hospital post or a medical 
practice will be readily available for 
them in a locality of their choice. 
The phenomenon of qualified phy
sicians driving buses or acting as 
tourist guides instead of following 
their chosen calling has become 
more and more common. 

If " blame " must be apportioned, 
some of it must also fall on indi
viduals who struggle to enter medi
cal schools . Most of them , let us 

A Togolese nurse checks her syringe. 
Photo L. Sirman © 
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Confrontation: French students took to 
the streets last December to demand, 
among other things, unlimited access to 
university courses. 
Photo Keystone © 

hope, are genuinely impelled by a 
desire to help the suffering and heal 
the sick. But the financial rewards 
too are alluring enough to attract 
youngsters to study medicine de
spite the hard work , anti-social 
working ho,urs and additional years 
of study needed to qualify. Special
ists in particular can expect very 
high rewards. The prestige factor is 
very high, and personal ambitions 
are often boosted ~ by parental 
pressure when mothers and fathers· 
yearn to be able to claim : "My son, 
the doctor. . . . " 

All the more frustrating will it be, 
therefore, for the hundreds of 
thousands of highly qualified young 
men and women who will presently 
emerge from the medical schools 
only to find themselves among the 
ranks of the unemployed . 

There is another side to this coin. 
While many countries - almost cer
tainly over half of WHO's 166 Mem
bers States - already recognise that 
they have a surplus of doctors, 
many others (or even in some cases 
the same countries) accept that they 
have too few doctors serving the 
communities of the remote country
side. The same prestige that im-
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bues medical students with such 
high expectations of their profes
sional life inclines them to stay amid 
the bright lights of the cities and to 
shun the less rewarding practice of 
"the country doctor". Again, this is 
true of dentists , nurses and other 
health professionals. 

Solutions 
So what can be done to redress 

this gross imbalance - firstly, of too 
many highly-skilled professionals 
emerging on a depleted market
place and , secondly, of too few 
health workers being able and will
ing to serve in the rural areas where 
the needs are desperate? 

Last year's Acapulco conference 
on "Health manpower out of bal
ance" recommended urgent re
search into this fast-growing prob
lem and regular exchanges of infor
mation between countries. Dele
gates recognised that uncontrolled 
growth of both state-run and pri
vate medical schools had helped to 
bring about the imbalance, and they 
foresaw that six to ten years might 
be needed to reduce the output of 
medical graduates. 

But the delegates also discussed 
much more drastic solutions that 
might be forced very soon upon 
governments. Ideally, one might say 
that governments should spend 
more on health; with a bigger 
budget , more jobs can then be 

found to absorb the unemployed 
doctors. Equally, a larger share of 
the national budget should make it 
possible to create physicians' posts 
in the countryside or so to reward 
country doctors that they will actu
ally prefer working in rural areas to 
working in the cities. In the present 
economic climate, the chances of 
such changes are slim. 

An obvious remedy is to choke 
off admission to the medical 
schools , perhaps building in a very 
strict quota for each year's intake of 
students. If this is not done, the 
spectre arises of having to close 
down some medical schools in their 
entirety. 

There may have to be a greater 
sharing of medical practices by 
three or four doctors where one 
doctor has hitherto managed to 
cope. A compulsory retiring age for 
doctors would help to create jobs in 
hospitals, health services and pri
vate practice. 

And there is the question of 
salaries. At Acapulco, Professor B . 
Abel-Smith adduced the following 
figures: in any given country a rural 
medical aide (primary level educa
tion and six months' training) will 
be paid two currency units, a nurse, 
medical assistant or sanitarian 
(completed secondary education 
and three years' training) will be 
paid six currency units, and a doctor 
or dentist (five to eight years' train
ing) will be paid 20 currency units. 

9 
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Governments-beware I 

The medical fraternity will not like 
me saying so and will retort that 
journalists are overpaid!) but in my 
personal view that last ratio is too 
high. Yet to reduce physicians' 
earnings to a more reasonable level 
vis-a-vis nurses and rural health 
workers might tax all the cour
age and political will of any 
government . 

Even more fundamental is the 
need to bring about balanced num
bers of health workers at all levels. 
It has been estimated that at least 
80 per cent of the interventions 
carried out by a general practitioner 
can be done by health workers 
at a lower professional level. Com
munity health workers with a few 
months or even weeks of training 
have proved their worth in such 
skills as vaccinating, implanting 
intra-uterine devices, testing eye
sight and treating minor ailments or 
mJunes. 

It follows that the world's medi
cal schools might be better employ
ed turning out many more nurses 
than doctors, and many more com
munity health workers than either 
doctors or nurses. Such a re-balanc
ing of health manpower would go a 
long way towards ensuring health 
services for the millions of under
served people who live in remote 
villages or in the slums of our great 
cities. 

Above all, there is a pressing 
need for coordinated planning of 
health manpower by all sectors of 
government, in order to curb the 
massive oversupply of physicians 
and to correct the imbalances with
in countries. 

Governments should be warned: 
already associations of unemployed 
physicians have been founded in 
both developed and developing 
countries. In recent months, France 
witnessed the leverage of student
power as thousands of youngsters 
demonstrated in the streets de
manding, inter alia, unrestricted ac
cess to university places. Protest 
marches by hordes of unemployed 
people are regular events in many 
capitals. But the potential spectacle 
of highly vocal health professionals 
-the backbone of the "middle 
classes" -demonstrating by the 
thousands in city streets and de
manding political and economic sol
utions to their unemployment prob
lem should give all politicians food 
for thought. • 

W oRLD HEALTH, April 1987 



More prevention, less treatment 

"Wly job is to kill off the doc
tor!" Algeria's outspoken 
Minister of Health, Dr Djam

ai-Eddine Houhou was certainly 
exaggerating, but this is how he 
summed up his country's spec
tacular reversal of health pol
icy. "We have let ourselves be 
led astray by the old French sys
tem of health care, which we 
copied without seeing that it was 
inappropriate for Algeria," he 
explained . 

After the country's independ
ence in 1962, Algeria stepped up 
its constructions of hospitals and 
its purchases of medical equip
ment and drugs, and at the same 
time laid emphasis on university
level professional training for its 
physicians. Yet the country's 250 
hospitals, 350 polyclinics, 1 ,000 
dispensaries and 12,000 doctors 
trained in European or Algerian 
medical schools did not succeed 
in solving the public health prob
lems of a society which-despite 
its revenue from petroleum
still suffered from under-devel
opment; nor did the two 
billion francs spent annually on 
health services have any greater 
success. 

Infant mortality, though halved 
over the past 20 years, still stands 
at 80 per 1,000 live births, and one 
child in ten, a total of 86,000 per 
year, still dies before the age of 
five . One Algerian in two has no 
access to running water, and the 
water supply usually carries a high 
risk of diarrhoea! infection for 
babies. Vaccination coverage is 
low and , as recently as 1984, 
measles was still killing 10,000 
children each year. 

Forty per cent of pregnant 
women give birth at home with
out help from qualified personnel, 
and mothers have an average of 
6.4 chi ldren each, with conse-
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by Olivia Zemor 

quent grave risks for the health of 
both mother and child. 

Dr Houhou commented : "The 
French population is an ageing one 
and has special needs as a result 
whereas in our country 73 per 
cent of the population is aged 
under 30, so we must concentrate 
on maintaining good health rather 
than filling hospital beds." 

He went on : "I know that a 
policy of prevention meets with a 
lot of resistance . Local authorities 
much prefer to inaugurate hospi
tals or schools rather than digging 
drains, and the people themselves 
prefer to look after their own ill-

Few doctors want to practice preven
tive medicine-which none of them 
learnt at medical school. 
Photo CIRIC © 

nesses rather than taking steps to 
maintain their health. The doctors 
themselves refuse to get out 
of crowded hospitals and have 
no wish to practice preventive 
medicine which none of them 
learnt at medical school." 

So the Algerian government has 
given priority to tackling infant 
mortality, with particular emphasis 
on diarrhoea, infectious diseases 
and water pollution. lt has also 
stepped up childhood vaccinations 
against the six diseases, diph
theria , tetanus, whooping cough, 
polio, measles and tuberculosis. 

Henceforth, Algeria's public 
health policies will be geared to
wards preventive medicine, deli
vered through the primary health 
care approach, and the country 
will be thus better equipped to 
attain the goal of Health for all. • 



A call tor action 
While there is no panacea which will solve the health 
manpower problems of all countries, some very concrete 
recommendations can be made for actions to correct the 
imbalances. But there will be resistance to such steps! 

by John H. Bryant and Alfred Gellhorn 

[) 

ealth manpower out of bal
ance? The very thought is re
volutionary. Health man

power and womanpower have for 
the past half century been above 
criticism because they have been 
assumed to be motivated and de
voted only for the good of mankind. 
Has anything changed? Apparently 
a striking change in the image of 
health workers, and particularly 
physicians, has occurred. Patients, 
the public and public officials have 
all become sceptical about the 
health care system, and even on 
occasion doubt physicians' motives 
and their commitment to the health 
needs of all. 

