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AAssiiaa  PPaaccii ff ii cc  AAcctt iioonn   AAll ll ii aannccee  oonn     

HHuumm aann   RReessoouurr cceess  ff oorr   HHeeaall tt hh   (( AAAAAAHH))   

 
BACKGROUND 

 
The Asia Pacific Action Alliance on Human Resources for Health (AAAH) is a 

regional partnership mechanism established in response to international 
recognition of the need for global and regional action to strengthen country 

capacity for HRH planning and management. The AAAH is part of a larger 

movement to enhance HRH development as articulated in documents like the 
Kampala Declaration and the Agenda for Global Action.  It was established in 

2005, with 10 founding members. The AAAH membership was further 
expanded to include sixteen countries: Bangladesh, Cambodia, China, Fiji, 

India, Indonesia, Lao PDR, Myanmar, Nepal, Papua New Guinea, Philippines, 
Samoa, Sri Lanka, Thailand and Vietnam. Mongolia is the new members what 

is just join AAAH in August, 2011. 

 
AAAH coordinates partners for their joint effort at advocating for the HRH, and 

provides technical support, and augments country-level HRH development 
through regional collaboration.  It aims at ensuring sustained commitments to 

addressing HRH needs through research, funding, and policy development. 

AAAH members have selected four priority areas that demand attention over 
the next five years: advocacy, monitoring, research, and capacity building.  

   
One main activity of AAAH is to organize the AAAH annual conference on a 

specific theme to share country, regional, global experiences through 

preparing and presentation of country case studies. The previous five AAAH 
annual conferences were held in Thailand, China, Sir Lanka, Vietnam, and 

Indonesia respectively.  
 

The Asia-Pacific Action Alliance on Human Resources for Health (AAAH) is 
organizing the 6th AAAH conference in 9-11 November in Cebu, the 

Philippines. The theme of this Conference is ñCapacity Building  for HRH 

Management and Development to Support Universal Health 
Coverage ò. 

The Conference aims  to review the current HRH situations within their 
countries, interventions for specific HRH problems, and lessons learnt from 16 

AAAH member countries and other participants in addressing all sub-themes of 
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the Conference such as HRH master plan formulation and implementation, 
HRH managing the rural retention, HRH education, HRH production and 

increasing capacities for HRH knowledge generation and information 
management in order to better support the  movement towards UHC.  

PARTICIPATION  
Participants will be drawn from 16 AAAH member countries, and from different 

countries, in particular Asian region. A minimum of 2 -3 participants per AAAH 
member country, depending on budget availability, and experts f rom various 

international development partners, academic sector are expected to 

participate the Conference. For each country/region a multi -stakeholder team 
will participate, which may include various interest groups such as the Ministry 

of Health, professionals, academia, government, non government organizations, 
and the private sector. It is anticipated that around 200 participants will attend 

the conference. 

THEMES 

 Capacity Building for HRH Management and Development to Support 
Universal Health Coverage 

 
SUB-THEMES 

¶ Dialogue on HRH management challenges to achieve Universal 

Coverage 

¶ HRH education in the 21st century 

¶ Managing HRH education to support Universal Health Coverage 

¶ Scaling up transformative education 

¶ Leading towards health workforce development at country level  

¶ HRH master plan formulation and implementation 

¶ HRH rural retention strategy and motivation  

¶ HRH initiative and management 

¶ AAAH: the way forwards for the next 5 years[2012 - 2016] 
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WWeellccoomm ee  AAddddrr eessss  aanndd  KKeeyynnoott ee  SSppeeeecchh   
  

 

 
 

 

 
 

 
 

 

HHoonn ..  GGww eennddoollyynn   FF..  GGaarr cciiaa,,  

GGoovveerrnneerr  ooff  CCeebbuu  PPrroovviinnccee  
 

  

  HHoonn..  MMiicchhaaeell   RRaamm aa,,  

MMaayyoorr  ooff  CCeebbuu  CCiittyy  

 

