FHEEH

WHC/EDUC/BS. 158
Distr; GENERAL
ENGLISH ONLY

WORLD HEALTH ORGANIZATION

ORGANISATION MONDIALE DE LA SANTE

FINANCING HUMAN

RESOURCES FOR HEALTH

Report of an
interregional Seminar

Bangkok, 6-10 March 1989

World Health Organization
Divigion of Health Manpower Development
Genava, Switzerland
1985

This document is not a formal publication of the World Health
Organization {WHO), and all rights are reserved by the
Organization. The doeurment may, however, be frealy
reviewed, abstracted, reproduced and translated, in part or in

whale, but not for sale nor for use In conjunction with
commercial purposes,

The views expressed in documents by named authors are salaly
the responsibility of those authors,

Ce document n'est pas une publication officielle de I"Crya-
nisation mondiale de la Santé (OMS) et tous les droits y
afférents sont réservés par 1'Organisation. $'il peut &tre
commenté, résumé, reproduit ou traduit, partiellement ou en

totalité, il ne saurait cependant 'étre pour la vents oy & das
fins gommerciales.

Les apinions exprimées dens les decuments par des auteurs
cités nommeément n'engagent que lesdits auteurs.




ACKNOWLEDGEMENTS

The Interregicnal Seminar was organized with financial
support from the Danish International Development Agency
(DANIDA) through its WHO/DANIDA Programms on Strengthening
Ministriss of Health, and the Govermment of Japan through
its WHO/Japan Programme on Human Resourges Policy. Their
contributions are gratefully acknowledged.

Appreciation is expressed to the Government of Thailand
for hosgting the Seminar in Bangkok.

acknowledgement is made of the role played by the
temporary advisers in the success of the Seminar,
gpecifically:

Dr Damrong Boonyoen for serving as Chairman,
Professor Alejandro N. Herrin for serving as Rapporteur
and drafting the Report of the Seminar,

Professers Nick Beosanquet, Guy Carrin and
Jonathan Lomas, and Professor Dr Detlef Schwefel for
the preparation of the background papers,

Drs Osacar Gish and Ryoji Takahara foxr their technical
advice.

For all their suppor:, WHO is deeply grateful.




WHO/EDUC/89,199
Distr: GENERAL
ENGLISH ONLY

INTERREGIONAL SEMIMAR ON FINANCING HUMAN RESOURCES
FOFR. HEALTH

Bangkok, 6-10 March 1989

REFORT
Contentsg
Fage
I. Introduction 1
Background 1
Objectives of the 3eminar 3
Zeminar design 3
Opening statements 5
I1. Priority congerns in human resources for health &
ITI. Framework of analysis - Conceptual framework and common factors 9
IV. Concerns relating te plans of action iz
V. Plan of action 13
VI. Conclusions 15
Epilogue 16
TINEN
Annex & List of participants 17
Annex B Agenda and Programme of Work 21
Annex C Seminar design in relation to Agenda and Frogramme of Work 24
Anngx D Abstracts of background papers 25
Annex & Illustrative country-specific problems under gach broad area
of concern (based on gountry reports) 35

Annex F Country plans of action 38




WHO/EDUC/B89.199
Page 1

I. INTRODUCTION

It’s an il) wind that blows nobedy any good. This old English
proverk is the reason why we are here today,

The ill wind cof worldwide economis downturn and indebtedness
blowing through many countries has led t¢ austerity measures and
structural readjustments. In many countries they have resulted in
budgets in the health sector which zhow zero growth or have actually
been reduced. At the same time the glebal acceptance of the goal of
Health for All by the year 2000 and the prometicn of Primary Health
Care have created expectations in the community for expanded sexvices,
¢asier access and improved coverage which have served to strain the
health rescurces even further, Everywhere there has been an
esczlation of health care costs so that today even industrialized
affluent countries are no longer able to support all new and
sophisticated technology that is available in the health secror.
Obvicusly something must be done to zolve the conflict of rising
expectations and reduced resources.

In the health sector the good thing about all this is the fact
that it has reguired governments to look more carefully inte how to
better allocate resources to the varjous compenents within the health
system and how to get more out of thesze resources. The purpose of
this seminar is to look into how this might be deone for what is
probably the most important of these components, namely: health
manpower .,

Dr H. Nakajimal, Directeor-General
of the World Health Qrganization

Backgroun

Develeoping countries <entinue to face the formidable problem of how to achieve
sebstantial improvements in the health status of their rapidly growing pepulaticns. More
developed and xich countries encounter an acute preblem of a different nature: that of
affectively dealing with the rapidly rising cost of health care while ar the sams time
covering the needs of special groups, i.ae., aging populations. More resources for health
would alleviate such problems in both groups of countries. However, the recent econcmic
difficulties experienced by many countries have reduced the prospects - more
significantly in some ¢ountries than in others - for generating substantial increases in
resources for health from national economic growth and international sourcez. While the
problems confronting different countries vary in intensity and eeontext, all countries

lOpening Address delivered on the occasion of the opening of the Interregional
Seminzr on Financing Human Resources for Health, Bangkok, 6-10 Mazch 1989.
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fage a common challenge: how te make the beaat use of their current and prospective
resources to achieve "Health For All™ objectives in the context of their own national
development objectives. Human resources generally consume more than 60 per cent of
recurrent health expenditures and are regarded as among the most important rescurces for
health. Tt follows that the efficient use of human resocurces ia crucial te the
achievement of these objactives.

WHO has long advocated and aupported the systematic development of human resources
for health and has implemented activities towards this end. However, it became clear
that a new approach to human resocurce development was needed in response to changing
health needs and economic environments. In 1986, WHO and the Council fox International
Organizations of Medical Sciences jointly sponsored the Conference on Health Manpower Out
of Balance in Acapulca, Mexico. In reviewing the human rezource situvation in many
countries, the Conference revealed that in both daveloped and developing countries,
serious imbalances in the guantity and distribution, as well as between policy goals and
their realization, do exist. Future policies should rectify these imbalances.

Recognizing the urgency with which human ressurce imbalances ought to be addressed,

the Fortieth World Health Aszgembly adopted a resalution2 urging Member States "... to
undertake, as a matter of priority, the strengthening of their health manpower policles
and aystems...". The reseolution requested WHO to provide suppert to countries to

undertake necessary actionz., As a first step, WHO organized the Interregional Worckshop
on Economica of Health Manpower Development in Support of Primary Health Care in Manila
in June 1587. The major conclusions agreed during the workshop included promoting
studies related to the economic analyses of human rescurce policies, strategies and plans
with a view to improving the mobilization, allocation and utilization of intexpal and
extarnal resources for health.

Responding te these challenges, a new programme area, Human Rezources Folicy Analyses
(HPR), was created within the Division of Health Manpower Development of WHO Headquarters
in April 1988, with financial suppert from the Government of Japan. The overall goal of
the programme i3 to promote the achlevement of gelf-sufficiency by Member States through
building inatitutional capacity t¢ undertake human rescurce poticy reviews, policy
revision or formulation, and implementation and evaluation of actiens leading to improved
policies in the develapment of human resources for health.

This Interregional Seminar was planned in order to initiate and support the
activities at country and regional levels. The oxientation was directed te economic
analysis of human resources for health in the context of strengthening ministrias of
health and institutions and the Seminar was implemented az part of the WHO/DANIDA
Programme on Strengthening Ministries of Health for Primary Health Care. Coats were
covered by DANIDA, by the Government of Japan through the WHO/Japan Programme on Human
Resources Policy, and from the WHO regular budget through the Regional Qffice for
South-Easzt Aszia and the Regional Offige for the Western Pacific.

2WHA4U.14, Promotion of Balanced Health Manpower, 1587,

3The report, unpublished WHO document: WHO/EDUC/87.191, 1987, is available upon

regquest .
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iv £ minar
The objectives of the Seminaxr were:

(1) to promote the analysis of trends and the identification of financial, as well as
managerial problems in the allocation and use of human resources:

{2} to strengthen the capability of eountries to undertake policy analysia in the field
of human resources for health;

{3) to develop approaches for the use of such analysis in influencing human resource
policies and strategies at natienal and lecal levels;

{4) to improve operational management of the finances deveted to human regources; and

(53) t& create an international linkage for exchange of information and expertise related
to human resource development strategies.

Seminar design

The Seminar brought teogether 36 participants from 22 countries in Five WHQ regiohs:
- South-East Asia - Bangladesh, Iﬁdia, Indonesia, Myanmaz, Sri Lanka, Thailand:

- Western Pacific - China, Fiji, Japan, Lao People’s Democratic Republiea,
New Zealand, Papua New Guinea, Philippines, Republic of Korea:

- Europe — Hungary, Spain, United Kingdom;
- Eastern Mediterranean -~ Jordan: and
- Africa ~ Congo, Ethiopia, Gambia, Ghana,

In addition, eight temporary advisers in the fields of health economics, health policy,
and public health served as facilitators. The Seminar was also attended by five
ohservers. The Director-General and the Regional Directors of the Regional Office for
South-Bast Asia (S8EARO) and the Regional Office for the Western Pacific (WPRO) officially
opened the Seminar. The Secretariat team consisted of ataff from WHO/HQ, SEARC, WPRO and
the Qffices of the WHO Representatives in Bangkok and Barbados. (The list of
participants appears in Annex A.)