In the past 50 years, there have 
been greater scientific discoveries 
regarding the causes and treatment 
of disease than in previous recorded 
history. But access to this know
ledge has been patchy, and the 
health care systems and the person
nel in those systems have failed to 
address the inequities and the needs 
of large segments of the population 
all over the world. And at the heart 
of the problem has been, and is, the 
cost of health care. 

"There are more doctors than we 
can afford and the doctors we have 
are badly distributed, or of poor 
quality, or both, so that large num
bers of our citizens are not medical
ly cared for." This was the consen
sus view of the participants from 40 
countries at last year's conference 
in Acapulco on health manpower. 

After World War II most parts of 
the world had economic growth, 
optimism, and social concern for 
improving the quality of life for 
everybody. Stimulated by the great 
advances in medical knowledge, 
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high priority and high hopes were 
pinned on the health area. Produc
tion of physicians increased, thanks 
to larger medical school classes, 
more medical schools, and gener
ous support of medical research, 
particularly in the industrialised 
nations. 

But the outcome failed to meet 
the high expectations. In some 
countries, medical education was of 
poor quality and post-graduate 
training opportunities did not keep 
pace with the increased output. 
Many young doctors were poorly 
prepared, while others sought op
portunities for further training and 
ultimately for permanent relocation 
in countries other than their own. 
Many Third World nations ex
ported doctors to affluent countries 
such as the United States and 
Canada, a form of foreign aid 
which developing countries could ill 
afford. Advances in biomedical 
knowledge resulted in a prolifera
tion of medical specialties at the 
expense of primary care physicians 
and ever-growing emphasis on high 
technology. This, in turn, led to a 
concentration of doctors in wealthy 
urban neighbourhoods while the 
countryside and city slums lagged 
desperately behind in making pre
ventive as well as curative measures 
available. Even when individual 
doctors were interested in serving 
deprived communities, the health 
care systems themselves were sel
dom in place, so that those willing 
to serve were frustrated. 

Then in the late 1960s and early 
1970s came the economic crisis 
caused by the profligate expendi
ture of energy resources and the 
unprecedented dependence on a 

small number of oil-producing 
countries. Mounting international 
debts of the developing countries 
and widespread unemployment in 
the industrialised nations com
pounded health problems and the 
quantitative, qualitative and dis
tributional health manpower im
balance which already existed, not 
only among physicians but also 
among nurses and other key auxili
ary personnel. 

Recommendations 
The conference in Acapulco did 

not long wallow in doom and 
gloom. Recognising that there are 
many well-entrenched vested inter
ests-social, economic and political 
-which resist change with glacial 
tenacity, the participants took a 
strongly activist stance and made a 
series of recommendations which 
stressed the urgency of taking steps 
to remedy the imbalance. 

While there is no panacea which 
will solve the problems of all coun
tries, the following proposals are 
calls to action on the part of inter
national organizations, national 
governments, medical educational 
institutions and health personnel 
individually and collectively. 

- Firstly, honour the interna
tionally agreed-upon Health for all 
concept through massive emphasis 
on primary health care. 

"Even when individual doctors wanted 
to serve deprived communities, the 
health care systems themselves were 
seldom in place." 
Photo WHO/M . Jacot 
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- Next, each country (or group 
of countries) should develop health 
manpower data banks to avoid the 
current over-production of physi
cians to the detriment of other more 
relevant health personnel. 

- Health care and health man
power planning must be realistically 
based on a country's health budget. 
Affluent countries must be edu
cated to understand that health is a 
universal good, while ill-health is 
a threat to the healthy as well as 
the ill. 

- Changes in curriculum content 
are needed for all health personnel 
schools in order to provide greater 
insight and knowledge of the 
pressing health problems of the 
region served . 
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- Production of certain cat
egories of health manpower should 
be reduced by limiting the intake 
into training schools or restricting 
the numbers who graduate , and 
surplus manpower should be re
trained so as to meet needs more 
appropriately. 

- Incentives and disincentives 
should be introduced to bring about 
a better redistribution of health· 
manpower. 

- Some countries may have to 
postpone opening new medical 
schools or even consider closing 
existing ones. 

- Finally, some countries might 
find it necessary to impose a 
compulsory retirement age for their 
physicians. • 

Canada: 'loo many 
,and too lew 
.ITJl.~~~o~=lna~~rp~~~ ' aot ,o;~:=~~ W ctans, some shortages extst 
,in certain specialties and geographic 
areas. A national study projected that 
by.the yf;)ar 2000 the physician sur-

;.'pt0s would increase to about 12 per 
'c~nt of th\3 physician supply . at that 
t i .. rre (i.e. '.aqout · 0,000 physicians), 
with· an 18 per cent surplus of family 
physicians, 20 per cent surplus 
of "medical" specialists, and 12 
and 11 per cent shortages of "surgi
cal" and "laboratory" specialties, 
respectively. 

There is no general shortage of 
nurses, although specific shortages 
have been reported in certain spe
cialty areas (intensive care. cardiac 
care, emergency, psychiatry and 
geriatrics) . The supply of dentists is 
more than adequate, and newly 
graduating dentists are having dif
ficulties becoming,,established. 

Efforts are under ... way to reduce 
addition$ to the physician supply 
and, through incentive and restrictive 

· measures, to better distribute phy$i
cians. Financial incentives have been 
used to attract physician$ to rural or 
northern com.rnunities. For example, 
British Columbia and Alberta offer 
incentives up to an additional 15 to 
20 per cent of physician earnings, 
depending on various factors. such as 
the number of physician$ in the area, 
distance to nearest hospital, dis
tance to major med.ical community 
and so on. 

To mitigate "}he effect of higher 
attrition, efforts are made to encour
age nurses to re-enter employment. 
"Refresher" courses have been de
veloped for 'registered nurses who 
have been out of clinical work for 
some time. 

In the past, many physicians and 
other health professionals, attracted 
by the labour market, have come to 
practice in Canada. In addition, the 
supply of home-grown professionals 
has greatly increased. Based on a 
national study, four proposals have 
been made to reduce the current 
and future surpluses: r.estrict the 
immigration of physicians, develop 
regional graduate training pro
grammes, reduce medical school en
rolments, and address the joint prob
lems of distributing and reducing the 
supply of health manpower. 

Extract from "Health human resources in 
Canada" by David Hsu and J. C. Love lace, 
published in Educaci6n Medica v Salud Vol. 
20, No. 3, PAHO/AMRO, Washington DC. 
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An efficient nursing work-force which makes the best pos
sible use of nursing skills is essential if countries are to offer 
equal access for all to quality health care at a reasonable cost 

he Western Pacific region of 
WHO has identified five con
straints to the balanced output 

of health personnel. They are : a 
lack of well-defined national health 
manpower policies and plans; in
sufficient coordination between 
health services and training institu
tions; an absence of coordinating 
mechanisms to link up training, 
production and use of health staff; 
a resistance to change on the part of 
training institutions; and the inabil
ity of health authorities to antici
pate and respond to the future 
health needs of society. 

There is every reason to think 
that these constraints apply all over 
the world. And since an efficient 
health work-force requires careful 
planning to ensure that it can 
provide appropriate , cost-effective 
health care, it follows that all too 
many countries provide health ser-
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by Gillian Biscoe 

vices that are neither efficient, ap
propriate nor cost-effective. 

While some countries have an 
over-supply of doctors and dentists, 
others suffer from a lack of trained 
nurses. The figures available add up 
to a worldwide nursing shortage of 
grave proportions. 

India , for example, estimated 
that the most desirable ratio of 
nurses to population would be one 
nurse per 5,000 people; yet it has 
an estimated shortfall of no less 
than 35,000 nurses. In Sri Lanka, 
the target is two nurses per nine 
hospital beds, but the mis-match 
between supply and demand results 
in there being 5,690 nurses fewer 
than are required. 

In Egypt, the optimum ratio be
tween higher institute nurses and 
secondary school nurses is one to 
five , but the current ratio is one to 
17. The ratio between doctors and 

nurses is also distorted-there is less 
than one nurse per doctor-and so is 
that between nurses and hospital 
beds-there is only one nurse for 
every two beds. A total of 55,444 
nurses were needed in 1985, but the 
shortfall of 9,305 recorded two 
years earlier could certainly not 
have been made up in that time. 

This kind of imbalance in the 
supply of nurses is experienced by 
other countries. While Pakistan has 
6,000 unemployed doctors, there is 
a general scarcity of nurses and 
nursing auxiliaries. The Republic of 
Korea has looked as far forward as 
the year 2004, only to find that, 
instead of the desired proportion of 
two patients per nurse, there will be 
18,000 too few nurses. 

While there is general acceptance 
all over the world of the definition 
of a nurse as laid down by the 
International Council of Nurses, 
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there are wide differences in the 
length and content of nurse training 
programmes, and in the level of 
functions required of them after 
graduation. These discrepancies 
add to the complexities associated 
with the planning of a nursing 
work-force. 