DDrr ..  NNeemm eessiioo  GGaakk oo,,  

AAsseecc..  ooff  tthhee  

DDeeppaarrttmmeenntt   ooff  HHeeaalltthh 

DDrr ..  MMaannuueell   AAgguu ll tt oo,,  

CChhaanncceelllloorr,,  UUnniivveerrssiittyy  

ooff  tthhee  PPhhiilliippppiinneess  

MMaanniillaa 
 
 The governor welcomes all participants to the Philippines and Cebu 

city. Cebu is one of the most developed provinces in the Philippines, with Cebu 

City as the main center of commerce, trade, education and industry in 
the Visayas. Cebu, warmly welcomes all participants to the conference and will  

share the participants determination and passion in strengthening Human 
Resource for Health (HRH) to achieve Universal Health Coverage (UHC). 

 
 The Philippines Department of Health always realizes the importance 

of HRH development in order to make Philippines achieve UHC. According to 

the Philippine context, human resources for health refer to those engaged in 
the delivery of various health services to promote and maintain the well -being 

of the people, and, thus, include ñprofessionals, paraprofessionals, community 
health workers, support health workers and traditional healers, including the 

totality of their skills, knowledge and capabilities for national health 

developmentò. To ensure quality health service delivery, an adequate number 
of competent human resources should be deployed, equitably distributed and 
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effectively managed. The vehicle for attaining this goal is through a sound 
HRH planning, HRH management and HRH development.  This requires an 

interdisciplinary, inter -sectoral and multi-service approach from key 
stakeholders ranging from providers of health goods and services to 

consumers of such goods and services; and encompassing a range of activities 

from recruitment to deployment, to utilization of health personnel, as well as 
ensuring an adequate national supply of health care providers and retaining 

them in the service of the country.  
 

 Therefore, the conference is an excellent opportunity for the 
Philippines to learn from partners in the Asia-Pacific region as well as other 

HRH experts from all over the world.   

 
Opening Address:   

 
 

 

  

      DDrr ..  JJuunnhhuuaa  ZZhhaanngg,,  

            AAAAAAHH  CChhaaiirrppeerrssoonn  
        DDrr ..  SSuuww ii tt   WWiibbuu llpphhoollpprraasseerr tt ,,    

SSCC  aanndd  OOCC  AAAAAAHH,,  MMOOPPHH  TThhaaiillaanndd 
   

 
 

  

DDrr ..  BBuuddiihhaarr ddjj aa  SSiinngggg iihh ,,  

WWHHOO  SSEEAARROO  
DDrr ..  RRooddeell   NNooddoorraa,,  

WWHHOO  WWPPRROO 
DDrr ..  AAkk iikk oo  MMaaeeddaa,,  

GGHHWWAA 
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AAAH : ñRegional Network ò for HRH Development  
 

 Our present world faces many health challenges, old and new: from 
environmental hazards and natural disasters to disease outbreaks, including 

the H1N1 pandemic.  An ageing population with increased number of chronic 

diseases is putting further strains on the health system.  At the same time 
people's expectations of healthcare are rising: they demand that health 

services should respond to their health needs and provide timely access to 
high quality and people-centered care.  

 
 Our ability to confront these challenges and expectations depends 

largely on the strength of our health systems. A critical building block of our 

health systems is the health workforce; they play a crucial role in ensuring 
delivery of quality  health services that ultimately save lives. Human resources 

for health (HRH), however, face the persistence of health workforce 
shortages, inequitable distributions and financial constraints.   

 

 The World Health report of 2006 marked 57 countries in a HRH crisis 
due to critical shortage of health workers. Compounding this issue are the skill 

imbalances in terms of numbers and distribution. Poor working environments 
ï including low salaries and inadequate supplies ï mean that Health cannot 

attract and reta in sufficient numbers of skilled workers. This is most 
pronounced in remote areas where communities and health systems are most 

vulnerable.  Underlying all issues is a weak knowledge base of health 

workforce that hinders the delivery of quality services.   
 