The Seminar was designed to maximize discussion and shearing of experiences among
participants regarding country-specific problems, underlying factors affecting such
problems, and approaches that have been adopted or are being considered for adoption to
deal with such problems. In addition, the Seminar was designed to facilitate the
consideration of a wide range of policy options, planning approaches and management tools
for human resource development. '

During the Seminar, the following four steps were taken. Firstly, previously-
prepared gountry reports illustrating the present situation and problems of human
egsources were presented. They were raviewad in small-group sessions and the highlights
were then presented to the plenary. Segondly, the common factors arising from the
country reports were discussed in the amall groups and again presented in the plenary.
Thirdly, participants devaloped thelr own country-specific approaches to priority issues
or problems. Lastly, future direction was discussed in thae plenary. Temporary advigers
and the WHO Secretariat acted as facilitators during the process. Alsa, to provide the
theoretical framework of the discussiem, four background papers were presented by the
temporary adviszera. The composition of the small groups was interregional in order to
include the widest passible variety of issues and experience. The Seminar design in
relation to the agenda and programme of work (Annex B} is summarized in Annex €. The
abastraects of the hackground papers appear in Annex D,
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The highlights of the four background papers follow:
(1) Egonomic jzsues jin human resource planning

Tha background paper "Economic issues in human resource planning™ was prepared for
the introduction to the Seminar. It stressed the need for the application of basic
acenomic and management principles in planning. Various issues wers dizacussed including:

- the guantitative assessment of demand and supply of health personnel;

- the financing of health care, particularly the recurrent costs aned
cost—containment strategies;

- the gmographical distribution of health personnel;

- the management of health personnel and the determination of its management
tasks; and

- the role of human resource planning within overall health planning.

In addition, the prineiples relevant to the determination of public/private sector
reaponsibilities and roles, as well a3 principles of cost-affectiveness, were discussed.

(2) Economic appreoaches in health manpower planning

The second background paper "Economic appreaches in health manpower planning™ waz
prepared to provide the basis for sconomic/financial analyszis of human reaocurces. It
sets out the main elements of a hypothetical three-year plan to secuxs measurakle
improvements in health performance in the context of mature health systems wherxe the
issues of motivation and of managing staff time effectively become more ilmportant in view
of rising public eupectations. On the demand side, these slaments include:

- setting aims;

- defining management responsibilities and improving ingentives;
- generating resources for investment;

- improving information and staff distrzibutien;

- improving information systems; and

- improving productivity and human resource management.

On the supply side, these elements include:

- retaining and motivating existing staff;
- identifying possible sources of supply; and
- enguring that past inveatment in human resouzees is uzed effectively.

The third paper, "Health manpower implications of health insurance developments in
Europe and in Asia. Mutual lessons?™ was prepared to provide information on the trends
of finanging health care. It highlights the trends of expanaion of health inzurance in
Europe and Asia. Then, as the implication of such trends, the need for high guality
health personnel with a very broad knowledge and understanding in social sciences,
management, economics and information in effectively dealing with the evelving
developments in health care, and health care financing systems in apecific countries, iz
mentisned, The paper then deascribes some of the most relevant courses for a shert-term
approach to improve the quality of health personnel in the fields of health economics,
health manpower planning, health management processes, and health management information
sy3tems.
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(4) Heglth policy congiderationg in human resonrce development

The last background paper, “Health policy considerations in human resource
development™ was prepazed Lo provide'a policy framework for changes being intreoduced. It
highlighted the importance of apprecisting the implications foxr human resocurce
development in the transition from private to public objectives of health care systems.
In the context of "Health For All", three particularly important transitions are:
planning based on need rather than demand or utilization, attention to the most
cost-effective mix of health personnel, and attention to equity of health 8tatus rather
than just equity of access to health care. Three principal policy vehicles were ’
identified to achieve this txansiticn:

- greater control over the governance structurez of the dominant professional '
groups, especially with respect to regulations of conditions of practice
considered allowable;

- develepment of pelicies that focus on meeting potential disease prevalence
rather than on continuing to serve existing use patterns; and

- greater attention to financial and organizational incentives for optimal
deployment of health personnel.

Opening siatomepts

His BExcellency Mr Suthas Ngernmuen, Deputy Minister of Public Heélth, Royval Thai |
Goverpment, stressed the importance of human resource develeopment in achiewving "“Health
For ALL™ objectives. He noted that the health develcpment policy in Thailand amphasized
self~reliance at the village level with extra support being provided te the mora
digadvantaged population groups. In addition te infrastructure development, innovative
strategies focusing on the involvement of the community was developed to take adwvantage
of local rescurcges (ingluding financial), and to reorient human resources for health Eo
Support primary health ¢are and social develepment. Economic support for health
development must come not only from the government itzelf, but also from individuals, .
families, communities, the private sector and non-governmental sectors. Discussions on
the economic support for health for all should first gonsider, in the context of equity,
issues concerning the efficient use of available resources, particularxrly human resources
for health (since these consume 3 major portion of the cost of delivering health care).

Dr Hiroshi Nakaiima, Director-General, World Health Organization, noted that
zomething must be done to solve the conflict of rising expectations, escalating costs and
constrained resources for health. This eritical gituation has urged governments to look
more carefully at how to improve the allogation of regources to the various components
within the health sestor, and how to get the most ocut of these resources, particularly
for what is probably the most important, namely, human resources. Dr Nakajima recalled
the relevant WHO ag¢tivities already undertaken and stresased the need for further analyszis
and development of human resourge poligy. He concluded his address by emphasizing that
finding solutions to human rescurce problems calls for innovatien. Moreover, the
solutions must be realistic and sustainable. Action must start with the participants
from Member States of WHQ. Only then can WHO respond, to the best of its ability, to
help sustaia gsuch acgtions,

Dr U K¢ Ko, Regicnal Director, WHO Regional Office for Scuth-East Asia, observed that
hezith personnel typically consume &0 to 70 per cent of the cperational budget for
health. Hence, some of the largest economic gains will result from a more efficient use
of such respources. Yet teday, with few exceptiens, many countries are stilill experiencing
serious human rescource imbalances manifested, for example, by an oversupply cof physicians
and an undersupply of other categories of health personnel, as well as by inadequate -
preparation aad inappropriate orientation of health persconnel relative to their expected
roles and functions., All these result in under-utilization or inappropriate use of human
reggurces for heslth and consequently represent inefficient use of limited rescurces.
Improving efficiency of personnel in the delivery of health care, therefore, can save
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resources that can serve to finance further improvements of the health levels of the
population. Dr Ko Ko stressed the need to take an integrated approach in human resource
develeopment which should be in harmeony with the overall socicecconomic development and
equity of health.

Dr 5. T, Han, Regional Director, WHO Regional Office for the Westerxn Pacific, saw
great significance in the fact that the Director-General of WHO, together with the
directors of the two moat populous regions of the Crganization, cpened a meeting on AIDS
and a meeting on human ressurces on the same day. ©On the one hand, AIDS entails new
challenges that pecopla in the health field face and will continue to face as we approach
the Z1lat century. On the other hand, the development and optimal utilization of human
rasources for health represent the key compeonent of the means to deal with these
challenges. The new era in world health is likely to be characterized by a more complex
get of problems whoge solution requires innovative and creative approaches. This means
that WHO and its Member States need to develop new tocls to optimize the use of their
meagre regources singe we have to face present problems and, at the same time, prepare to
meet eveolving challenges of the future. One of the most ¢ritical of these resources ia
human rescurces. Therefore, the success or failure in identifying ways by which
countries can re-examine and change existing policies on the training, planning and
management of the health workforge will determine whether the full creative powers of
human resources can be brought to bear on the health preoblems of the furure.

II. PRIORITY CONCERNS IN HUMAN RESOURCES FOR HEALTH

Finaneing the health workforce is not merely to be understood asz the appplication of
financial technigques to the present preoblems. Instead, the Seminar adopted the broader
concept of "financing" which means the generation of financial rescurces through
aghiaving greater efficiency in the health sector, generation of additional resources
from the private sector through various financing schemes, and the extraction of more
public-sector resources from the economy for reailecation to new, expanded health
activities to meet "Health For All" goals and cbjectives., The saystem chosen for
generating resources (e.g., fees, health insurance) and for remunarating human resources
has important social and economic effects. In particular, the impact on health-related
pehaviour of households {(e.g., the impact of fees on utilization of care) and providers
{e.g., the impact of pay incentives on work effert), constitute impertant elements of
analysis within this broader concept. The Seminar also took note of the need to conaider
the broad spectrum of interrelationships in the health sector, with particular emphasis
on planning, production, management and policy, towarda a more integrated appreach to
human resourge development .

A review of country reports revealed the existence of a wide range and diversity of
human resource problems, of the factors underlying them, and of the policies and
approaches that have been adopted, or are being considered for adoption, to deal with
such problems. The variety of concerns reflected in the country reports and the
discusaion during the Seminar evolved around the following six areas. In erder to
provide scome illustrations under each axea of goncern, country-specific probrlema drawn
from country reports are shown in Annex E.

{1y ¢

Taking inte acgount other resource inputs, what categories of human resources, with
what skills, should be employed te produce the needed health care services? The
technisal possibilities of human reaourcas for producing health, relative costs of thosze
resgurees, as well as any budget constraint affecting the production of services, will
determine the most cost-effective input mix.
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The Semimar alszo recognized that due to changing health needs and technology, as well
as orientation in health care delivery, the traditional mix of different professions,
e.¢.; physician/nurse, which may have been appropriate in the past, may no longer be
optimal at present ox in the future. As such, the Seminsr stressed the need for
countries to expleore various input substitution possibilities between different
categories/skillas and between human resources and other rescurce inputs with the explicit
aim of maximizing the provision of health care services. Budgetary constraints often
tempt decizion-makers to substitute cheaper but equally effective inputs for more
expenzive ressurces. The Seminar recegnized, however, that there are alse constraints to
such substitutions, some more difficult to handle than othexs. For example, the
potential for substituting nurses for physicians may be hampersed by social, cultural and
legal facteors such as acceptance of traditicnal roles ameong the professionals, and thé
existing legal restrictions on the tasks performed by different categories of healthjf
professionals. '

(2) Production of health persgnnel

From the goal of an optimal human resource input mix, one derives targets for the
production of different categeries of personnel and skills. The guestion of how these
rasources and s5kills should be produced needs further study. BSuch concerns are based on
the cbservation in many countries of the mismatch between the outputs of the
adugation/training sector and the reguirements for health-care service delivery. The
currently less—than-oprimal human resource mixes are manifested in a variety of forms
depending on specific country imbalances. These include:

- imbalances between physiclans, nurses and other health perscnnel;

- imbalances between types of skills (i.e., between specialists and general
practitioners); and :

- shortages or surpluses of specific categories of health personnel (e.g..,
tendency for over-specialization in some countries and a clear lack of
spegialists in others, or the lack of preventive health crientation ameong
graduates) .

fome of the factors underlving these imbalances include the lack of coordination
between the health service sector and educational and training institutions,
inappropriate curricula and teaching technology, lack of training facilities and
gualified teachexrs, and in some casges the unregulated growth of private medical
education/training institutions, A final important cause ¢f imbalange is likely to be
the lack of linkage betwsen the structure of incentives in the health sector and that in
the other sectors of the economy. The Seminar concluded that there is a need for
counktries to reassess their peolicies regarding the production of health personnel and to
explore different options for reforming the education/training sector that are
appropriate and feasible in their ¢ountry-sgpecific situations.

