
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 
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~ 
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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