 There is a goodnews that solutions to these problems are proposed. 
However, the bad news is that there are no shortcuts. The answers involve 

sustained and committed efforts from each one of us and the networks that 

we establish with partners. Clearly, t he work is beyond the ministries of 
health. We will need to work with other ministries to forge solutions to these 

challenges. 
 

 Fortunately, there is a stronger global and regional realization that 

more needs to be done. The Regional Committee in 2006 endorsed the WHO 
Human Resources for Health Strategy (2006ï2015) to better address these 

serious human resources for health constraints. To accelerate the 
implementation of this, the action framework for 2011 -2015 was developed 

and this has been endorsed in the recently concluded RCM last October 2011. 
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 Regarding the action framework, there are 4 key result areas: (1) 
health workforce strategic response to evolving and unmet population health 

and health service needs, (2) health workforce education, training and 
continuing competence (3) health workforce utilization, management and 

retention, and (4) health workforce governance, leadership and partnerships 

for sustained HRH contributions to improved population health outcomes. 
Given all the tools which are available for the human resources for health, we 

will be closely working with Member States, partners, institutions, networks 
and stakeholders, to arrive at strategic, operational and cross-sectoral 

interventions that will ensure the priority needs of the peo ple we serve and 
should come with realistic approaches.  

   

 Asia-Pacific Action Alliance on Human Resource for Health (AAAH) is 
an example of successful organization arranging the conference where many 

experts from all over the world have eagerly attended  and participated in this 
conference.  

 

 Since it has been reported 6 countries out of 11 countries in the SEA 
Region experiencing of critical shortages of HRH, with less than 2.28 per 1000 

population, and most of the countries are facing mal -distribution of HRH 
especially in the rural and remote areas and  weak coordination between 

production of HRH and capacity for employment, the conference theme 
focuses on ñCapacity building for HRH management and development to 

support UHCò which is really timely and very strategic with regard to the time 

left for the achievement of the MDGs target in 2015.   
 

 The notion of universal coverage (UC) is interchangeably used with 
universal access for health. However, ñcoverageò differs from ñaccessò in that 

having access to health care does not automatically lead to coverage without 

creation of ñneedò or ñdemandò and affordability to gain the services need. 
Equity and social justice should be the main values to guide our efforts in 

moving towards UHC through health system strengthening based on Primary 
Health Care (PHC). This means to ensure that the poor and people who live in 

remote and hardship area, have access to quality care without experiencing 

catastrophic expenditure. This should be our main aim. The other important  
aim is to mainstream public health in appropriate balance with medical care. 

This logic arises from the fact that focusing on health promotion and disease 
prevention that are the prime tools of public health interventions, is 

substantially more cost-effective than focusing on medical care in reducing the 
disease burden. Hence, it follows that UC should cover both medical care and 

public health, which, however is not the case in many instances.  
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 Due to the complexity of the Health Work Forces (HWF) development, 
capacity building for HRH Management and Development to support the UHC 

is essential that ensures the provision of the right number of personnel, in the 
right places, in the right combination, at the right time, with the right attitude, 

providing the right services, in the right quality and at an affordable cost. 

WHO-SEARO/WPRO will always support AAAH in addressing those issues, such 
as, through RC resolution SEA/RC59/R6, in which it is explicitly request the 

regional director to support the existing regional partnerships and networks, 
such as, the AAAH on HRH, in exchanging knowledge, and tools related to 

HRH planning and management, and in fostering south to south collaboration 
in health workforce development.  

 

AAAH: ñAction Alliance ò on Trust -based Relationship  
 

 The active movement of AAAH involves active participation of several 
countries both in the South -East Asian Region and the Western Pacific Region.  

This conference is not only represented by people from the ministry of health 

but also from the supply side of the human resources for health --education 
sector, and the research sector--, as well as, resource persons from several 

organizations, and the development partners.  This shows harmony in working 
together on a basis of multi -sectoral approach, which is an important factor to 

achieve goals of the AAAH. 
 