(3) Mgpagexial efficiency

Apart from working towards an optimal mix of the health workforce and the
satisfaction of the ensuing production targets, what measures can be taken te ensure that
health personnel truly meet adequate performance standards? The Seminar recognized the
need for developing more appropriate indicators to monitor constantly the performance of
human resources for health. Management inefficiencies exist in one form or another in
all gountries., Such inefficiencies are manifested in wvariations in productivity of hpman
resourges ameng similar health care institutions, poer leogistic¢s, uneven gucscess in
mebilizing ¢ommunity participation (and rescurces), lack of coordinatien with other
health-related sectors, and lack of complementary inputs. Factors identified to underlie
such ineffigiencies inglude: ‘
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- inadegquate menetary and non-monetary incentives for personnel;

- inadequate or inappropriate management and leadership skills among managers;

- unglear aims and targets;

- unclear delineation of regponsibility and accountability for achieving aims and
targets; and

- incomplete costing of needed inputs.

In addition, the existing management structure which defines decision-making
responsibpilities among various levels of decision-making may not he entirely appropriate
in dealing with problems specific teo ¢ertain health eara institutions and lecaticns. In
view of these diverse factors that influence managerial efficiency, the Seminar congludad
that there iz a need to review within each country, depending upen its circumstances, the
managerial structures and processes and to aszsess various options for upgrading
management skills and modifying incentivez for personnel.

While the major focus of the Seminar was on identifying areas of concern specific to
human resgurces for health, the Seminar alao recognized that pelicies in other parts of
the health care sector have important implications for human rescurce davelopment.
Hence, the Seminar took acceount ¢f these broader health sector cgoncerns, Theae concerns
ravolve around the following:

{4) Health r vi r ra F an ili

What health care gservices should be produced in what health care ingtitutiona and in
what loecations? What population groups and what health problems/diszeases should be given
priority in the provigion of health care services? How can we ensure that the gervicaes
affered are effectively used by the populatioen? Underlying these concerns iz the fact
that the efficient utilization of the appropriate health care services by the population
most in need is likely to generate greater health status improvementa than would
othexwise be the case.

During the past decade or so, innovaticons in the health field that focused on the
primaxy health care approach teo achieve "Health For AllY objectives necessaitated a change
in orientation of the health care delivery system. Such a change invelved:

- a greater consideration of "need" rather than demand/utilization in the
determination of what health care serviges to produce;

- the emphasis on primary health care units rather than hospitals in
infrastructura development;

- the reorientation of services from curative to preventive and promotive health
care;

- the higher priority given to high-risk population groups in the provision of
basic sarvices;

- the greater efforts to inerease health care services in rural rather than urban
areas; and

- the move to adopt an effective referral system in place of free acceas.

While many countries have initiated major moves, many 2till feel that much more effort
needsz to be made. In particular, the preoblems of lack of access to health care services
in rural areas because of the concentration of servicesz in the urban areas have yet to be
fully resclved.

(3} Qrganization of the health care service (publig-private segltor mix)

How should the health care services be crganized in térms of delivery and
finanging? What is the appropriate role of government asz provider, funder and
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regulator? There iz a wide vaxiation among the countries represented in the Seminazn in
the way their health care services are organized. Such differences reflect their diverse
spcioeconomic characteristics, as well as the variety of paths upon which their health
systems have evolved. Corzespondingly, individual countries are considering different
directions with respect to organization. Countries that started ocut with a dominant
public sector are now considering how the private sector might be expanded in beth
delivery and finance. On the other hand, countries which started out with a large
private sector are now censidering how the government’s role can be expanded either
through direct provision and financing of health care services, or in
contrelling/regulating the private sector to achieve public gector objectives.

The Seminar recognized that modifications of the current organirzation of the health
gector invelves far-reaching consegquences, some of which are not entirely obvicus. Thera
is clearly a need for countries conaidering a change in the organizatien of the health
care delivery system and financing modes to assess carefully the vericus optiona for
their far-reaching impact on efficiency and equity. Moreover, the organization for
delivery and finanging that might work in some countries may not work in others with
different ¢ircumstances.

{6) Inter r logation of i I resources o

How much of the national budget should be allocated to the health care sector
relative to the non-health care sectors? while it iz generally felt in zome countries
that the health care sector allocation from the national budget is less thap it should
be, the Seminar recognized that the case for more budgetary rescurces for the health
sector based on sound egconomic arguments has rarely been made. On the other hand, it is
also clearly recognized that while sound economic arguments are necassary to provide
poliey-makers with a better basis for making decisions, these alone may not always be
sufficient. Cther factors, e.g., political, are also crucial in such decisiocns. The
challenge that health sector administrators face iz to demonstrate that scound economics
can also be good polities.

The Seminar recognized that each of these major categories of heslth sector concersns
has important implications for human rescurce financing and development. Poliecies that
medify the health care structure in response to changing needs and pricrities may
necessitate corresponding modificatiens in health personnel/skill mixes. Policies that
attempt to modify existing organizational patterns in delivery and finance affect the
manner in which resources are extracted from the economy and may or may not generatei
additional rescurges for more or new activities. Furthermore, they have important
implications for overall efficiency and equity. Finally, given existing organizational
patterns of delivery and finance, rescurces available for health care may be expanded cox
reduced, depending on the success of health administrators in gonvincing the heads of
governments Lo allocate more resources for health from the national budget.

III. FRAMEWORK OF ANALYSIS
- CONCEPTUAL FRAMEWORK AND COMMON FACTORS

The Seminay xecognized the need to address issues in financing human resources within
a wider framework of analysis. Such a framework must offer a wider view of the various
interrelationships between different compenents of the health sector, of the various
policy intervention points, and of the policy choices that decision-makers must confront
and azsesa.

In the context of these broad considerations, the Seminar identified and discussed a
nunmber of pricrity concerns and issues requiring innovative solutions. Specifically,. the
Seminar identified common as wel)l as country-specific problems in human resource
development as well as their underlying factors. It considered the broader aspects of




WHO/EDUC/89.,188
Fage 10

the health sactor and their implicationa for human rescurce development, and proposed a
policy, planning and managemant framework by which all these varicus ¢oncerns can be
viewed and analysad in an integrated fashion.

Az presented in the Seminar, the interrelationship of the six areas of ¢oncern
cutlined in the previocus section can be illustrated in Figure 1.

Health Care Sector

Haalth
Razouroas pool~mm.|Rammnx$m mix Health services | ——-j status

2 1 3 Lﬂ*ﬁ Non-health
care sector

wn —P

Human resource concerns

1. Human reaource input mix
2. Human resource production
3. Managerial efficiency

Other health sector concerns

4. Health sarvices atructure and focusa
3. Organization of health care sector
6. Intergsegtorial allocation of resources

Figure 1. Interrelationship of 3ix areas of concern

The improvement of health status can be brought about by health services generated by
the combination of rescourcez which are drawn from the pool of resources. In the gase of
human resources, the ceoncerns would be the human reacurcae input mix, human resource
production, and managerial effigiency. Thae health services are influenced by structure
and foous, and the health care sector in general is influenced by its organization. The
health status can be improved by both health services and by noen-health care zectora and
the interaction of the health and non-health sectors are defined by the intersectorial
allocation of resources.
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The framework was found useful for viewing the wide spectrum of interrslationships
among different health sector components znd of the policy choices where the principles
of economics, finance and management can be applied. It emphasized the producktion o
relationships (input=ocutput) between:

- health status improvements and health care services:

- health care services and human resource and other rescurce inputs; -and

- human rescurces of specific categories and skills and the resource inputs in
their production.

In such a framework, health status improvements are seen as being jointly determined by
the utilization of health care services and various health-related outputs af the L
non-hezlth care sectors {(i.e., envirgonment, nutrition, etc,). Viewed in this light, &
guesrion arises as to the relative impacts on health improvements of health care service
vis-a-vis non-health care outputs, and how mugh, therefeore, should be allocated to ;hg
health sector vis-a-vis non-health care sectors to achieve maximum health improvements.

Taking first health ¢are sérvices as an input to health improvements, the guestieon
ariszes as to what combination of health care services should be provided, on wheom should
they e focused, and how best the population can utilize asuch services to achieve the
largest and most equitable improvements in health status. The Seminar took note of the
glekal respoense to such questions in terms of the reorientation of health care structure
and focus towards the primary health care approach which resulted in commitment to
“Health For Al1l", For individual countries, the task is to moniter constantly the
specifie polieies and activities that have been adopted to effect such reorientation to
see whether the objectives of efficiency and equity are being met in the context of
kealth for all.

Subsequently, taking health care services as the output, the question arises ag to
how these can be produced efficiently. There are basically twe ways of locking at ;his
igsue. One is to consider the situation whereby health services targets are set by .|
decigion-makers: an optimal balance of different professienal categeries to achieve the
targets will have to be found so as to minimize cost. The other is to imagine the case
where health care budgets are fixed: in this case, human resources are to be combined in
such & way that maximum output of health is achieved.