Whereas in Egypt there are three 
major categories of nurse, in the 
United Kingdom the concept of 
"Project 2000" is to produce one 
level of nurse functioning within 
five main areas of specialisation. 
Australia, on the other hand, has 
two categories of nurse, the first
and second-level practitioners. 
Meanwhile, many countries employ 
large numbers of untrained person
nel who ostensibly deliver "nursing 
care" and often include the word 
"nurse" in their title-assistants
in-nursing and so forth. These 
untrained staff may or may not be 
included when the health auth
orities analyse the supply/demand 
ratio of nurses required. 

The practice of midwifery also 
varies from one country to the next. 
Graduation as a nurse is an essen
tial prerequisite for entry to mid
wifery practice in Australia. In 
Canada, however, the concept of 
midwifery, as distinct from mater
nal and child health nursing, has 
only recently been introduced and 
has become a highly controversial 
topic among doctors and nurses. 

Traditional midwives receive par
tial recognition from several gov
ernments, and in some cases are still 
responsible for more than 70 per 
cent of deliveries, particularly in the 
countryside. Very few of them have 
training in midwifery, and this is 
often thought to be a contributory 
cause of high infant mortality rates, 
especially from neonatal tetanus. 

Whatever the variations in the 
education, functioning and classifi
cation of nurses, it is clear that the 
supply of trained nurses is not suffi
cient to meet current and future 
health needs. Given that nurses 
constitute the largest category of 
health workers in nearly every 
country, and given their contribu
tion to health, the implications for 
the health status of the worldwide 
community appear grave. 

Unfortunately, the best use is not 
yet being made of nurses to achieve 
national health goals. A WHO study 
group reported last year that there 
is a tendency to extend the scope of 
nursing practice. In "Regulatory 
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mechanisms for nursmg training 
and practice: meeting primary 
health care needs," the group wel
comed this extension of functions 
since it would provide the popu
lation with broader access to health 
care and also use the potential of 
nurses to the full. 

At first glance, it might seem 
there is a conflict in the notion of 
extending the role of the nurse at a 
time of "nursing shortage". But a 
closer look at the shortage shows 
that the imbalance between nurse 
supply and demand stems primarily 
from the "drop-out rate" : in other 
words, there may not necessarily be 
a lack of nurses per se but rather a 
lack of nurses who choose to con
tinue practising their profession. 

The Republic of Korea, for in
stance, estimates that in the 
year 2004 the country will have 
160,011 active nurses and 69,050 
inactive ones. In Egypt, there is a 
loss of skilled nurses from the gov
ernment-run free public hospitals 
and health units through emigration 
to other Middle East countries 
where salaries may be ten times 
higher, and to newly built private 
hospitals which also offer high 
salaries. By 1982, Pakistan had 

Nurse in training in the Philippines. In 
many countries, the supply of trained 
nurses is insufficient to meet current and 
future health needs. 
Photo WHO/Zafar 

trained 10,554 nurses but four 
years later only 5,500 of them were 
working in Pakistan ; a small prop
ortion had emigrated but most of 
them had married and stopped 
working. 

Even though it costs a great deal 
less to train a nurse than a doctor, it 
remains economic foolhardiness to 
overlook the need to make nursing 
attractive as a life-long career. Gov
ernments are trying to make this 
profession attractive to both women 
and men, but the effort is doomed 
to limited success if there is not 
room for advancement by individ
ual nurses within a health care sys
tem that makes sensible and flexible 
use of their skills. 

The problem of having too many 
nurses in one part of a country and 
too few in another calls for a policy 
aimed at encouraging them to work 
in the remote countryside, for in
stance by offering them housing and 
good support services. They should 
have opportunities to further their 
education, while re-training pro
grammes would attract people who 
have left the profession to return. 
And of course the financial rewards 
should be in line with those of other 
health care professionals. 

An efficient nursing work-force, 
which makes the best possible use 
of nursing skills, is essential if coun
tries are to offer equal access for 
all to quality health care at a 
reasonable cost. • 
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HEALTH MANPOWER OUT < 
by Dr Guillermo Sober6n Acevedo 

Secretary of Health of Mexico 

~The imbalance in the health work-force, 
u.:J which forms the theme of this issue of 
World Health, is perhaps the price we have to pay 
for social change and for our attempts to find 
ways of ensuring that every human being enjoys 
the right to health care . The onset of this problem 
has been insidious, and many countries-whether 
developed or developing - only became aware of 
it when it had already assumed major and 
threatening proportions. 

The medicine that was practiced on the 19th 
century liberal model as a personal undertaking 
has acquired such complexity in our own century 
that it has had to give place to group forms 
of practice, whether state-run or private. A pro
fession that is supposed to be self-regulating 
according to the law of supply and demand has, 
with the advent of new ways of organizing the 
delivery of services and with the promises of the 
Welfare State that has been the ruling model 
since the Second World War. careered out of 
control. As a result it has created disparities 
between the health manpower that countries 
need, the manpower that they can employ, and 
the manpower that is actually trained . 

l'he notion of self-determination, transposed to 
the professional sphere, has engendered the 
expectation that every member of society would 
be free to choose his or her life work. In practice, 
this is possible only for a few, with the conse
quent risk of frustration for the rest. Because of a 
reluctance to trample on these aspirations or 
because they have let matters take their own 
arbitrary course, many countries have finished up 
with imbalances, surpluses and shortfalls in the 
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While medical schools turn out more doctors than 
the health services can afford . .. 

supply of health manpower. And the cost has 
been heavy. 

Mexico itself is making substantial progress in 
consolidating a national health system serving the 
whole population on primary health care princi
ples. But we face the task of re-shaping our 
manpower to needs if the system is to become a 
reality . Already in the early 1970s voices were 
being raised, including my own, to point out that 
too many physicians were being trained. So my 
country can afford no further delay in establishing 
policies as regards numbers, professional func
tions, posts required, and the training or retraining 
of health personnel. 

Society must realise the nature of the problem 
and the political leadership in each country must 
analyse it in depth and have available a range of 
alternative means for achieving not merely work
able but effective solutions. 

As I have said, the imbalance in health man
power took several decades to evolve. In the 
language of futurology, it has "heavy inertia," 
since it tends to persist over a period of time and 
is highly resistant to change . So immediate action 
is called for but the results will only begin to be 
felt in the medium term. Governments must 
recognise that. even if there are no short-term 
political gains. this is a top-priority task which 
cannot be postponed. 

The main difficulty to be overcome at the 
political level will be the lack of coordination 
between different social sectors and between 
health and educational institutions. In Mexico we 
have taken a big step forward by setting up 
an Inter-institutional Health Manpower Training 
Committee, chaired by both the Secretaries of 
Health and of Education. This provides operational 
machinery for tackling short-term problems but 
also allows for coordinated action over the long 
term . 

At the international level. cooperation between 
countries, especially through the international 
agencies, is very important. 

An additional technical problem is training 
professional staff capable of taking a long
term view despite the pressure of immediate 
and urgent duties. What are needed now are long
term seen rios, planned for 20 years or more, that 
will be needed to frame or fine-tune national 
programmes governing the quality and quantity 
of health manpower. And we need to draw up 
guidelines for action by national bodies and by 
governmental and non-governmental international 
organizations . The outcome of our planning today 
will have an impact on present and future~ 
generations for several decades to come.~ 
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Counting the cost 
What ratio of different grades of health personnel will be the 
best way of spending the limited budget for staff that can be 
afforded for a given district? The answer should determine 
what grades of personnel to train and in what numbers 

by Brian Abei-Smith 

he world is currently head
ing for a doctor surplus 
of between 250 ,000 and 

500,000-possibly even more-by 
the year 2000. This would be a 
wasteful mockery in the year that is 
the target date for Health for all. 

Of course there will at the same 
time be countries who could make 
good use of these medical skills. But 
those countries are unlikely to be 
the ones that can afford salaries for 
their services. There are others 
which are failing to train enough 
nurses , para-medicals and auxili
aries to work with such doctors 
as they can finance. And while in 
some countries, for example , there 
are four nurses to one doctor , in 
others there are four doctors 
to one nurse. 

One reason for the present 
imbalance is that national auth
orities have planned to achieve 
some ideal ratio of doctors or den
tists per head of population with
out looking to see if they can afford 
to pay them. A second reason is 
that, in some countries, medical 
manpower has not been planned at 
all , but has grown in response to 
demand for it. Students and their 
parents see medicine as a prestigi
ous and lucrative occupation and 
press for more openings in medical 
schools . Ministers of education re
spond to these pressures irrespec
tive of the priorities of ministers of 
health. If some regions or states 
have medical schools and the large 
hospitals which generally accom
pany them , other states or regions 
demand similar facilities . Very 
often students have free choice of 
their subject of study , and simply 
crowd into existing medical schools 
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or into private schools created to 
cash in on the high demand. 