 The AAAH is not only ñtalking allianceò, in fact, it is an ñaction allianceò 

where countries work together, learn from each other, and generate 
knowledge in HRH development to their own countries. The AAAH is the only 

regional HRH organization in the world that works collegially under trust -based 
relationship. The growth and value of the AAAH is not derived from money, on 

the contrary, it is derived from trust and public spirit.    

       
 The deliberations and discussions in the next three days will be fruitful 

that provide important inputs for the joint workplan, which can be 
implemented for the improvement of human resources for health. This benefit 

will not only contribute to our regions but also to all over the world . 
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SSuumm mm aarr yy   ooff   HHRRHH  ssii tt uuaatt iioonn   iinn     

AAAAAAHH  ccoouunntt rr yy   mm eemm bbeerr ss 
 

 The AAAH secretariat gathered and synthesized key information from 

the reports submitted by the 16 AAAH members between October, 19 th, 2011 
and November, 2nd, 2011.  This document is an input for discussion in the side 

meeting between the steering committee and focal points in November, 8 th, 
2011.  

 

 Since there has been a huge global movement towards Universal 
Health Coverage (UHC), the 6th AAAH Annual Conference highlights the 

important role of HRH in supporting UHC as presented in the theme, ñBuilding 
Capacity for HRH Management and Development to Support UHCò. The 

following table provides an overview of the target year of AAAH member to 
achieve UHC. 

 

Table 1: Target year of achieving UHC in AAAH members 
 

Country  Target year  
Thailand Already achieved 

UHC since 2001 

Vietnam 2014 
Indonesia 2014 

Cambodia 2016 
Sri Lanka 2016 

The Philippines 2016 

Bangladesh 2017 
India 2017 

China 2020 
Laos 2020 

Myanmar 2020 
Mongolia 2021 

Nepal No specific date 

Samoa No specific date 
  

Table 1 represents that most AAAH members plan to achieve UHC in 
the next 10 years. Nepal and Samoa partly achieves UHC, however, no specific 

date has been set. 
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 To reach a goal of UHC, deliberate HRH planning and better 
understanding on HRH are needed. The AAAH secretariat presented key 

information of HRH status in each country and categorized it into 5  main 
concerns; (1) quantity of HRH, (2) cadre mix, (3) distribution, (4) HRH in 

public and private health sectors, and (5) public and private involvement in 

HRH production. 

 

1. Quantity of HRH  

     

 
Figure 1 presents that among 14 AAAH members in 2010, China, 

Indonesia, Mongolia, Samoa, Thailand and The Philippines had the number of 
HWF1 per 1,000 populations above 2.28, the cut -off level of critical shortage 

on HRH reported by World Health Organization in World Health Report 2006.  

                                                 
1HWF in this report includes doctors, nurses and midwives.  
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Bangladesh, Cambodia, China, Indonesia, Nepal, The Philippines and Vietnam 
have a gradual progress in HRH production in the last five years.  

 

2. Cadre Mix    

 

 
The cadre mix of each country where data available was presented in 

figure 2. Indonesia, The Philippines and Thailand were the top -3 countries 

with the highest nurse to doctor ratio 2 by 7.9, 6.7 and 5.3 respectively.  The 

numbers of nurses in Cambodia, Lao, Nepal, Samoa and Sri Lanka were 
approximately two to four times higher than those of doctors whereas in 

Bangladesh and China had more doctors than nurses.  
 

                                                 
2 There is no global standard ratio of nurse to doctor. However, the 1993 World Bankôs World 

Development Report advocated that nurses and midwives could deliver most of the minimum 
essential public health and clinical services, with doctors providing clinical supervision and 
direct care of complex issues and complications. It suggests, as a rule of thumb, that the ratio 
of nurses to doctors should exceed 2:1 as a minimum with 4:1 or higher considered more 
satisfactory for cost-effective and quality care. 
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3. HRH Distribution  

 

 

 
    

Figures 3.1 and 3.2 represent a density of doctors and nurses 

practicing inside and outside capital city in each country where data available.  