In both situatiens, the optimal mix depends on the possibilitieas for substitution of
one professional ¢ategory by another and on the relative costs of human resources.  Thus,
the consideration of the issue of optimal resource input mix reguires a reassessmentfpf
the griteria health administrators use in determining, for example, the number of health
persennel with specific skills that are required, the staffing patterns, etc. Have the
relative costs {prices) of these inputs, as determined by economy-wide structure of
prices for various inputs, been congidered in addition to technological factors and
professional judgements? It has been pointed out repeatedly, for example, that the
difficulty in posting health’ persennel in rural areas is due, among cthers, to )
inappropriate monetary and non-monetary rewards. Yet it has become clear that the type
of rewards that the health secter provides for its persennel, i.e., its wages policy,fmﬂy
have little relation with tha cross-sectorial structure of wages.

If health personnel are inputs to the production of health care services, they are
also the outputs of the human resource production sector, i.e., health professional
education/training sector. The questions then are whether this saector is produsing the
optimal number of graduates of appropriate skills, and whether they are being produced at
minimum gost. The dssue of optimal input mix comes into the pictere again: what is the
most efficient way of combining educatienal facilities, instructicnal aids, teaching
personnel, teaching technelogy, ete., to produce the human resources possessing the
required skills at a particular level/circumstance of serviee? Let us also add here
that, apart from combining rescurces optimally, meagsures should also be designed for
health personnel to respond to performance standards. In other words, one sheould zee to
it that resouzces are uszed effectively.
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Bayond thia view of human resource development is a still wider spectrum of
interrelationships and issues. First, how should the health care services be organized
in terms of delivery and financing? Various combinations of private-public delivery and
financing of apacific health care serviges are poasible:

- publicly provided and publicly financed;

- publicly provided but privately financed;

- privately provided but publicly financed; and
- privately provided and privately financed.

The igsue that must be addreased, given specific country situations, i% what health care
serviees are appropriate for governments to provide and finance given limited rescurces,
and what types of health care services can best be left to private markets. The role of
government in the delivery and financing of health care services, however, is not
confined to that of direct provider and funder, but also to that of regulator of private
markets to ensure that private activities are consistent with public objectives.

IV. CONCERNS RELATING TO PLANS OF ACTION

The pricrity concerns provided a basia for the Seminar to focus on the specific
igsues and the framework of analysis alao provided a forum on which specific
interventions could be delineated. Before coming to the country-/issue-specific
approaches, the following concernsz at macro level were addressed.

Firat, with respect to health ¢are services, the question arises as to an appropriate
basis for determining what health care services are to be provided? The Seminar
discussed the iasue of the relative merits of different criteria for planning health care
serviges:

- perceived needs of the population;
- professionally determined needs;

- actual demand or utilization; or
- pricrity disease burdens.

Views were expressed as regards the merits and shortcomings of each of these alternative
criteria and the feminar reached a consensus that the selection of criteria is very much
influencaed by the health policy of the country concerned and further policy analysis
within ¢ach ¢ountry iz required to address this cquestion.

Secondly, with respect to input mix in the provision of health care services, while
it is generally recognized that there is a need to reduce the cost of maintaining the
same quantity and quality of services, it was also widely agreed that due teo the
gomplementarity of inputs, c¢utting costs in one input, say on drugs or supplies, could in
fast reduce the effigiency of the health workforce. The proper perspective to adopt,
therefore, based on economic principles, is to achieve the least cost in producing the
same quantity and guality of health care servigesa by exploring substitutien possibilities
petween different categories of human resources and between human resources and other
inputs. However, 1t was noted that reorienting the structure of the health workforce has
vast implications which include the aspects of labour relaticns, health policy, and
financing. Innovative approaches would therefore be needed. At the implementation stage
of such reatructuring, full srudies on potential constraints should be regarded a
prerequigite,

Thirdly, with reapect to financing, the Seminar notad that there are alternative
schemes other than reliance on general tax revenues to finance health care services.
These typically include uger charges, social insurance, community social insurance, and
private health insurance, Bach of these schemes, and within each scheme depending on the
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manner in which it is designed, has different impacts on efficiency and equity. They
also differ in terms of administrative feasibility and consumer preferences. Degciding on
the most appropriate combination of financing modes for each country requires a thorough
policy analysis of the probable impacts of each combination. The Seminar also noted that
the experience of many ceountries (in Europe as well as in Asia) with a particular scheme,
for example on health insurance, may not always provide propexr guidance for the
development ¢f similar schemes in countries with different characteristics and
situatioensy,

A set of issues that might be called the micro dimension of human resources was also
mentioned. The hypothesis is that there are some basic elements (incentives and
disingentives) that govern the behavicur of workers and managers in a health care system
and, therefore, affect the overall efficiency and effectiveness of the system. These

incentives or disincentives are shaped by a complex and interactive set of forces. Some
of theze are:

management and leadership skill and stylesz:
career paths, civil service rules and work rules:
the flow, cost and contrel of information:
educational backgrounds and styles of education;
risk-taking behaviour; and

registance to or acceptance of change,

4 ecareful and detailed analysis of a system’s workers and managers and their styles will
go a long way in helping one understand what is happening within the health care system,
However, a3 observed in one background paper, these micro dimensions of human resource
policy analysis have net rxeceived the attention they deserve. Much of the failure ta
achieve intended results of human resource plana may be traced te the structure of
incentives and disineentives to behaviour that health workers and managers face daily.

Within this broad gensgideration of the micro dimensions of humanm resource ‘
develepment, the Seminar considered some of the key elements to the management of human

regources to achieve measurable improvements in performance within a definite short
time-frame., These elements include:

setting of aims and targets;

defining management responsibilities and accountablility;
developing approepriate performance indicators;

improving information systems;

providing in-service training to deal with specific needa;
providing incentives for cost-effectivenass,

V. PLAN OF ACTION

The participants in the Seminar reviewed their country-specific problems, identified
priorities, and formulated z plan of action for each participant to develop and take back
to his country. Such activities are sxpected to lead to the initiation of activities
that, cumulatively, will have impact on human regsource pelicy development and
implementation in the respective countries,

The activities proposed, while varying aceording to country-specific pricrities,
generally revolved around the following:

{1) workshops, seminarxs and conferences to inerease awareness of critical human resouxce
issues and policy choices;
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(2) research, which includes situation analysis of human rescurces; review of legislatien
in response to changing health needs; review of human reasource policies; review of
incentive structures; review of medical/nursing edugation in line with changing
health care orientation: research on substitution possibilities among various human
resource categories/skills; and study of the behaviocur of professional groups and
their impact;:

development of an appropriate information base, with partieular attention to
performance or productivity indicators and unit costs of services and inputs;

training in egenomics, finance and management for planners, pelicy analysers,
managers and workers; training for specifiec personnel (e.g., nurses and volunteex
health workers) for specific tasks (e.g., care for the elderly, chrenically ill and
dizabled);

experiments, e.g., on training and supervision of health peraennel and referxal
ayatems

A gummary of plans of acticn proposed by each country (team) is illustrated in
pnnex F. In the figure, planned activities are categorized into three main areas,
planning, management and poelisy relating to the development of human resources for
health. These areas correspond to the main responsibilities within the Division of
Health Manpower Development,

Fach of the proposed agctivitiea requires internmational cellaboration, as well as
resources, for its implementation. In this regard, the ZSeminar disc¢ussed international
collaboration, and how thig may be initiated aned funded. External funding was theought
to be an appropriate source of asupport for activities such as workshops and seminars and
tor temporary advisers/consultants for desigming training, research and information
systems, However, for more leong-term and sustained activities, governments will have to
mobilize human and financial resources at the national level. The Seminar noted that the
following requirements for long-term suatainability of efforts towards human resource
development ahould be met and planned for:

(1) appropriate information base needed for pelicy analyses, planning and effective
management; ;

{2) trained pergsonnel whoe can conduct such analyses, develop plans and garry out
management responsibilities; and

{3) development of institutional gapabilities for data-gathering, policy analyses,
integrated human resourge planning, and management.

These will serve as an infrastructure to support the country-specific activities
undertaken by each country.

The Seminar expressed the need for the Organization to continue with initiatives for
stimulating activities in the field of human resocurce fipancing and development such as
technical assistance, workshops, training, research, policy analyses, and networks for
exchange of information. In addition, the Seminar expected WHC to assist Member States
to meobilize international resources to finance pational initiatives.
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VI, CONCLUSIONS

Action by ocountries

The Seminar adopted concluzions in addition to country=-specific plans of actlon The

principal conclusions were that csuntries should:

1.

combine traditienal health personnel planning with financial, organizatrienal and
managerial planning fer human rescurce development for health. Thias means a move
away from the narrow view of personpel planning as the balancing of supply and
requirement numbers, and towards an integrated approach identifying available and
potential resources, and matching them most effectively with population needs;

undertake situation analvges of the financing, training, distribution and .
predugtivity of their human resources for health. These atudies should develop '
indigators for performance measurement, and identify possible areas for lmprovement
and innowvation;

identify, evaluate and implement policy options to achieve improvements in finaﬁéing,
training, distribution and productivity of human resources for health, with due
regard to national obijectives for improved health status; and

give increased attention to health economics and the study of financing systems for
health care, and their infleencge on human resocurces development; and to the
appropriate roles of planning and price mechanisms in human resource allosation,

In additien, the Seminar alsoe concluded that countries should:

improve ceordination between ministries of health and edwcation, finance and
planning, te review the educational content as well as the output levels of traihing
for health professionals in order to mateh supply with health needs and resources;

gstablish human resource planning and development processes which facilitate
flexibility in resource use for health care, encourage greater productiviry, and
expand opportunities for community inputs in human resource strategies.