Already many countries, both de
veloped and developing , are faced 
with under-employed and unem
ployed doctors. In the 1960s and 
1970s, the prospective problem was 
hidden from view as doctors 
migrated in large numbers to or 
between developed countries, or 
to countries which had suddenly 
acquired massive wealth from oil. 
These opportunities have steadily 
grown much more restricted as both 
developed countries and oil-rich 
countries are becoming able to 
meet their needs for doctors and 
dentists from their own training 
institutions. Nurses have also mi
grated on a considerable scale, and 
the demand for them is likely to 
continue longer in countries where 
nursing is not widely accepted cul
turally as a career for women , pro-

Medical students in South-East Asia 
spend part of their studies in the coun
tryside. Will they be content to stay there 
and practice their skills? 
Photo WHO/C. Stau ffer 

vided those countries can afford to 
pay them . 

Medical unemployment does not 
only cause disappointed expecta
tions ; it wastes resources which 
could have been used to train the 
health manpower which the nation 
could afford to support. For the 
cost of training one doctor , three to 
six nurses or six to nine medical 
auxiliaries could have been trained . 
Moreover , under-employed doctors 
in the private sector may waste 
resources on excessive and unnec
essary services. A pool of unem
ployed doctors leads to pressure 
to create jobs for them which , if 
conceded, would distort health 
priorities. If they are found jobs, 
there may not be the money to pay 
for the drugs, equipment and sup
porting staff to enable them to use 
their skills appropriately . And the 
jobs they most want are in the cities 
which are already much better pro
vided with services than the coun
tryside. Flooding the market with 
doctors may force some to work in 
rural areas, but the effect is likely to 
be patchy and only achieved at 
quite exorbitant cost. Nor is an 
excess of doctors likely to lead to a 
sharp drop in fees charged to pa
tients or in the salary levels paid to 
doctors in government service. 

Unemployment and under-em
ployment are not the only manifes
tations of imbalanced health man
power. Some countries have too 
many specialists and too few gen
eral practitioners. Others have 
shortages in particular specialties 
such as anaesthetics, geriatrics and 
psychiatry. In some cases , medical 
curricula prepare doctors for work 
with all the supporting staff and 
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Unemployment and under-employment 
are not the only signs of imbalance. 
Some countries have too many special
ists and too few general practitioners. 
Photo W HOfT. Farkas 

equipment of a tertiary hospital, 
when the desperate need is for 
doctors who are equipped to give 
leadership to the Health for all 
effort in rural communities and in
deed who do so with very limited 
equipment and support. Sometimes 
the nursing curriculum is heavily 
orientated towards work in hospital 
while the greater need is for nursing 
outside them-particularly in rural 
communities. 

Health manpower, both in num
bers and in curricula, must be plan
ned according to what is appropri
ate for the country concerned. And 
what is appropriate in developing 
countries is to meet the health 
priority needs of all the population 
at the lowest cost. In other words, 
health manpower training must be 
planned according to what the 
economy can support after training, 
not according to any ideal ratios of 
different grades of manpower to 
population. The economic crisis has 
brought affordability to the fore
front of health planning in countries 
at all levels of development. Many 
developing nations have been faced 
with economic decline rather than 
growth, lower rather than higher 
health budgets , and severe limits on 
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foreign exchange as a result of for
midable burdens of servicing debts 
at high rates of interest . The 
economic crisis has aggravated 
health needs but at the same time 
reduced the capacity of countries to 
respond to them. On the other 
hand , many developed countries , 
faced with the heavy cost of sup
porting millions of unemployed 
workers , are consequently seeking 
ways to contain their health care 
costs and are limiting the aid they 
are prepared to give to countries 
struggling to develop. 

To plan health manpower ac
cording to what can be afforded 
means looking closely at what it 
costs to employ the manpower (and 
woman power) once they are 
trained. For example, for the cost of 
employing one doctor , it will typi
cally be possible to employ three to 
five nurses or five to eight medical 
auxiliaries. And eight medical aux
iliaries can regularly service eight 
different rural communities which 
one doctor certainly could not. 

The question to ask is what ratio 
of different grades of staff is the 
best way of spending the limited 
budget for staff which can be af
forded for an average district of 
(say) 100,000 population? It is the 
answer to this question which 
should determine what grades of 
staff to train and in what numbers , 
and their training programme 
should be designed to give them the 
skills, knowledge and motivation to 

perform the tasks allotted to them 
in the Health for all plan. 

Affordability is critical when 
making a plan for health man
power. But a balanced plan for 
health manpower , once designed , is 
no more than a paper exercise un
less there is the political will to 
make it effective . The choice of 
means is bound to be highly politi
cal and any chosen course of action 
will need the support of the govern
ment as a whole . 

The most sensitive question to
day is how to stop the over-produc
tion of highly trained health man
power. The method used in one 
country may not be acceptable in 
another. The obvious action of clos
ing whole medical or dental schools 
or changing their use may well be 
too politically explosive for most 
countries. Some countries hesitate 
to introduce quotas for entry , 
though others have had them for 
many years. The alternative of rais
ing the standard of the first year 
examination to discard the weaker 
students may be thought less con
troversial. Changing the orientation 
of medical education is easier said 
than done. A change in curriculum 
may have little impact if teachers 
are not committed to the purpose of 
the change. Nor is it easy to change 
the basis of recruitment for training 
in the auxiliary grades from those 
with the best educational creden
tials to persons motivated to serve 
for long periods in remote areas. 
But the fact remains: it is no use 
having a plan unless politicians are 
willing to take the difficult decisions 
to put it into effect. 

The main price for unbalanced 
health manpower is not paid by 
the doctors who end up selling 
ice cream, driving a taxi or-at 
best-thrusting expensive and ines
sential drugs on medical colleagues 
for use on their private patients. 
The main price is paid by com
munities who do not even have a 
medical auxiliary, let alone a nurse 
or doctor . They may be in urban 
shanty towns or more likely in re
mote country communities. In all 
societies it is the poor who need the 
most health care and are least likely 
to receive it; and in some countries , 
the rich could do with less. By 
denying even a minimum of care to 
all the poor , unbalanced health 
manpower is a major and costly 
obstruction on the road to Health 
for all by the year 2000. • 
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Mexico faces the challenge 

® ne of the worst signs of the 
failure of a health system is 
the coexistence of people 

without medical services and physi
cians without jobs. Indeed , one can 
assess the overall performance of a 
health system by the degree to 
which the deployment of its re
sources matches the needs , the geo
graphical distribution , and the 
economic capabilities of the popu
lation. In this delicate equation 
between resources and population, 
there are many risks of mis
matches; the most extreme is the 
simultaneous presence of under
used resources and unmet needs. 

This is precisely the situation that 
prevails today in many countries. 
One aspect of this is an increase in 
the supply of physicians beyond the 
capacity of health systems to fully 
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absorb them. While by no means its 
sole expression , such a discrepancy 
has come to epitomise health man
power imbalances. 

This is not to say that an excess of 
doctors or medical students is a 
recent phenomenon. The "Collo
quy of Cipion and Berganza," writ
ten in 1613 by Miguel de Cer
vantes , the creator of Don Quixote , 
refers to the very large number of 
medical students in Spain. This 
leads one of the characters to con
clude that either there must be 
many sick people (which would 
represent a disgraceful situation of 
plague and bad luck), or else those 
students will face starvation when 
they graduate . Since those times , 
the benefits of medical care have 
greatly increased, and so have pub
lic expectations that such benefits 

should be universally accessible. 
Hence, the contemporary and 
worldwide imbalances in medical 
manpower acquire a significance 
that they did not have in the past. 

Mexico has been no exception to 
the recent problems of physician 
supply. Beginning in 1967, the 
number of medical students experi
enced an explosive expansion, 
which was due to a dual process: 
the growth of enrolments in existing 
schools and the increase in the 
number of medical schools. The 
latter can be visualised by noting 
that the first medical course in 
Mexico was started in 1578 and the 
first medical school in 1790. Dur
ing the next 180 years , until 1970, 
26 more medical schools were 
founded in the country. But it took 
only 10 years to double that 
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The 1985 earthquakes destroyed 4,000 
of Mexico City's hospital beds-the 
worst medical catastrophe in the coun
try's history . 

Below: Mexico 's national university is 
famous for its murals. 
Photos MSF/Belgium and WHO/Mexican Ministry of 
Health 

number, so that by 1980 there were 
54 medical schools, to which four 
more have since been added. Con
sequently, the total student popula
tion more than doubled from 
20,127 in 1967 to 41 ,675 in 1971-
72, and again to 93,365 in 1980. 
Since that year the number has 
finally begun to decline, so that by 
1983 it stood at 79,122. 

These figures have little meaning 
unless they are contrasted with the 
capacity of the health system to 
absorb the graduating physicians in 
a manner that is consistent with the 
needs of the population. In the 
early and mid-1970s there was a 
slowdown in the marked growth 
that health care had experienced 
during the previous decades, mostly 
through public programmes. The 
slowdown occurred just as the 
number of medical graduates was 
increasing rapidly . 