The diagonal line, applied in both graphs, refers to the ideally equal density of 
health personnel between inside and outside capital city. The closer to the 

diagonal line, the more uniformly health personnel distribute. The plot under 

Mongolia  
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the line reflects pro-urban distribution of health personnel while those above 
the line reflect pro -rural distribution. It was obvious that the differenc e of the 

nurse density outside and inside capital city was lower than that of doctors in 
most countries indicated herewith.  

 

4. HRH in public and private health sector  
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            Doctors in Myanmar, India, Nepal and Bangladesh were more 
concentrated in private health facilities more than public health facilities. The 

same findings in nurse public-private share were also observed in Nepal but to 

a lesser extent. Myanmar, Cambodia, The Philippines and Bangladesh had 
significant private share on nurse practicing by 37 to 48%. In Cambodia, only 

15% of doctors were practicing in private health facilities whereby over one 
third of nurses were in the private practice.  

  

Most counties with more concentrated of doctors in public facilities 
had significantly higher share of public nurses among total the nurse 

personnel, as in Thailand, Samoa and Mongolia, public sectors gained lion 
share of the overall quantity of each cadre.  
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5.  Public and Private Involvement in Health Personnel  

 

 

 

Private medical schools gained a lion share of doctor production in Nepal, 
Bangladesh and India while public medical schools were the only sites of doctor 
production in Cambodia, Laos and Samoa. In nursing production, most nursing 
personnel in Nepal and Indonesia were graduated from private nursing schools.  In 
Thailand, private health professional institutes contributed to nursing production more 
than doctor production.  On contrary, private medical institutes in Mongolia  produced a 
higher proportion of doctors a proportion o f nurse graduates produced by private nurse 
institutes. 
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DDiiaalloogguuee  oonn   HHRRHH  MMaannaaggeemm eenntt   CChhaall lleennggeess    

tt oo  AAcchh iieevvee  UUnn iivveerr ssaall   CCoovveerr aaggee  
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            HRH are the cornerstones and driver of health system. Currently, 
many developing countries encounter the HRH shortages, distribution and 

other challenges. These problems could be the key constraints in achieving 
universal coverage. Globally, the Global Health Workforce Alliance (GHWA) has 

support the framework to solve HRH challenges comprising 5 critical elements: 

o Leadership strengthening 
o Stakeholder engagement and forging partnerships 

o Evidence-based HRH policy 
o Regulation and management of HRH labor market 

o Performance accountability and management 
 

 Areas of leadership strengthening have covered: identify leadership 

qualities for improve health services, education and training on new initiative 
needed, building leadership and governance at country level, and strategies 

for improved accountability and performance of HRH.  Example of GHWA 
activities to strengthening leadership include liaison with University of 

Switzerland to develop master program on HRH and the Country Coordination 

and Facilitation (CCF) for HRH.  
 

 Initiatives to solve HRH challenges found in several countries, for 
example, in the 13 Islands Countries. All countries are facing common 

problems, small population and limitation of production capacities - particularly 
specialty training, poor HRH planning, rural retention, shortage of staffs and 

so forth. The countries have established the ñPacific HRH Alliance (PHRHA) to 

assist countries in identifying HRH challenges, implementing and 
strengthening the national capacity of HRH. The PHRHA comprises all 

stakeholders, including, key development partners, training institute s, 
professional associations, WHO, etc. After the workshop to review HRH 

situation, 2 key areas of HRH have been priorities. These are HRH policy, 

management and information system; and education and training. The plan to 
conduct survey of health workforce  migration and strengthening the specialist 

clinical service program are proposed.  
 

 In the Philippines, the situation of inequitable accessibility to health 

services is persistent. The government has planned to achieve the universal 
coverage that all of interests have been put to the six building blocks. In 

relation to HRH, main problems persistent are: poor motivation, 
inappropriately trained, and mal -distribution. Three key solutions that have 

been carried out are to improve rural deployment, to reform health 
professional training, and to implement compulsory services.  
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Problems identified at country level:  
1. The plan need involvement from multi -stakeholders 

2. The lack of political wills to support  HRH solutions 
3. The demand of financial support. 

  

 HRH problems root from different things in each country. Therefore, it 
is important to really understand the roots at each country. To solve HRH 

challenges, some recommendations are suggested as follows. 
 