Action WH

In determining the rele of WHO, the Seminar concluded that WHO should support

countries in the abowve activities by:

1,

increased levels of technical cooperation for human resource development, including
the preparation and completion of studies, workshops, development of training
materiala, and creation of networks for exchange of information on succesaes and
failures resulting from policy changes;

acting as a catalyst in developing mechanisms at regional and interregional levels to
monitor countries’ progress in improving the availability and effective use of human
resources for health, and analyse and disseminate this information;

mobilizing support for related training and education, partigularly for naticnal
capacity to analyse the economic and health atatus impact of actual and peotential
changes in human rescurce policy: and

developing a leading role in the mobilization and coordination of international
support for the above activities,
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Epilogque

Following the Seminar, an informal consultation was held in Bangkok on 11 March 1989
to evaluate the Seminar and design the activities to be initiated by WHO on the basis of
the Seminar recommendations. The participants in the informal consultation agreed that
work on a more focused selection of topics with a homogeneous group of partiecipanta would
be desirable and that the ocutcomes should then be reviewed by a conference with wider
acope and participants.

The informal gonsultation also reviewed the conclusions adopted by the Semlnar and
recommended the WHO Secretariat to collaborate with Member States, with full involwvement
of the Regional Offig¢es, in the following five priority areas:

(1) National workshops on the topic of their highest priority:
(2} Country situation analyses of human rezources;
{3) Policy analysis regarding human resource planning;
{4) Methodological developments in:
economic analysis of human resource policies;
appraigal of human resourge policies and zlternatives through economic analysia;
raview of the policy initiatives;
health manpower mix;
measuring productivity.

{(5) Inteércountry exchange of information and experience on the specific isaues.

The vigws are reflected in the actions taken by WHO Headguarters and resulted in the
foellewing {(planned) activities by the end of September 1989,

(1) Caribbean Seminar on Policy Analyszes and Leadership Development in Human Resources
for Health, Georgetown, Guyana, 11~15 December 1989

(2) Consaultation on Economic Aspects of Human Resources for Francophone Africa, Douala,
Camergon, £9-31 January 1950

{3) National Workshops on selected topics are planned in China, Myanmar, Thailand and
other countries.

(4) Support for naticnal studiesa is also being discusged in several countries.

The Seminar therefore served az a starting point for a sequence of activities as

planned, and from thiz viewpoint WHO is very grateful for all the assistance it has
regeived.
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International Seminar on Financing Human
Bangkok, 6-10 March 1989

Opening

Election of Officers

Adoption of Agenda

Review of gountry reports
Presentation of background papers

5.1 Economics, human resocurces, and health manpower policies: Economic izsues and
perspectives

5.2 Economic approaches in health manpower planning

5.3 Health manpower implications of health insurance developments in Burope and Asia
5.4 Health policy considerations in human resources policy

Analysis of factors influencing human resources policy

Country=-specific approaches

Final discussion and future directions

Cleoaure
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Interregional Seminar on Financing Human Resources for Health
Bangkok, 6-10 March 1989
Programme of Work
DAY 1 _: Mondav, 6 March 1989
0%.00-09.45 Registration
09.45-10.00 Objectives, Structure, Working Method of Seminar, Electicn of Officers,
Adoption of Agenda ~ Dr H. Nakatani
10.00-10.45 Presentation of background paper: Economica, human respurces and health
manpower policies: EBconomic iasues and perapectives - Profasser Guy Carrin
10.45-11.00 Refreshment break
11,00-12.30 Review of country reports
12.30-13.30 Lunch
13.30-14.45 Presentation of background paper: Economic appreoaches in health manpower
planning - Professor Nick Bosanquet
15,00~15.30 ¢ffiecial spening of the Seminar
- The Hon, Deputy Minister of Public Health, Roval Thai Government
- Director—-Generxal, World Health Organization
~ Regional Directer, WHO Regional Qffice for Scuth~East Asia
= Regional Directer, WHO Regiconal Qffige for the Western Pacifig
15.30-15%.45 Refreshment break
15.45=17.00 Review of country reports
DAY 2 : Tuesday, 7 March 1983
09.00~10.45 Highlights of country reports - Dr Oscar Gish
10.,45=-11.00 Refrashment break
11.00-12.30 Presentation of background paper: Health manpower implications of health
insurance develepments in Europe and Aszsia - Profeszsor Dr Detlef Schwefel
Fresentation of paper: The trend of meorbidity and morxtality preofile of
Thailand; A projectien to the year 2000 - Dr Somsak Chunharas
12.30=14.00 Lunch
14.00-15,30 Common facteors arising from country reports
15.30-15.45 Refreshnent break
15.45~17.00 Common factors arising from country reportsa
18.3¢ Reception hesated by Director~General, World Health Organization

DAY 3 : Wednesday, 8 Margh 198%
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Common factors arising from country reports

Fefreshment break

Presentation of background paper: Health pelicy consideraztions in human
rasgurce development - Professor Jonathan Lomas

Lunch
Pelicy eptions for issues in finaneing human resources

Refreshment break
Country-specific approaches
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DAY 4 : Thuradav, 9 Maxcgh 1484

Country-specific approaches

Country—-spegific approaches

Report to plenary and discussion on draft summary of Rapporteur

09.00=-10.45

1{.45-11.00 Refreshment break
11.00~12.30

12.30-14.00 Lunch

14,.00-15.30 Report to plenary
15,30-15.45 Refreshment break
15.45-17.00 Repert to plenary
DAY 5 Fridavy, 10 March 1589
09.00-20.43

10.45-11.00 Refrashment break
11.00-12.30

12.30-14.00

Adoption of conclusions and closure

Lunch
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minar ign in r nda and Prograrnm £ W
Objectives Agenda Programme of Work
1. Cpening Day 1 (AM, PBM)
2. Election of officers (FL)
3. Adoption of Agenda
To promote the analysis of 4. Review of country reports| Day 1 (AM, PM)
trendz and identification - Review of country
of financial, as well as reports (5G)
managerial problems in the Day 2 (AM)
allocation and usage of - Highlights of country
human rescurces reports (FPL)
To strengthen the gapability| 5. Presentation of Day 1 (AM, PM)
of countries to undertake background papers Day 2 {AM)
policy analysjiszs in the field hay 3 (AM)
of human rescurnces for - Fresentation of
health background papers (PL)
To develop approaches for 6. Analvsis of factors Day 2 (PM)
the use of such analysis influencing human - Common factors arising
in influencing human resources policy from country reportsa (50G)
rezource policies and Day 3 (AM)
strategies at national and 7. Country-specific - Common factors arising
local levels approaches - from eountry reports (FL)
Day 3 (AM)
To improve operational Day 4 (AM)
managoment of the finances - Country-spegifig
devoted to human resources approaches (3G)
Day 4 (BM;
Day 3 (AM)
= Country-specifia
approacheas (PL)
Te greate an internactional B. Final disgussion and Day 5 (&M)
linkage for exchange of future directions - Draft gummary of
information and expertise Rapperteur and
related to human resources dizcuzsion (PL)
development strateglies
9. Clozure Day 5 {(AM)
(PL)

5G @ 8mall Group
FL : Flenary

AM : morning

FM [ afternoon
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Seme thoughts about
ECONOMIC ISSUES IN PLANNING OF HUMAN RESOURCES FOR HERLTH

by Professor Guy Carrin
University of Antwerp

1. Intreduction

Human resources constitute an important scource of productive investment in developlng
countries. Investments in human resources for health (HRH) have to be regarded as
indirect investments in the population’s atandard of living and general well-being.

The main components of HRH planning consist of guantitative assessment of demand and
supply of health manpower, determining the principles of financing of health manpower,
planning of the geographical distribution of personnel, management of health personnel,
and the detearmination ¢f its management tasks, determining the role ¢f HRH planning
within overzll health planning.

Supply of manpower can, in the firgt instance, bhe approximated viz the .
availability of training positions in schoels for medical and paramedical personnel. But
that, of gourse, is too mechanistic a procedure. Three further issues are important
here., Firat, the appropriate mixture of categories of health personnel needs to be
carefully planned. In octher words, the possibilities for substitution between these
categories need to be clarified beforehand. For instance, the respective roles of
traditional versus modern medicine, the roles of highly=-skilled medical personnel wversus
primary health care workers, and, finally, the role of self-care should be addressed, It
is5 evident that the appropriate substitution depends on the specific health need one
tries to satisfy. The iszsue of substitution iz closely linked to that of
cost-containment policies, In fact, gsubstitution pelicies Loil down to striving for
gcost=effective use of resources. HRE planning should also identify incantive
mechanisms for decision-makers {(e.g., fixed hospital budgets, allowing for some degree. of
competition between health care providers, etec.) that enable substitution peolicy teo
suggeed in pragtice., Secondly, the appropriate contents of training cught to be
studied. Here, we should emphasize that sufficient attention should be paid to health.
needs and health care for rural populatiecnzs. Thiz is not to deny that urban health care
is umimportant. Rather, any "urban bias" in medical training ought to be corrected
wherever necessary. Thirdly, thought sheould be given to devising the appropriate
incentives for health personnel. For instance, in order to improve supply of
parsennel and work efficiency, one should see to it that the monetary rewards and the
environment {at work and at home) for health personnel are appropriate. A case in point
iz the barefoot doctor acheme in China that came under stress after the introduction of
the "responsibility system™ (the system that links monetary reward to productivity)y. It
bacame mugh more rewarding for a number of barefoot doctors to work in the ag:;cultural
gsector, In ecenomic jargon, the opportunity cost of the barefoot doctor or his
"foregone benefits™ became too high. This then was one of the causes of the drop of
1.6 million barefoot doctors in 1975 te 1.28 million in 1986 (for a recent article on'
this issgue, see M.E. Young, Impact of the rural reform on financing rural health services
in China, Health Policy, 1989, 11, pp.27-42). Price incentives alsoc matter for the
mix of preventive and curative health services. If no specific payment or reward for:
preventive health services is introduced, preventive health services will suffer. Again,
the latter was observed in China.