This was more than just an unfor
tunate coincidence. Both processes 
seem to be related to the economic 
slump that affected the country in 
the 1970s. On the one hand, the 
rate of growth of federal spending 
for social programmes, including 
medical care , was reduced; on the 
other , the Mexican government fol
lowed a policy of expanding the 
middle and higher educational sys
tems. While this was never explicit
ly acknowledged by government of
ficials , it is not unreasonable to 
assume that such a policy was car
ried out in order to absorb some of 
the young people who could not 
find a job. An additional factor 
might have been political demands 
by the middle classes for easier 
access to what they perceive as one 
of the most legitimate channels of 
upward mobility. 

But now unemployment and 
under-employment began to appear 
among university graduates. A re
cent study carried out by the Minis
try of Health reveals that, whereas 
there have been 120,000 medical 
graduates from 1970 to 1985 , the 
number of new posts in health care 
organizations of both the public and 
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the private sectors has been only 
70,000. In 1971 there were 1.2 
posts for every graduate; in 1984 
more than four graduates had to 
compete for each vacancy. 

This aggregate information is 
complemented by a recent survey of 
physicians living in the 16 largest 
metropolitan areas of Mexico, 
which was carried out at the Centre 
for Public Health Research in col
laboration with the National Insti
tute of Geography , Statistics and 
Informatics. By looking at a rep
resentative sample of households 
where a person holding an M.D. 
degree lived, it covered all the pos
sible forms of employment current
ly being experienced by medical 
graduates in large cities. 

A first conclusion is that under
employment is more frequent than 
unemployment. Indeed , the rate of 
active unemployment is 4. 7 per 
cent , which means that the sole 
activity of these many physicians is 
to look for a job. In addition, there 
is a 2.8 per cent rate of inactive 
unemployment, that is to say, physi
cians without a job who are not 
looking for one either because they 
are waiting for a reply on a job 
application or because they have 
grown tired of searching for work. 
On the other hand , the rate of 
under-employment is 9.4 per cent. 

This refers specifically to a situation 
where the doctor carries out a job 
that requires less skill than what he 
or she was trained for, whether in a 
health care organization (for exam
ple , a physician working in a para
medical occupation) or completely 
outside medical services. All in all, 
13,500 of the nearly 92,000 doctors 
living in the 16 cities of our survey 
experience some form of unem
ployment or under-employment , a 
figure that must approach the 
national total , since these two 
phenomena are surely concentrated 
in the largest cities. 

Indeed , the thousands of physi
cians in the cities who are unable to 
fully develop their potential are 
paradoxically matched by the mil
lions of Mexicans in the countryside 
who lack ready access to health 
services. And even though most 
advanced medical students are 
aware of the difficulties in the 
labour market for physicians , the 
overwhelming majority would still 
prefer to work as specialists in ur
ban hospitals. These contradictions 
made it necessary to start a pro
found reform of the health care 
system. 

In December 1982, as a new 
administration came into office , it 
was decided that the time was ripe 
to begin what the Minister of 
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Health , Dr Guillermo Soberon 
Acevedo, has called the "structural 
change in health." The aim was to 
create a more equitable, effective , 
and efficient health care system. 
Interestingly, this reform was 
stimulated in part by the severe 
economic crisis that had begun in 
early 1982. In the past, as we saw 
earlier , the standard policy pre
scription to an economic slump had 
been to cut social programmes , in
cluding health care. By contrast, the 
present administration granted the 
highest priority to health care , since 
energetic actions were required to 
compensate for the worst effects of 
the crisis and also to develop the 
human infrastructure that would al
low the country to resume progress. 

As a first step in implementing 
the new perspective on health care , 
the Mexican Constitution was 
amended so that it recognised a 
social right to the protection of 
health. In addition, a new General 
Health Law was passed and a 
National Health Programme was 
approved. 

This legal framework required 
innovative organizational strat-
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egies. One of the most important 
has been decentralisation. The 
power and resources to run health 
services are gradually being trans
ferred from the central government 
to each of the 31 states and the 
Federal District (Mexico City). 
From being one organization 
among many operating health 
facilities , the Ministry of Health has 
been redefined as the integrative 
nucleus for the National Health 
System. It has therefore assumed 
new functions that strengthen its 
unique role: strategic planning, 
which provides overall guidance to 
the system ; enforcement of norms 
and standards of care, in order to 
prevent differences in the quality of 
care between one state and 
another; financial management, so 
that economic resources can be 
channeled through the system to 
meet the broader objectives of 
equity, social justice , and quality; 
research and development, which 
make it possible to know the needs 
vf the population , test different re
sponses to those needs , and assess 
their relative effectiveness. 

This last function includes the 

Mexico faces the challenge 

A general physician work in his 
consulting room) and patients waiting 
for dental treatment at a health centre in 
the capital. A recent survey showed that 
13,500 of the 92,000 doctors living in 
16 Mexican cities experience some form 
of unemployment or under-employ
ment. Matching these-paradoxically
are the millions of Mexicans in the 
countryside who lack ready access to 
health services. 

' Photos WHO/L. Solmssen and WHO/Mexican Ministry 
of Health 

development of human resources. 
In Mexico the training of physicians 
and other types of health personnel 
is carried out by universities , which 
are granted autonomy to define 
their academic programmes. There
fore, it has been necessary to build 
cooperative bridges between the 
health sector , as the main employer 
of such personnel , and the univer
sities and other educational institu
tions, as the main producers. 

One of the most effective bridges 
has been the Inter-institutional 
Commission for the Development 
of Human Resources in Health , 
which is jointly chaired by the 
Ministers of Education and Health , 
with the participation of represen
tatives from the universities . This 
Commission has made it possible to 
programme the quantity and quality 
of manpower that is required by the 
country. Its work illustrates another 
basic strategy of structural change 
in health: intersectoral coopera
tion. The wide variety of factors 
that impinge on health phenomena 
makes this an indispensable ele
ment if there is to be a real impact 
upon the health of the population. 
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The social right to the protection 
of health that has been recognised 
by the Mexican Government carries 
with it a responsibility to ensure 
universal access to basic services. 
When the reform was started, there 
were 14 million people , about one
fifth of the population, who lacked 
such access. Since then this figure 
has been reduced to a little over ten 
million , even though the national 
population has increased by seven 
million. 

Without having fully conquered 
infections and malnutrition , we are 
now faced with chronic ailments , 
mental problems , and accidents as 
leading causes of disability . At the 
same time the heavy migration to 
the cities is accompanied by a 
growth in the number and popula
tion of small rural communities. 
Thus , while Mexico City has be
come the largest metropolitan area 
in the world , there are 110,000 
settlements in the country with 
fewer than 500 inhabitants each. 
The extension of health coverage 
must therefore operate on two fron
tiers: the outer city slums and the 
dispersed rural areas. 
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In addition to these challenges , 
the Mexican health care reform has 
also faced a natural disaster , namely 
the severe earthquakes that struck 
Mexico City on 19 and 20 Sep
tember, 1985 . These produced the 
worst medical catastrophe in the 
history of the country , as more than 
4,000 hospital beds were lost. This 
disaster shed light on some of the 
fundamental imbalances in the 
health system, such as the concen
tration of technologically advanced 
resources in a small area , while a 
large part of the country was dep
rived even of the most basic ser
vices. Because of their dramatic 
impact , the 1985 earthquakes have 
given even greater urgency to ef
forts aimed at decentralising the 
health system on a firm foundation 
of primary health care. 

In terms of manpower, the priori
ty that has been given to primary 
health care adds a qualitative di
mension to the need for quantita
tive adequacy. The training of phy
sicians and other health personnel 
will have to move away from a 
paradigm of medical care that en
courages episodic and fragmented 

care through the practice of a spe
cialty in a hospital. Instead, it will 
be necessary to develop a paradigm 
of medical work that is based on 
active responsibility for defined 
population groups by providing 
comprehensive , continuous , and 
community-based services. And 
this will have to be complemented 
by economic incentives to locate 
manpower in the underserved areas 
of the country. The final goal of the 
health care reform is to supply high 
quality services to all the population 
through primary health care. 

As Mexico has been confronted , 
in the past few years , with economic 
and natural crises , it has become 
aware of the dangers that they en
tail for the health of the population . 
But the response of the health care 
system has not been a simple reac
tion to that danger. Instead, it has 
seized the opportunity that the 
crises offer to introduce a deep 
structural change in health. 
Through this change, a new con
ception of the relationship between 
health and development has 
emerged , one that is suited to the 
challenges of our times. • 
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A Third World perspective 
Many countries in Africa have yet to define just 
what categories of health personnel they need. 
Remarkably few nations have taken the bold step 
of training the right people in the right numbers 

by Oladipo 0. Akinkugbe 

~ 
f we are to relate health man
power to the attainment of 
Health for all by the year 2000 

through Primary Health Care, we 
must first define the nature and 
structure of health services and the 
type of resources needed to sustain 
the best possible health care , having 
regard to the peculiar circumstances 
of the developing world. 