¶ Increasing awareness to strengthen leadership 

¶ Strengthening evidence-based information to advocate policy 

¶ Establishing HRH database and health system database 

¶ Increasing HRH governance 

¶ Strengthening the Alliance network to advocate political agenda at 

international and national levels. 
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HHRRHH  EEdduuccaatt iioonn                                           

ii nn   tt hhee  2211 sstt   CCeenn tt uu rr yy   
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 The presentation started with the following backgrounder: The 
commission, who published the Lancet Report in November 2010 on ñHealth 

professionals for a new century: transforming educatio n to strengthen health 
systems in an interdependent world,ò developed a common strategy to 

transform the education of health professionals for the 21 st century that is 

global in outlook, multi -professional, evidenced-based, instructional and 
institutional.  Reforms in the education of health professionals started with the 

1910 Flexner Report through the integration of science into the curricula.  
 

 This was followed by a description of the several challenges to the 
health system brought by epidemiological and demographic transitions, 

evolving population demands, professional differentiation and technological 

innovation. For instance, there is growing inequalities in health wherein poorer 
populations have the worst health outcomes both in maternal and child he alth 

and TB. There is also a rising financial catastrophe due to health spending. 
There is also an information paradox on the reporting of mortality in the 

world. All of this meant increased demand for health professionals, and the 

commission seeks to address these training needs.  
 

Another Lancet report says that the cause of emerging XDR-TB is not 
biological mutation but rather ñpoor TB servicesò. In the context of the vision 

for a new TB regimen, there is a need for a more comprehensive product 
development partnership, new global institutions to be established for drug 

development. Therefore, there are new competencies needed by health 

professionals in order to be aligned with these developments.  
 

 There is an open MRS collective that allows for electronic information 
system, electronic medical records, etc. The commission again asks: What 

competencies do health professionals need to cope with this? 

 
 Prof. Evans says that since we are dealing with systemic challenges, 

we need to be looking at systems. WHO already has a system framework with 
the following building blocks: service delivery, health workforce, information, 

medical products, vaccines and technologies, financing, and 

leadership/governance. Around these building blocks are corresponding 
competencies needed by health professionals. Overall goals of this framework 

are:  improved health (level and equity), responsiveness, social and financial 
risk protection, and improved efficiency.  

 
 The World Health Report of 2006 informs that we need to address  

critical HRH shortage. In Africa, this meant adding six HRH per day. Therefore, 
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we need to retain and produce more. In the working lifespan strategies, the 
major areas are: Entry ï for planning, education and recruitment; Workforce ï 

for enhancing worker performance; and Exit ï for managing attrition.  
 

 The pipeline to generate and recruit health workforce was presented. 

It starts with a pool of eligible health professionals who undergo selection and 
accreditation in training institutions, graduates and be come potential workers, 

and, then, licensed and recruited to become part of the health workforce. If 
the health education system seeks to have the right workers addressing the 

right problems at the right places, it has to consider the labor market 
mechanism for health professionals where there is a need to match the supply 

and demand while meeting population needs. Major changes in the structure 

of health professionals started with the report of Sir Edwin Chadwick.  
 

 The current state of health professional education was presented and 
revealed a crisis brought by: the outdated curriculum, weak literature on HRH 

education, stagnating enrollments, poor career prospects for faculty, absence 

of accreditation and institutional inadequacies. As evidence, the list of training 
institutions by WHO regions showed that South East Asia only has 12 Public 

Health institutions, while the Eastern Mediterranean has only 8. In India and 
Brazil, there is a spike of new private medical schools and the public schools 

are lagging behind.  
 

 A core competency model was presented, which was based on 

functions of service. The educational reforms has gone from the science 
based, which is University based, to the problem based lodged at academic 

center, and now the systems based, which involves health education systems. 
Regardingly, there are also three levels of learning: (1) informative which 

produces experts; (2) formative which produces the professionals; (3) 

transformative which produces the change agents. In the 21 st century, health 
professional need not be just experts but also change agents.  