'

In planning the demand for manpower, one should certainly examine first the
disease pattern in the country and its regions in order to forecast the needs of the
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population. Here, one should investigate whether the latter, maybe more "theoretical”
nesds, match the "felt” needs of the population. OQtherwise, distorticons may be built
into HRH planning too guickly. At this point also, substitution pessibilities between
categories of personnel ocught te be scrutinized. Of course, one should alsg take account
of the socipeconomic determinants of demand for health care and mappewer, For instance,
the pricing of health services may have an impact on the demand pattern. Also,

ingome or purchasing power is an important determinant of demand. Furthermore, the
quality of heaith services is lixely to affect demand. Note that quality ia

sometimes measured by attendance at work by health personnel. An example recently
witnessed in Mali was that of a health centre trying to increase the guality of certain
sarviceas by having essential drugs dispensed by a pharmacist at the centre itself,
Initially, demand increased but dropped later on after the pharmagist had been absent on
meveral oaccasions for a long period of time, Neglect of such factors in HRH planning may
contribute ta disequilibrium between demand and supply. Thuz, the arrival of new
specialized manpower in rural areas will not provoke intensive demand for its services,
if the gquality of servics is mediccre.

Planning the financing of health mapnpower ia an integral part of HRH planning.
Let 1s first make a distinetion between investment costs and recurrent ¢osts associated
with the medical training. The former comprise the fixed costs of the baaie training
and subsequent postgraduate training {(costs of buildings, training hoapital, medical
equipment, et¢.). The magnitude of thesé cests is usually rather important. Hence,
careful screening of the domestic financial capacity and of imternatienal aid is
necessary. Serious lack of financial capacity may well necessitate overseas tralming of
physiciens. Recurrent costs may be important as well. They consist of the vearly costs
dur to the maintenance of the training infrastructure. In addition, salariesz of training
perscanel have to be financed on a recurrent basia. Again, the potential of domestic
financing wersus international financing has to be examined.

There iz also the issue of financing the recurrent costs due to the
funetioning of health manpower, viz., salary costs. Which types of medical personnel
will be financed by the government’s public health budget? Will any salaries be financed
at the community level? If yes, what will be the system of cost-recovery?

Tha gecgraphical distribution of health manpower is another important element in
the planning process. All too often, the presence of health personmnel in urban areaz i
disproporticnate with respect to the population sexved. Reallocation towards rural areaz
iz to be enhanced. One solution which is sometimes suggested ia compulsory rural
service. The final aim of such 2 measure may be laudable. However, what will the
productivity of personnel be, once located in rural areas? The appropriate incentives
should he studied so aa to make such a measure effective. Fox instance, have material
incentives (pay, housing, poasibiliry for children’s education, etc.} heen worked out?
Are medical personnel allpowed to combine public sexrvice with private practice?

Ensuring effective health manpower iz certainly not confined to the mere "production”
of health personnal by the ducation system. There iz, f£irst, the subsequent need to
manage health manpower, once they take up their duties. They have to be given specific
targets (of guantity and guality of services) to attain. Henece, a task zchedule proves
to be imperative. While executing its duties, perzonnel needs to be effective, The
latter implies a zyztem of monitoring and evaluation. In other words, a asystem
of performanee measurement needs to be implemented (applied to malaria surveillance, see
5. Kaewsenthi, Cost and performance of malaria surveillance in Thailand, Social Sclence
and Madicine, 1984, vol. 19, no. 10). Given society’s basic investment in educating
medical personnel, this investment can be made even more profitable by upgrading
skills through short~term postgraduate training, for instance. In Section 6, we
provide some thoughta about the cost-effectiveness of alternative training programmes.
Secondly, management tasks by health manpower have to ke carefully developed. A
minimum amount of training in these management tagsks needs to be incorporated somehow
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in the graduate and/or postgraduate training. In Section 4, we will aexpand on the
management tazks for health personnel, Thizdly, HRH planning should certainly not be
isoclated from other planning procedures within health planning. oOne of the main
concerns here iz that along with HRY planning, complementary inputs should be planned
as well. For instance, allowing for the supply of health personnel without considering,
53y, the supply of pharmaceuticals and vaccines, will turn out to be inefficient. :

Let us also add here that from scciety’s point of view, HRH planning is a
worthwhile undertaking if it does not receive an excessive role within overall
socioagonomic policy. Indeed, health manpower is an input into health production, next
to other breoader inputs like nutrition, education, family planning, etc. This means that
government should strive towards an optimum use of health manpower and other rescurces,
In economic jargon, one would say that government policy =zhould take account of the
opportunity costa of altexpative (medical and non-medical) investments in health. Wa
ramind the reader that the opportunity ¢ost consists of the foregone benefits by
allocating resources towards a particular project or investment. This means then that
health manpower pelicies are beneficial if their benefits exceed the benefits of
alternative resource usasg,
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ABSTRACT
ECOMOMIC AFPPROACHES IN HEALTH MANPOWER PLANNING

by Profesaor Nigck Bosanguetr
Royal Holloway and Bedford New College
University of London

Health servicea face a serious loss of confidence at all lewels and in most
countries. Poliey-makers ace them as a form of consumption rather than investment and
are cenecerned with rising cests. 5taff in health services arxe an aging local workforce
with poor metivatrion. Patients are congerned abeur lack of quality. Health aservices are
the ralative wheo came to stay : unwanted but alwaya remained there.

Current aasscciations are with "cost™, "deficit", "gueue™ and "programme failure™.
Tha papar looks at ways in which the assogiation could be changed to “aucceaa",
"eonfidence" and "performance™. Any plan for improvement has to start from a realistic
view of the specific problems of mature health services. ©On the supply side, the stock
of trained manpower becomes more important relative to the flow of new entrants. Staff
nave high seniority but low motivation and may be affacted by promotion blockages.
troblems of staff retention and wastage become more important - and there i3 often
pressure to increase the academic level of basic training, further reducing the supply of
new antrants,

Demands become more varied as well as growing. These are likely to be particular
pressures in a mature asyatem from new developments of hospital careg in urban areas. The
private sector may be expanding and costs are rising as budgets are cut. Such a mature
system may be faced with a vicious circle where rising costs are met by redueing service
standards which erode confidence and lead t¢ further reductiecns in budgets. In such a
context, what would be a three-year plan to raisge useful service activity by 10 per cent
with the game real funding angd manpower? The problems of a mature system threaten the
achisvement of health targets set ocut in Health Fox Ali by the Year Z000. What would be
a productivity based approach to creating resources?

Such an approach would start from six key questions which form an auwdit of a health
manpower aystem:

What are the aims of health services?

Which managers are regsponsible for achieving them?

How are resources geoing to be generated for investment?

What are the key performance indicators?

Do we know how many people we employ and what their askilla are?
Are there some small feasible steps in improving staff conditions?

These gquestiens can be linked to six apecific changes which are at the heart of a
productivity basis approach.

1. Aims and targets for improving health and prometing activity can be set on an annual
basis.

2. Executive or general managers can be given responsibiliry for reaching the targets
and the incentives to do so.
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3. Cost improvement programmes can generate resources for investment, In all gountries,
changes in patterns of settlement and of disease create pressures towarzds investment in
new services and the development of new sites : yvet mature systems become more
inflexible. There could alsc be jeoint initiatives with the private secteor and with aid
agencies to create a margin for investment.

4. A simple information system can be developed on staffing and worklead. For clinies,
this can be in terms of attendances and for hospitals in terms of throughput and length
of stay. Measures of patient dependency can also be developed in hospitals. Such a
system ¢an produce "performance indicatoers™ for ¢linices and hospitals and can also he
used for staff allocatien.

5. A simple data base on staff can be developed creating for individuals a computer file
which 1s continuously updated by events such as post-baasic training, transfer and
promotion. This can be a useful inventory of the skills already available to health
managers.

6. Personnel practices can be improved =¢ a3 to establish a more pesitive approach to
human resources management. Job descriptions and schemes of service can be updated 50 as
to give pecople more information on working conditions and gareer prospects. There wouwld
be movement towards greater choice in the transfer system and a phased programme for
improving staff accommodation. Improving transpert is vital to better use of staff time.

0f these changes, the first three are absolutely essential te the immediate

improvement of health services and it is hard to see how standards ¢an be maintained
without them in the face of rising cost and declining performance such as mark a mature
system., Unless managers have aims to work towards, and incentives to reach them, health
serviges will experience a decline in their local preductivity. Unless some resources
are freed for investment, established patterns of service are likely t¢ become less and
lezs relevant to the needs of the population. Health services c<an only improve their
image and their record of success if productivity gains are used to finance new high
benefit programmes. ‘

In a mature system, changes on the demand side of manpower planning become more
important relative to the supply side. The focus shifts from increasing ftotal numbers o
securing better utilization of existing staff time. Health services have to become more
effective as primary employers., But there are alse some important degisions in supply
planning, Sensgible degisions can be taken on the long-term structure of the nursing
profession to retain the pyramid with a relatively small number of highly qualified staff
at the top. There are many pressures to squeeze out the middle group of enrolled nurses.

There ¢an alge be more cost-effegtive mixes of investment ¢oncentrating on training
of less qualified ataff and more detailing analysis of labour supply and means of adding
to it, through use of part~time staff especially in larger cgities. Approaches to
planning based on population raties are ingreazingly irrelevant,

Policy for the supply side comes to be about retaining and motivating existing staff,
mapplng possible sources of supply and ensuring that past investment in human capital is
wsed effectively. There are a number of specific steps which employers can take to
influenge training programmes apart from the policies already mentioned for setting the
context and for ensuring better use of existing stock.

1., They can shift the balance of training towards in-service and post=-basic training
which has much greater flexibility and gapacity for contributing to immediate
manpower needs. In the past, post-basic and in-servige training may have accounted
for, at most, 10 per gent of expenditure on training. It may well bhe desirable to
shift policies so that 30 per cent of total expenditure is accounted for by
post-basic and in-service training.




WHO/EDUC/89.155
Page 390

Annex D

Z. wWithin such a contewxt, it will be possible to develop training programmes for smaller
groups of staff which may prevent particular bettlenecks. S5Specific shortages may be
taken for problems of general shortage. For example, there may be shortages of
midwives with particular training required to work in rural areas. Within the
hespitals, there may be particular shortages of staff to work in operating theatres.
Ar demands become more complex, supply policy comes to be about supplying a number of
different groups in order teo ensure a balanced staffing atrusture, rather than simply
about adding to the supply of persennel gqualified to a basic lewvel.