Health manpower development 
is often taken to imply the training 
of doctors, nurses, dentists , phar
macists and so on , and hitherto little 
attention has been paid to a de
tailed characterisation of the skills 
to be provided in meeting adequate 
health care. The need to orient this 
traditional thinking towards a 
broader perspective has been made 
more urgent by the HFA credo, for 
it would be meaningless to under
take to provide adequate health 
care without clearly understanding 
just what personnel will be needed 
at all levels. 

Consider the situation in the 
countries of Africa south of the 
Sahara. The crisis of imbalance 
(in all its connotations) has been 
compounded by such factors as : 

- The dominant and often distract
ing influence of traditional healers 
as the first point of call of the 
populace; 
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- Lack of awareness by the com
munity of its basic health needs; 
- The paucity of health manpower 
training facilities-most countries 
have only one medical school, and 
some have no universities at all , nor 
even tertiary institutions for profes
sional training ; 
- The political instability of certain 
countries , brought on by a precari
ous and over-burdened economy, 
which hinders rational health care 
policies. 

Many countries in Africa have 
yet to define the particular 
categories of manpower needed to 
address their major health prob
lems. Some are long on the rhetoric 
of planning and short on implemen
tation and evaluation. The health 
assistant, the nurse auxiliary, the 
dispensary attendant , the commu
nity worker-all these have been 
proposed or even acclaimed at one 
time or another , but remarkably 
few nations have taken the bold 
step of training nearly enough num
bers to make any real impact on the 
effectiveness of the health services. 
Many countries have held or spon
sored er..dless seminars on the rede
finition of skills which would enable 
the disproportionately large num
bers of trained personnel in one 
category to take on new roles with
out necessarily changing their de-

signations. But the status-conscious 
professional associations have al
most invariably frustrated these 
initiatives. 

Corrective measures 
The shortage of various cat

egories of health manpower is in 
itself a major cause of imbalance, 
but of more concern to developing 
nations in Africa is the qualitative 
imbalance. In effect , there is a crisis 
of competency in skills . In order to 
correct this , it is necessary , firstly, 
to determine the types of skill to be 
tested and , secondly, to see to what 
extent training institutions have 
succeeded in helping the student 
achieve these skills. National bodies 
regulating standards of training, the 
adequacy of the curriculum and its 
relevance to the professional tasks 
ahead , the character of continuing 
education and means of ensuring 
that competence is maintained
all these factors must be stu
died if standards are not to be 
compromised. 

The present mix of categories of 
health manpower may be so lop
sided as to vitiate effective care. An 
obvious example is the imbalance 
between physicians and nurses . 
Such situations call for numerical 
adjustment by reducing some and 
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Anatomy class in East Africa. Most 
African countries have only one medical 
school and suffer from a shortage of 
health personnel training institutions. 
Photo W HO/UNESCO/A. Raccah 

increasing others, a redefinition of 
tasks and retraining of certain 
categories to fit them into new 
roles , and redistribution in the 
geographic sense , so that health 
care coverage may be made more 
equitable and balanced. 

Some countries in Africa have 
achieved this by introducing com
pulsory national service in remote 
underserved areas, or by offering 
financial and other incentives to 
attract personnel to rural areas. 
They have also tried to enhance the 
status and compensation of certain 
cadres of health manpower , encour
aged enrolment into the less drama
tic specialties such as public health , 
and • made a conscious attempt to 
dignify general medical practice. 

Imbalance in mix may occur as 
a result of limited postgraduate 
trainee facilities or internship ( resi
dency) places . This then leads to a 
surfeit of young graduates waiting 
to be registered and absorbed into 
the profession (as general prac
titioners or into the postgraduate 
programme). The solution here is 
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to create more residency positions 
to make this possible. 

Developing nations must have an 
up-to-date inventory of the supply, 
distribution and utilisation of the 
different categories of health work
er. Only in this way can indicators 
of imbalance be readily identified. 

In Nigeria, for instance, of the 
14,757 registered medical prac
titioners in 1985 , less than a third 
served in rural areas (where over 70 
per cent of the population live). 
Indeed, nearly half of these func
tioned in only six main cities: 
Lagos , Ibadan , Kano , Zaria , Enugu 
and Benin. The profile of post
graduate professional specialty 
training also shows a bias towards 
clinical care as opposed to com
munity health; among the 189 
specialists qualifying between 1976 
and 1985, 48 chose internal 
medicine , 40 obstetrics and gynae
cology, 31 surgery, 25 paediatrics , 
and 13 pathology. Only nine chose 
public health and the remaining 23 
were scattered between anaes
thesia, dental surgery, general 
medical practice, ophthalmology, 
psychiatry and radiology. 

It is by reorienting learning ob
jectives and streamlining health 
manpower training curricula that 
most developing countries can best 
relate competent skills to the de-

mands of community-based prim
ary health care. Examples of mean
ingful under-graduate involvement 
in rural programmes now abound in 
Africa , and the emphasis on health 
care training is steadily shifting to 
the community , despite pockets of 
resistance from conservative and 
hospital-oriented medical faculties. 

All these interventions are ur
gently needed if developing nations 
are to address health manpower 
development seriously. An inter
ministerial council is desirable since 
problems in health extend well into 
other sectors. In particular , many 
categories of health personnel re
ceive their training in institutions 
controlled by ministries of educa
tion. But agriculture, the environ
ment , national planning and infor
mation all have important inputs 
into the overall health scenario , and 
leadership at the highest level needs 
to be involved in decisions on 
health manpower resources. 

African nations have no need to 
wait for outside know-how support 
to put their act together and ensure 
balanced executive capacity in 
health matters. The bitter lessons of 
imbalance so evident in many parts 
of the developed world must not be 
lost on the less affluent nations. A 
start must be made today in moving 
from shadow to substance . • 
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An· overdose ol physicians 
The most important counter-measure that can be taken is 
to re-direct manpower systems towards the attainment of 
Health for all by the year 2000 through primary health care 

11 he world's over-supply of 
medical personnel in relation 
to the effective demand has 

not come about suddenly. On the 
contrary, it has behind it several 
decades of historical evolution in 
specific political social and 
economic contexts. The economic 
prosperity of the immediate post
war period stimulated a great de
mand for higher education, espe
cially medical education, reflecting 
the preference that people have 
traditionally accorded to medicine 
as a career for their children. High
er education is generally considered 
as a mechanism for both social 
mobility and economic stability; a 
medical degree , in particular , is of
ten seen as a kind of international 
passport for emigration, immune to 
confiscation in the face of political 
or other contingencies. 

The increase in the supply of 
physicians coincided at first with a 
marked rise in the demand for their 
services in response to population 
increase, accelerated urbanisation 
and industrialisation, and the ex
pansion of the health systems in 
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some countries. It was also accentu
ated to some degree by the estab
lishment and rapid growth of social 
security schemes. 

Thus there occurred a huge in
crease in the number of new medi-

Health promoters in Colombia can suc
cessfully cope with a large proportion of 
" medical" problems. 
Photo WHO/D. Henrioud 

cal schools , often accompanied by 
an expansion of the capacity of 
existing schools. The number of 
schools of medicine in the world 
grew from 646 in 1955 to 1151 in 
1975, and to 1353 in 1983, repre
senting an average annual increase 
of 2.7 per cent for the period 1955-
1983. The growth rate was four 
times as high in the developing as in 
the developed countries. 

The number of physicians in the 
world rose from 1,236,000 in 1955 
to 3,062,000 in 1975, and to 
4,494,000 in 1983. The mean an
nual growth between 1955 and 
1983 was nearly twice as rapid in 
the developing as in the developed 
countries. The number of new phy
sicians graduating each year was 
66,700 in 1955 , 190,000 in 1975 
and 269 ,000 in 1983; the increase 
between 1955 and 1983 was 60 per 
cent higher in the developing than 
in the developed countries. 

In the 1970s, the worldwide 
economic crisis and monetary in
flation forced strict austerity meas
ure on countries , some of which 
were also burdened with paying 
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The local health assistant looks on as the 
doctor pays his weekly visit to a rural 
health post. 
Photo WHO/Y. Poul iquen 

high interest rates on daunting for
eign debts . Consequently , many 
health budgets decreased in con
stant-value terms , and this consid
erably curtailed their employment 
capacity. 

In some Latin American coun
tries, the onset of guerrilla warfare 
and other forms of violence led to 
more spending on national defence 
at the expense of the budgets of the 
social sectors. At the same time , the 
law and order situation in large 
parts of the territories of those 
countries did not afford safe condi
tions for the regular practice of the 
health professions, and this reduced 
still further the employment capac
ity of the health sector. 

The "overdose" of physicians 
was not apparent for a time , even 
where there were high unemploy
ment rates among unskilled work
ers and professional unemployment 
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in other sectors. Although medical 
training is specific and qualifies the 
trainee to work only in the health 
sector, the physician-and the den
tist-can induce demand for his own 
services up to a certain limit; once 
that limit is passed , saturation of the 
market sets in , first in the form of 
under-employment and then as 
various forms of unemployment. 