 
 The recommendations of the commission are broadly global. It 

includes instructional reforms and institutional reforms, with the enabling 

actions towards the overall goal of transformative and interdependent 
professional education for equity in health.  
 
 
 



The Report on the 6 th  Asia -Pacific Action Alliance on  

Human Resources for Health (AAAH) Annual Conference  
21  

 

5-C Network with Health Professional Education Reform 
in the 21 st  Century  
 
 Updates on the progress of health professional education reforms in 
the 21st century from the launching of the L ancet Commission Report in 

November 2010 until the end of 2011 were presented. Efforts and the series 
of dialogues to disseminate the report were enumerated by timelines, 

including the translation in different languages: Vietnamese, Chinese, German 

and Spanish. The dialogues resulted to the engagement of the vice ministers 
of health in Vietnam and China and other stakeholders in different countries 

and continents.  Investments and financial support are also coming in for 
these efforts.  

 

 The 5-C Network which was officially formed on April 2011 is 
composed of Vietnam, China, India, Bangladesh and Thailand. Its activities on 

health professional education reform are as follows: (1) develop a situation 
analysis with a common protocol on the areas of medicine, public health and 

nursing, (2) finalize and pilot the tools, (3) plan for SA at each country, (4) 
share and discuss the results, (5) plan the reform action at country level.  

 
 Conclusion : (1) the Lancet Commission Report is a milestone for 
countries with follow-up actions, (2) lots of activities have been done in a 

short period of time, (3) momentum has been created and needs to be 

sustained by sharing of information, mobilizing of resources, and engaging 
more leaders and stakeholders, 4) there is a need for commitment on the 

changes that will be created, and finally, 5) we are living in an interdependent 
world.  

 
Situation Analysis of Education for Health Professionals 
of the 5 Country Network  
 
Background:   Commission on education of Health Professionals for the 21st 
century was launched in January 2010, with the aim of offering 

recommendations for HRH education reforms. In April 2011, five countries in 
Asia organized a network on HRH education. The consultative meeting of 

these five countries (5-C) agreed on the following actions: (1) joint Surveys on 

HRH education situation and trend, (2) promotion of faculty and student 
exchange, (3) information sharing and learning in health profession education 

reforms, (4) other international collaborative activities.  
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The presentation focused on the development of the situational analysis 
through the different levels of assessment in the current country context 

which is India.  
 

National Level Assessment:  

 
Methods: literature reviews, synthesis of secondary data, interviews and focus 

group discussion, poll survey.  
 

Study Tool: (1) national context, (2) medical doctor education, (3) nurse and 
Midwifery, (4) public Health education.  

 

Focus of National Assessment: (1) basic indicators, (2) policies for higher 
education,( 3) demand and supply for HRH, (4) accreditation institutions, (5) 

national standards for curriculum, (6) innovative education and training, and 
(7) perspectives and viewpoints.  

 

The contents of each area of national assessment were also presented in 
detail.   

 
Institutional Level Assessment in Medical, Nursing & Midwifery, 

Public Health education:  
Methods: participatory joint assessment by key partners in each school and 

outside researchers, reviews of available data, in-depth interviews, focus 

group discussion. The scope of assessment will depend on the size of the 
school; if small - census is useful, if very large- multi -stage random sampling 

would be considered. Details of sampling for doctors, nurses, midwives and 
public health professionals were also shown. 

  

Focus of Institutional Assessment: (1) institutional Governance, (2) 
educational Services, (3) workforce teachers, (4) financing, (5) infrastructure 

and technology,( 6) information for policy making, (7) quality assurance in 
education.  

 

The contents of the institutional assessment were presented in detail.  
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Graduate Surveys:  
 

Method: a self-assessment by graduates about to leave the school and in-
service doctors, nurses and public health professionals. Tools: self-

administered survey, conventional mail survey.  

 
Key questions are about the graduates, their parents, attitudes toward rural, 

remote or hardship areas, job preference after graduation and competency 
assessment.  