3. Finally, there may well be a strong case for recruiting aides to give support to
trained and qualified personne)l. This approach is particularly relevant for nurning
staff, where support from pertering araff and nursing aides may save many hours of
trained nursing time : but it iz also relevant for other gtaff such a8 pharmacists
and acientific technicians.

llealth services face radical changes in budgetary outleok and in public
expectations. The era of rapid expansion in funding and staffing 13 drawing to a claze
and even where growth continues, the increment is a reduced proportion of total
staffing. The paper sets out the characteristics of a mature manpower system in health
services. Issues of motivation and of managing staff time effectively become more
important, as staff are under pressure to meet rising public expectations. The paper
sets out the main elements of a three-year plan te secute measurzble improvements in
health zervice performance, and which will take account of these new challenges on the
demand =ide.
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ABSTRACT

HEALTH MANPOWER IMPLICATICNS OF HEALTH INSURANCE DEVELOPMENTS
IN EURQFE AND ASIA. MUTUAL LESSONS?

by Professor Dr Detlef Schwefel
Gesgellachaft £ir Strahlen- und Umweltforschung mbH
MEDIS Institut fiir Medizinische Informatik und Systemforschung

European trends: Almest all European countries are now covered by far-reaching
non-profit health insuzance schemesz within & broader context of social insurance. The
extension of the coverage of social insurance including health insurange in Eurcpe more
or less followed the pattern below:

(1) from workers to nations:

(2)  from accidents to unaemployment ingurancea;
(3) from voluntary to compulsory insurance;
(4) from contrel to confidence and right;

{5) frem cash to kind;

(6) from workers t¢ the self-employed;

(7Y from poor to xich, fxom weak to strong;
(8) from self=-help to institutions:

(9) the state plaved a rather unclear role;
(10} political parties plaved a rather undetermined role:
(11) socioceconomic factors were not decisive;
(12} diffusion was not a major factor.

Asian trends: Asia hag some particularly interesting health insurance plans. Starting
about 10 years age in 2 predominantly private-provider system with high sharxes of
out-of-pocket payments by the consumers, full coverage by national insurance is expected
to have been achieved as early as July 1989 in the Republi¢ of Korea, Thailand’s health
insurance iz organized differently: a mmltiple system has been complemented by a
voluntary health c¢are programme which mainly benefits the rural self-employed. The
Fhilippines are now discussing options for extending the goverage of health insurance to
the more than 30 million Filipinos not yet covered. Thesae three Asian systems add some
interesting and complementary as well as correcting features to the 12 tendencies of
public or national health insurance development encountered in Western EBurope.

(13) from free riders to participants due to co-payments and deductibles;
(14) from siow development to rapid change as in the Korean case;

(15} from compulsory hack t¢ voluntary partigipation as shown in Thailand:
(16} from disease to health to development in the same system;

(17) from research to informatien about health and health ¢are;

(18} from information to management of health care;

(19) the dialectics of progress will benefit many a country.

These trends show that developments may have different paths in spite of some
universal uniformity, and that we can learn from each other although we also could and
should try to feollow new and innovative wavys.

Health personnel guality implications: The trends of public or national health insurance
in Eurcpe and Agia have 2 bearing on the gquality of health personnel. A very broad
knowledge and understanding in social sciences, management, economics and information is
reguired to cope with our tasks ahead. We would also get this result when analysing
trends in morbidity, demography, technology, etea.
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Training gourse material: Tt i3 in the areas below that WHO Headguarters and some of itz

Regional Offices and their collaborating centres have developed and tested courses for
training and upgrading health peraonnel to be able to respond to sctual needs.

- Health parsonnel planning: The WHO "Guidelines for Health Manpower Planning™,
developed by Dev K. Ray et al,, were assessed rather positively by the participants
during four seminarg in Portugal. Evaluationsz show that the "Guidelinea" are a very
good inatrument £or training and retraining professionals. Even a relatively close
adherence to the training modules provided - with only minor natieonal medifications -
leada to convineing results,

- Bealth management.: Some time ago, the Managerial Process for Natienal Health
Development (MPNHD) was cne of the favourite issues promoted by WHQ, Even from its
unanguration, it was questicned whether this process was not too technocratic and
top-dewn oriented to cope with pluralistic political structures and policy issues.
8imply preparing a plan document would net suffice. Rather, an iterative and
interactive proc¢ess of continucusly linking the main issues of strategic management
would be more relevant. Based on szeveral German-speaking experiences of adapting
MPNHD, future plans include more health orientation of poligies and the tools
neceasary for pelicy formulatien, implementation and evaluation, such as nealith
systems indicators, management information systems, and acenario technigues. There
3eems to be a considerable felt need for courses which exemplify such iterative and
interactive problem-solving cazes.

- Health econcmics: Az recent surveys have shown, health economics is a subject that
attracts widespread interest and action in many countries. Training modules for
health economics have been developed by @ large group of health professionals. After
considerable debate about content and form, the modules now cover the following five
topics:

- relationship between the health sector and the economy;

- health policy implementation and performance;

- encouraging efficient behaviour by consumera and providers;
- priority-setting and strategy selection:

- equity, equality and reduction of status differentials,

Some Eurcpean countriés eagerly took up the modules. Ewven though a proper evaluation
is still missing, the health economics modules of the WHO Regional Office for Europe
are certainly a highly impeortant contribution from Europe to improve the gquality of
human reaourges for health elsewhere az well.

- Health {management) information: One especially impartant bottleneck for gaod
planning and management iz the scarcity of good and relevant data in a situation
where too much useless information is available. Training material is to be
developed zoon.

Conglusion: Improving the gquality of available humam resources for health by relevant
zhort-term courses is certainly an essential step to a reascnable personnel policy.
Longer-term public health trazining courses such as are offerad, for example, in
Baltimore, Liverpocl, Londen, Manila or Nairobi, might be even better provided that they
really address the issues menticned here in sufficient depth and length. Nevertheleass,
there are certain opportunity ¢osts. In some casmea, it might be much better to think
more intensively about the proper profeasional mix in health institutions.
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ABSTRACT
HEALTH POQLICY CONSIDERATIONS IN HUMAN RESQURCE DEVELOPMENT
Frofeasor Jonathan Lomas

Centre for Health Economics and Poligy Analysis
Health Sciences Centre
McMaster University
Hamilton, Ontarioc, Canada

The role of the public sector is firmly established in the health care systems of
most developed countries. In some, thera are rallying cries for a return to a greater
private sector role, but the recognition of access to health care, or even access to
health, as scomething of general public interest and of societal value, makes it unlikely
that the dominant role of the public sector in health care systems will be significantly
ercded. Specific policies vary but the genéral intent is to bring private interests
under publie contrel,

The transition from private to public ghiectives has not yet really taken place foz
the health care systems of most countries. In much of the developing world, it is still
early encugh in the development of the public role that valuable lessons can be learnt
from the developed world's mistakes. fThere are three main areas of lessonz for the
transition, all of which are closely connected to the fact that the increaszing governmgnt
invelvement inevitably requires committing a signifigant proportion of public funds to
health care in the future,

First, the use of demand, through current utilization data, that is unadjusted for?
its misrepresentation of need is an inappropriate planning objective. The appropriate
objective is to plan on the basis of priority health ¢aze needs which, although difficulc
to measure, will target planned investment in manpower types and numbers to the optimal
arfay for maximum return for the health status of the population.

Second, when the system is fully private, then it may be no concern Lo government if
individuals choogse to use for a service an over—qualified (and therefore presumably
over-priced for that particular service} provider. However, with significant public
funds in the system, greater consideration of the most coat-effective personnal for a
particular servige iz warranted.

Finally, o¢ne does not merely wish wish to have medical care equally avallable because
it has n¢ value except insofar as it preoduces health in the populatien. Therefore, it is
safe to assume that what is really desired for equity is comparable health across all
income and geographic diwvisions - Health For All. Egquitable access to care is merely a
convenient marker for this ebjestive, but the ultimate goal must still be equitrable
health ac¢ross ingome, sccial and geocgraphic divisions.

Not surprisingly, the focus on individual patient encounters, and the econcomic
interests presented by private systems, actually discourages consideration of the broader
picture which is required to address the three issues ocutlined above.

In terms of policy areas that can be used to bring about this transition, human
resource development is most often thought of 23 only a series of educational policies
for ascertaining the appropriate numbers, training mix and supervision of personnel. It
is, however, a far broader policy area than this, as implied by the above required
transitiens. In addition t¢ the health manpower planning and supply area which has
historigally been thought te capture the entire field, there are two additional separate
but highly interdependent policy areas of impartance : the governance and regulation of
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health personnel, and the financing incentives and organizational structure of the
jystem. Many of the problems of human resource development for health gan be attributed
as mugh ox more to the failure to recognize the importance and interdependence of all
three of these areas, ag t¢ the failure to promulgate appropriate policy in the manpower
planning and appropriate policy in the manpower planning and supply area. It iz these
three policy vehicles that can be used to bring about the transition in objectives.

Gevernance structures provide primary profesaions with monopolistic self-regulatory
rights which facilitate exclusion of other groups from their domains of activity. The
public or government rele is most often handicapped by the fact that they do not diractly
control the governance ztructures that allow for such protectionist professlonal
policies. Gaining seme control over these govarnanca structures i3, therefore, one of
the vehicles that must be sought in changing health care system objectives from private
to public interests.

Much of the human reseurces planning in health care mirrers the assumption of private
rreferences as the determinant of policies by basing projections of future reguirement on
extrapolation of current demand for services. Underlying this planning iz the assumption
that manpower should ba produced in the numbers and mix required to continue the current
pattern of privately negotiated prxovision, even if that includes unnecessary services or
use of inappropriate personnel for some serviges. The attraction of this "demand-based"”
appreach is in the ready availability of data on current utilizatien levels which, with a
manipulationa for productivity levels of the various categories, can be used as a proxy
to measure the demand (read requirement) for manpower. An alternative, but
methodolegically more challenging, approach is to make the planning "need-based”. The
agsumption underlying thias approach is that government has the responsibility to produce
only the rumbers and mix required to most cost-effectively prevent or service those
episodes of 111 health that can be resolved by health care interventions. The
requirement for manpower is then related to {a) epidemiclegic measures for the leval and
natura of ill health among the population; (b) eclinical studies which define what
effective interventions exist for that ill health; and (c) studies of the most
cost-effective personnel who ¢an deliver those services to prevent or treat that i1l
health.