Today we can estimate that the 
supply of physicians in Latin 
America and the Caribbean will 
virtually double in the coming 
years, while the employment capac
ity of the health sector , as at present 
constituted, offers no possibility of 
a comparable increase in the fore
seeable future. In Mexico , for in
stance, in 1984, there were 10,000 
new graduates from the medical 
schools, or 4.4 times as many as the 
new posts created that year in the 
health services. 

To the figures quoted elsewhere 
in this issue of World Health let me 
add those of Japan , which foresees 
a surplus of physicians by the year 
2000, rising to between 10 and 
40 per cent by the year 2025 and 

continuing to mcrease thereafter; 
and Morocco which, with only 
3,500 physicians to serve a popula
tion of 24 million, has 500 of them 
unemployed. 

The number of unemployed phy
sicians would be even greater were 
it not for the increased number of 
women entering the career of 
medicine , since some of them do 
not practise or do so only part-time , 
and in general their working-life 
expectancy is shorter than that of 
male physicians. 

The case of Colombia 
Colombia has a creditable record 

in health manpower development. 
It was the site of the Health Man
power and Medical Education 
Study, a pilot programme for Latin 
America, in 1964-1967. Since that 
time the country has formulated 
policies, strategies and plans for 
training health staff. It has an Inter
ministerial National Council to 
oversee the integrated development 
of health services and personnel , 
and a voluminous body of legis-

27 



Health promoters giving advice on maternal and child health in a remote 
village (above) and in an outer city slum (below). Meanwhile the supply of 
physicians outstrips the need. 
Photos WHO/Y. Pouliquen and WHO/P. Harrison 
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lation methodically compiled into a 
code of more than 400 pages. The 
achievements of the Colombians in 
terms of execution of policies and 
plans are, however, less impressive 
and, despite the above, the country 
has not escaped serious imbalances. 

In 1959 Colombia had seven 
faculties of medicine; in 1969, 
nine; in 1979, 20; and by 1986, 21, 
ten of which are in the private 
sector. So the number of schools 
has tripled in the past 25 years, 
outstripping both the increase in 
the population and the effective 
economic demand for medical 
services. 

The health sciences exert great 
attraction upon candidates for high
er education, one in five of whom 
opted for them during the period . 
1975-1984. Three professions alone 
-medicine, dentistry and nursing 
-accounted for 80 per cent of 
these applications and over half the 
candidates wished to become physi
cians. The number of new physi
cians rose from 636 in 1975 to 
1,023 in 1980 and 2,018 in 1986. 

The share of health in the na
tional budget fell from nine per cent 
to five per cent over the decade 
1975-1984 and at the same time 
external cooperation in the financ
ing of health care was consider
ably reduced. Consequently, over 
the same period per capita expen
diture on health at constant prices 
showed only a small rise, though 
at current prices its increase was 
spectacular. 

In 1986 the supply of active phy
sicians stood at 23,000 and there 
were 18,158 posts for medical pro
fessionals, 12,050 of them full-time. 
There is a large private sector which 
is now showing clear signs of satu
ration; there is also an impressive 
concentration of posts among an 
undetermined proportion of physi
cians, in both the public and the 
private sub-sectors. 

If domestic production of physi
cians remains constant during the 
period 1986-2000, there will be 
53,000 physicians in the year 2000. 
The possibility of employing new 
graduates in the public sub-sector 
will perhaps not exceed 50 per cent 
of this total, leaving the rest depen
dent on being absorbed into the 
already saturated private sub
sector. 

A sample study of 319 physi
Cians, representative of those who 
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Anatomy class in Colombia. The stu
dents are not physicians but primary 
health care workers elected by their own 
communities to undertake a three
month course. 
Photo W HO/UNI CEF/D. Mangurian 

had graduated between 1980 and 
1984 from the three medical facul
ties of the city of Medellin, showed 
5.1 per cent to be under-employed. 
Most of the physicians in the sample 
were working privately part-time 
and with little non-medical activity. 
But their employment situation is 
worsening; whereas among those 
who graduated in 1980 some 89 per 
cent were recorded as employed , 11 
per cent under-employed and none 
as unemployed , the corresponding 
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figures for the 1984 graduates were 
42 per cent employed, an equal 
proportion under-employed, and 
15 .8 per cent unemployed. 

The worldwide phenomenon of 
over-production of medical and 
dental personnel in relation to the 
capacity of health systems to absorb 
their services is foreseeable, pre
ventable and controllable. The most 
important measure to be taken is to 
re-direct manpower systems to
wards the attainment of the social 
goal of Health for all by the year 
2000 through primary health care. 
To that end, these systems must 
integrate into their functioning all 
available policies , programmes , in
stitutions and resources to ensure 
the rational planning, production 
and utilisation of health personnel. 

It is the business of each country to 
keep the supply of health personnel 
commensurate with the effective 
demand for their services. 

Some situations call for immedi
ate , radical measures which must be 
applied resolutely however unac
ceptable they may seem to certain 
groups. For example , it might 
sometimes be necessary to restrict 
the supply of physicians , dentists or 
nurses by limiting medical school 
admissions or , in extreme cases, 
merging or even closing down cer
tain schools for good. In extreme 
cases , some countries have pro
posed the " export" of surplus per
sonnel to countries with a shortage , 
though this would tax the machin
ery of international cooperation to 
its utmost limits. • 
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Immunization: 
the drive 

must continue 

Infection w ith human im
munodeficiency vi ru s (HIV) can 
occur when injections are given 
using unsterile needles or sy
ringes. Under WHO's Expanded 
Programme on Immunization 
(EPI) and the stimulus of 
achieving, with UNICEF, the goal 
of Universal Childhood Immuni
zation by 1990, national pro
grammes are now increasing 
the number of injections given 
to ch ildren for the purpose of 
immunization. What are the 
risks of HIV infection from in
jections given for immunization 
in countries where the EPI 
target diseases are serious 
health problems? 

In a joint statement WHO and 
UNICEF say that the risk of an 
injection transmitting HIV infec
tion is zero if a sterile needle 
and a steri le syringe are used. 
The vast majority of persons 
who provide immunization are 
trained health workers who 
know how to sterilise needles 
and syringes. Correct steri li s
ation practices are now receiv
ing specia l emphasis in every 
country with an EPI. Injections 
for immunization are among 
the safest injections a chi ld 
rece1ves. 

The potential for spreading 
HIV infection through childhood 
immunization sessions is low 
even where steril isation prac
tices are below standard. First, 
the efficiency of HIV transmis
sion through injection is qu ite 

low. Second, immunization en
tails on ly a small number of 
injections. Third, immunization 
involves small needles which 
do not become grossly con
taminated with blood. 

Immunization programmes in 
developing countries are now 
preventing almost a million 
deaths a year from measles, 
neonatal tetanus and whooping 
cough. Tragica lly, these dis
eases sti ll cause some 3.5 mil
lion deaths each yea r in unim
munized chi ldren. 

Halting immunization efforts 
because of the fear of AIDS 
wou ld increase deaths among 
chi ldren, whi le doing little to 
stop HIV transmission. The ma
jor risk for HIV infection of chi l
dren is infection of the mother, 
with spread to the child before, 
during or shortly after birth. A 
second risk is receiving blood 
transfusions which are not 
screened for HIV contami
nation. HIV may also be trans
mitted to children by injec
tion. Children thought to have 
been infected by this route, 
however, have received injec
tions for treatment of illnesses, 
and usually a large number. In 
the environment in wh ich th is 
was documented, many such 
injections are given outside the 
health system, w ith little or no 
attention to sterilisation . 

Immunization programmes 
should continue to be vigorous
ly pursued in all countries. All 
programmes should ensure 
that each injection is given with 
a single sterile needle and a 
sing le sterile syringe. 

WHO and UNICEF recommend 
re-usable syringes and needles 
for use in developing countries. 

Halting immunization through fear of AIDS would increase 
deaths among children. 
Photo WHO/P. Harrison 
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They should be steam-steril
ised between uses. Disposable 
needles and syringes should 
only be used if it can be en
sureQ that they wi ll actua lly be 
destroyed after a sing le use. 
Jet injectors may also provide 
an alternative. However, until 
further studies clarify the risks 
of disease transmission, their 
use should be restricted to spe
cia l circumstances where the 
use of needles and syringes is 
not feasible because of the 
large numbers of persons to 
be immunized w ith in a short 
period of time. 

In October 1986, the EPI 
Global Advisory Group consi
dered the problem of immuniz
ing chi ldren who have AIDS. 
They concluded: " In countries 
where human immunodeficien
cy virus (HIV) infection is consi
dered a problem, individuals 
shou ld be immunized with the 
EPI antigen according to stan
dard schedules. This also ap
plies to individuals w ith asymp
tomatic HIV in fect ion. Unim
munized individua ls w ith clini
cal (symptomatic) AIDS in 
countries where the EPI target 
diseases remain serious risks 
shou ld not receive BCG, but 
should receive the other vac
cines. 