Finally, any syatem of financing health c¢are will provide certain incentives.
Sometimes, thesa ineentives will be toward the appropriate use of manpower, while otherx
incentives may work against desirad manpower roles. These financial incentives will
affect both who gets used and at what levels of use for particular health problems. As
public and governmental roles become more comprehenzive (and as cost-containment concerns
emerge), partigular attention sheould be paid to such incentives as possible policy
avenues to achieve a more efficient use of the existing peol of health manpower.,
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Tllugtrative countrv=specific problems upnder each

roa r £ noern

{(based on country reports)

(1) Human resource jpput mix

1.

0.

Under-untilized health facilities due te lack of certain types of medical
personnel; inadeguate supplies of drugs, equipment and maintenance of health
facilities; ratio of physicians to paramedics disprepoertionate (Bangladesh).

Poor mix of staff in rural areas - many facilities are staffed by junior and
unskilled nurses. Urban hospitals are overstaffed while rural facilities are
understaffed (Gambia).

Nurse shortage hinders expansion of MCH and EPI services in ruxal areas; lack of
skilled staff at secondary facilities to attend to referrals and supervise
primary level services {Gambia),

Inadeguate number of docters and purses; inadequate gquality of some personnel
(too old or lack of professional qualifications) (China).

Inadequate number of doctors, many vacangies unfilled (Fiji).

Staffing based on standard ratios rather than on utilization of facility,
leading to maldistribution of manpower; insufficiency of drugs and
non-availtability of complementary inputs, i.e., radiclogy and surgezy
specialists (Indonesia).

More than 60 percent of operational cost of rural services are accounted for by
salaries of personnel. These salaries are indewed. Hence as salaries increase,
the share of other expenditures are reduced thereby affecting input mix.
Overstaffing and understaffing at some facilities, hence the need to =atudy
staffing mixes (Papua New Guinea).

Inappropriate mix of high, intermediate and auxiliary level pergonnel
(South Korea),

Shift to primary care system necessitated shift in manpower input mix, Overall
cost of physiciang decreased but overall cost increased due to the increase in
the number of perxsonnel working in PHC centres and the increase in salary of
phyaicians and nurses due to extended working schedule (Spain).

Introducing new categories of care providers for the growing elderly population
{(Japan) .

(#) Production of human respurces for health

1.

Impbalance of human resourges such as co-existence of overproduction of
physicians in general and undersupply of services generated by physicians for
specific population and for geographic areas (Bangladesh, Japan, Philippines),

Training in secondary medical educatien inadequately equipped in facilities,
laboratory and housing accommodatioen for both students and teaching staff.
Reforms governing curricula in medical colleges and secondary medical schools
are being implemented. Short-term courses through television and ¢orrespondence
have been organized to supplement regular training (People’s Republic of China).
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3.

T.

Declining guality of medical education due to daeline in teaching staff.
Nurzing training not oriented to community health aspects (Ghana).

Medical education characterized by increasing orientation towards specialization
in gurative services. Training of doctors not adapted te the needs of the rural
areas particularly in the field of preventive and promotive health. Need to

review medical and health education, curriculum and training programmes {India).

Exceas supply of paramedics. HNeed to clese zchools of nursing selectively by
enforcing acereditation standards (Indonesia).

Lack of physicians in the rural areas partly due to the content of training and
currigulum (Japan}.

Need for better learning expericences and materials for the medical and nursing
students teo enable them to adapt their skill to the country’'s hcalth needs
{Thailand) .

Shortages of nurses and midwives due partly to lack of teachers in addition to
lack of ingentives and premotien plansz (Jordan).

Training structure not suitablie to needs: more doctors are trained but not
enough nuracs. HNeed to examine quantity of production and quality of educarion
{Lhacs) .

{3) Managerip] efficiency

1.

Centralized system of management for budgetary, personnel and support syatems
leads to a host of problems including diffigulty in implementing and monitaring
programmes naticonwide; difficulty of sztaff control, accountability and
supervigzion; and unreliable supplies of drugs and other supplies.
Decentralization has been initiated with the creation of three health
administrative regions each with a management tesm (Gambia).

Lack of career ladder to higher level training as an incentive for all
categories of health personnel {(Bangladesh).

Lack of incentives: long hours and low pay (Fiji, Hungary).

Inadequate salary, housing and social amenities in rural areas, lack of career
prospects, lack of job description and geoal setting (Gambia).

Lack of arrangements for career development of profeasicnals (India, Indonesia).

Tnadeguate data on perscnnel, on demand and supply of persgnnel (Philippines,
Republic of Korea, United Kingdom),

Poor supervigion of health personnel leading to poor guality of performance
{(Fapua New Guinea).

Existing human resource lagislation often preventsz full utilization of human
resources (Thailand) .

Inappropriate coordination among faeility planning, logistic support,
cperational budget and human reszoures, which leads to managerial inefficiency
(Indconesia) .
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(4) Health gare servige gtryuchture, focus apd utilization
1. Uneven distribution of health services and personnel by region, by rural-urban
areas (all ¢countries).
2. Large amount of regources in rural health services are geoing inte curative
sarvices (Papua New Guinea).
(3) Qrganiszation of health care serviges
1. Inguraneg ¢overage will induce high demand for services; need to plan the
utilization of health personnel (Republic of Korea).
2. Nead for health care financing as hospitals become autonomous; need to dev1se
payment schemes for the poor (Gambia).
3. Nead for supplemental funds from the private sector to meet costs of health caze
and training of health perscnnel (Bangladesh).
{6) Intergectoral allocation of publie rescurces
1. Limited budget for medical education; need resources to improve school
fagilities (China).
2. Publi¢ rescurcesz for health highly sensitive to economic performance, During

the egonomic ¢risis, budgetary alleocation for health declined as a proportion of
the total budget (Ghana).

3. Need for more allocation to health sector. Low priority of health sectar and
other social sectors relative to other sectors (Papua New Guinea).

4. New problems arise in terms of resource allocation for health when government
structure is degentralirzed, The health sector is often too weak to compete with
other aectors {(Indenesia, Papua New Guinea). :

Note: This annex reflects only the views of participants expressed in the country reportsa
23 well as in their presentations and does not represent the official views of the
country concerned.
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Proposed gountry plaps of acgtion by participants
Planning Managment Policy
Bangladeah Studiez on skill mizx, Review of human resource
behavigural analysiz and policy basad on findings
utilization of atudy
China Eztablishing policy on
alternate financing
mechaniam to exparnd
production of human
resources through national
policy workshop
Congo Feview of poligy on use of
mid-level human resources in
community
Ethiopia Overall hasalth manpower Human resource policy review
planning, including need/ ekjectives and zetting
demand analysis egonomic appraiszal of
variouszs policy optionsa
Fiji Policy on hoth short- Training of human {long term)
and long—térm bazig ¥e3ource mManagers Review of human rescurge
{short term, i.e.., legislators
filling vacancies) Examining incentive
schemas for health Appraising wvarious financing
werkers mechanisms to ensure
monetary resources Lo
support human resources
Gambia Human resource planning Review and change of human
with apecial emphasziz on resource policy bazed on
shortage, maldigtribution planning exercise
and high dependency for
expatriate staff
Ghana Methodological development bevezlop policies to prevent

of gualitative aspects of
human resource policy

brain drain
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Froposed country plans of action by participants

Planning

Managment

Policy

Hungary Training in health Changs in financial
sactor management meshanisms in health sector
to ensure capital/manpower
balance
Review of wage policy in
health secter (salary by
productivity}

India Review of human resource
policy with special
reference to mid-level
workers, career gdeveloprent
and incentives

Indeonezia Study on health manpower Study ¢n national mechanism

mix on recurrent cost of to strengthen human resource
human resources policy while decentralizing
policy responsibility

Japan Study on alternative Review and change of

human resources for care existing regulations to.

of the elderly support alternative
provisien of services for
the elderly

Jordan Human resource planning

for nurses

Lao Studies on health Raview and change of human

People’s manpower mix, low regourcsa palicy based on

Demogratic produgtivity and results of study

Republie maldistribution

Myanmar Developing new planning Better policy coordinaticn

toels which look at
optimal “Health Manpower
Mixz"

by eztabliizhing HMD
¢coordinating committes

Rescurge Allocaticn Change
on the bagsis of .
recommendations of committes

Mational Workshop on Human Resource Peliey with special reference to

"Health Manpower Mix™
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Froposed country plans of action by participants

Flanning

Managment

Policy

New Zealand

Increasing linkage
of health policy-
makers and health
profeasionals in
eqonomics

Papua
Netw Guinea

Review of present
decentralized
management of mid-
level workers

Fhilippines

Feview of present
incentive zcheme and
working conditions

Review of present policy

on human resource
regulations to increase
servige provision by private
zector

Republic Human resource planning rReview of human rescurce

of Korea of PHC providers pelicy after full coverage
of health insurance scheme

Spain Raview of labour Establish human resource

relations in health
zector

policy

5ri Lanka

Review of existing human
resource policy to ifncreage
productivity and alleviate
maldistribution

Thailand Study on task and Review of human resource
productivity analyszis for policy
mid-lavel workers
Review of human rescurce
Study on impact of zocial legiszlation fto ensure
insurance on health policy degcizion
manpower planning
United Cellecting information Developing model for Review ¢f human regource
Kingdom and developing indicaters human resource policy by project group

managemnsnt

Note: Thias table reflects only the views of participants during the Seminar and does not
rapresent the offficial views of the country concerned.