"In general, live vaccines are 
not given to immuno-com
promised individuals but, in de
veloping countries, the risk of 
measles and poliomyelitis in 
unimmunized infants is high 
and the risk from these vac
cines, even in the presence of 
symptomatic HIV infection, ap
pears to be low. " • 

Drugs and 
alcohol in 

the workplace 

During the past year, WHO 

has been actively collaborating 
with the International Labour 
Office (ILO) on the problems of 
drugs and alcohol in the work
place. A joint WHO/ILO multi
media kit has now been pro
duced with financial support 
from the UN Fund for Drug Ab
use Control. The kit wi ll be 
launched at the International 
Conference on Drug Abuse and 
Illicit Trafficking , which is to be 
held in Vienna this June. 

The WHO/ILO kit contains prac
tical guidelines for all those 
who want to reduce drug and 
alcoho l problems in the work
place. lt sets out a step-by-step 
approach to identifying prob
lems, setting up the mechan
isms to deal with them, and 
monitoring the effects of the 
preventive -programmes. 

The kit is based upon the 
experience of employers' or
ganizations, employees' organ
izations and governments in all 
parts of the world . Rather than 
favouring any sing le model, it 
clearly presents the options 
that are available at every 
stage. 

As we ll as written material, 
the kit contains slides, audio
tapes and attractively produced 
visua l aids. For the first time, a 
truly international approach to 
drugs and alcohol in the work
place is being promoted . • 

A chance for 
every child 

A lead ing partner with WHO in 
the drive to support " Immuniz
ation : a chance for every chi ld " 
the theme of this year's World 
Health Day is UNICEF, the UN 

Children's Fund. This is what 
actor Peter Ustinov says in 
a foreword to"The Children 
and the Nations - the story of 
UNICEF" (written by Maggie 
Black and obtainable from 
UNICEF offices everywhere, 
price US $21 95): 

"UNICEF has helped develop, 
and is now promoting world 
wide, a cure for diarrhoea! de
hydration, that great ki ller of 
babies, wh ich costs the equiv
alent of 11 cents US a packet.. 
hardly an extravagance. UNICEF 

has also estimated that it is 
possible in this day and age to 
immunize all the children in the 
world against the handful of 
lethal diseases which affect 
chi ldhood for a cost amounting 
to less than that of three 
strategic bombers. 

"Now, certain ly to its pilot 
and to its designer one of these 
aircraft is a th ing of beauty-and 
as an object of sheer design, it 
may well awaken feelings of 
aesthetic admiration in many of 
us. But let us compare it to a 
chi ld . First of all. for all its 
extraordinary technical com
plexity, it is far less soph isti
cated than a child. Its capac ities 
are all destructive, and it cannot 
develop. lt can merely age. 
That a child can do also, but a 
chi ld can grow, in size and in 
experience. lt can even, if it has 
the inclination, become the 
master of such a machine,or its 
victim, if we all lose control 
over the monsters we never 
cease creating. 

"Think, every time that such 
a machine falls from the sky by 
accident or design, that the 
supply of vaccine which cou ld 
have protected millions of the 
world's child ren has been 
sp lashed uselessly over the 
landscape." • 
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Getting men involved. 

Fathers have 
a part to play 

Let's not leave the men out 
of maternal and ch ild health, 
warns the Western Pacific re
gional office of WHO in Manila. lt 
suggests that the ro les fathers 
must play before and after the 
birth of their children can be 
expanded through educational 
and information material aimed 
specifica lly at men. 

Already men are getting in
volved. Thus, husbands in the 
Chinese city of Shanghai have 
been taught how to monitor the 
heart rate of the foetus in the 
mother's womb. 

In fam ily planning, too, grea
ter communication is desirable 
between husbands and wives. 

WHO's regional office com
ments : "For various social and 
cu ltural reasons, such a two
way communication is not 
common in Asian and Pacific 
households. Yet a number of 
studies have estab li shed that 
husband-wife communication 
is one of the most influentia l 
factors in the adoption or non
adoption of family planning." • 

Personality 
of the Year 

Professor G. L. Monekosso, 
Regiona l Director for Africa of 
WHO, has been designated 
"Personality of the Year 1986" 
by a grand jury of experts in a 
variety of international fields . 
Created in France in 1970, the 
title is awarded annually to emi
nent national and international 
personalities whose prestige, 
efforts and activities have been 
particularly striking and in the 
forefront of current affairs. 

Professor Monekosso, who 
is the second African personal
ity to receive the award after 
former President Leopold 
Sedar Senghor of Senegal, has 
been Regional Director for Afri
ca since 1985. • 
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Newsbriefs 
• Risks at work. Diseases resulting from exposure to a 
variety of hazards in the workp/ace are listed in a new 
publication from WHO: "Early detection of occupational dis
eases". The 270-page book is a guide to the early recognition, 
diagnosis and treatment of these illnesses which range from 
pneumoconiosis to hearing impairment caused by noise. The 
publication is also intended to create awareness among policy
makers, employers and workers about ways of preventing 
occupational diseases. it can be ordered from WHO headquar
ters and regional offices, price 44 Swiss francs. 

• Reappointed. Or Carlyle Guerra de Macedo (Brazil) and Or 
Hussein Abdui-Razzaq Gezairy (Saudi Arabia) have been reap
pointed Regional Directors for the Americas and for the 
Eastern Mediterranean respectively, at the 79th session of 
WHO's Executive Board. 

Born in Parnagua, Brazil, in 1937, Or Macedo was appointed 
to direct the Pan American Sanitary Bureau and the Regional 
Office of WHO for the Americas in 1983. He had previously 
served the Pan American Health Orgamzation as coordinator of 
a technical cooperation programme in Brazil and, prior to that, 
as chief of training in Santiago, Chile. 

Or Gezairy was born in Mecca in 7 934. He was appointed 
Director of the Regional Office for the Eastern Mediterranean 
in 1982, after serving his country for seven years as Minister 
of Health. 

• New ADG. Or Jean-Paul Jarde/ has been appointed an 
Assistant Director-General of WHO from the start of this year. 
Hitherto Director, Programme Management at the WHO 

Regional Office for Europe. Or Jarde/ obtained his medical 
degree in 1961 at the University of Lyons. France. and his 
degree of Master of Public Health at Rennes two years later. 
He then went on to specialise in medical and biological 
statistics. From 1972 to 1980, he was responsible for the unit 
of programme development and evaluation at the WHO 

Regional Office for Africa in Brazzaville. 

• Health for all. Public health specialist Or Cameron Ains
worth (below) attracts attention from those in the know when 
he drives his 7970 Mercury car through Redwood City, 
California, USA. His number-plate reads " HFA-2K. "Since "K " 
is the accepted abbreviation for a thousand. his licence number 
is the closest anybody is likely to get to announcing "Health for 
all by the year 2000" wherever he goes. Since about one in 
100 number plates in California have special meaning. he is 
often asked to explain HFA and what WHO is doing to bring this 
goal about. Or Cameron himself is active in "Project to 
Project" - promoting health-related activities in developing 
countries of the world. 
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of the Month 

Dr Zbigniew BANKOWSKI is Ex
ecutive Secretary of the Council 
for International Organizations 
of Medical Sciences (CIOMS). 
Professor Vulimiri RAMAUNG
ASWAMI is Scholar-in-Residence 
at the Fogarty International 
Center, National Institutes of 
Health, Bethesda, Maryland, 
USA. 
Mr Alastair ANDE.RSON is a free
lance journalist living in the 
Geneva area. 
Mrs Olivia ZE.MOR is a jourml.list 
living in Paris. 
Dr John H. BRYANT is with the 
Department of Community 
'Medicine at the Aga Khan Uni
versity, Karachi , Pakistan, and 
Dr Alfred GE.LLHORN is Direc
tor of Medical Affairs for the 
State of New York Department 
of Health, New York, USA. 
Mrs Gillian BrscoE is Assistant 
Secretary, Nursing and Health 
Services Workforce Branch, 
Commonwealth Department of 
Health, Woden , Australia. 
Or Guillermo SoBERON ACE· 
VEDO is Secretary of Health of 
Mexico. 
Professor Brian ABEL-SMITH is 
Professor of Social Administra
tion at the London School of 
Economics and Political Science 
in the U.K. 
Dr Julio FRENK is the Director 
of the Centre for Public Health 
Research, a unit of the Ministry 
of Health of Mexico. 
Professor Oladipo 0. AKIN· 
KUGBE is Professor of Medicine 
at the University of Ibadan, 
Nigeria. 
Dr Alfonso MEnA has recently 
retired from WHO's Division of 
Health Manpower Development 
and . is now Director of the 
Health Division, Colombian 
Association of Faculties of 
Medicine, Bogota, Colombia. 
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Nurses arriving at a remote health post in the Eastern Mediterranean region. Many countries 
are finding they have not enough nurses and too many doctors. Photo WHO/M . Jacot 