 
The way forward:  

 

1 year for SA: country specific analysis, cross country comparison and overall 
analysis. 

Ultimate goal: undertake reforms in education of health professionals   
 

Discussion:  

  
 There are other countries who expressed interest in joining the 5C 

Network such as Cambodia, Japan, and now Philippines. We will be willing to 
share the information that will be generated by our study.  

 
 Besides that, the 5 countries are considered as ñguinea pigsò, letôs just 

wait what will come out of this study and wait for results. All these efforts are 

not just for publicat ions, but also for sharing of information and best practices. 
The WHO guidelines on transformative scaling up will be completed by end of 

2012, until that time they can review country specific reports.  
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 All speakers mentioned that universal health coverage ideology has 
gained a significant momentum, and that human resource for health 

management is the key component to achieve the goal. When talking about 
HRH management, a significant area to consider is HRH education which 

serves as the foundation of the health workforce in the pursuit of providing 

people equitable access to health care. In India, the decentralized and highly 
private sector involvements have led to current HRH challenges. Regional 

imbalances and disparity on quantity, distribution and quality of HRH are of 
concerns. National legal and institutional frameworks have been devised to 

tackle the challenges i.e. the establishment of the National Council for HRH 
Act, 2009; education reform, standardization of curriculum, positioning of new 

institutions in the underserved areas and closer institutional linkages.  

 
 In China, a multi -layer health insurance system has been implemented 

in 2009 to provide safety net, main coverage and supplementary health 
insurance coverage. Significant increases of central government subsidies 

have been observed particularly for rural population. These have led to higher 

health service demands and the need for an increased production of HRH. 
However, many medical graduatesô interest in the medical career declined 

because employment opportunity has been mismatched. Concerns on 
communication and ethical skills are realized because high incidence of 

medical disputes. Financial and non-financial incentives have been given to 
stimulate the production general practitioners including the establishment of 

GP department and curriculum reform.  

 
 The triple management platform has been proposed to reform the 

HRH management. Key players namely universities, health service and private 
organizations should be collaborating in key areas of HRM i.e. curriculum 

arrangement, health service development and professional lifelong learning. 

The ultimate goal would be the united health system in whic h all partners 
work and learn together. These need regular meetings, dialogue and effective 

involvement mechanisms, guidelines and regulations on standards. HRH 
education should give less attention on imparting factorial knowledge, but 

focus more on functional competencies of learners. Finally, discussion on the 

measure to evaluate the achievement of HRH on UHC should be encouraged. 
For instance, the KPI might include availability of GP for every family, no or 

small out-of-pocket payment, HRH density adjusted to needs or equitable 
quality care.  
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Managing Human Resource  for Health (HRH) Education 
to S upport Universal Health Coverage (UHC) in India  
 
ñManaging HRH education is critical to advance the agenda of reform in 
education of health professionals thereby contributing towards creation of 
adequate skilled HRH in order to march towards Universal Health Coverage in 
India.ò  
 

 Universal coverage is defined as securing access by all citizens to 
appropriately promotive, preventive, curative, and rehabilitative services at an 

affordable cost. It tackles both the financial risk protection and the extent of 
health service being covered. To achieve universal health coverage, it is 

critical and significant that ñhealth systems recruitment, train and retain 

human resources with necessary skillsò.  
 

 Efforts have been dedicated to provide universal coverage as early as 
1946 as evidenced by a report by Bhore committee. Recently, a committee 

group namely High Level Expert Group (HLEG) on UHC has been formed 
under the Planning Commission of India to review the experience of Indiaôs 

health sector and create a plan for the next ten years. Human resource for 

health, among other equally important factors, is one area of concern of which 
the Commission aims to meet its needs and requirements towards the 

achievement of UHC.  
 

 At present, India has 2.2 million health workers with a ratio of 20 

health workers per 10,000 populations.  The country is also facing the 
different challenges and issues, such as, absolute shortage, relative shortage 

or distribution imbalance in regional, urban -rural, public-private and 
professional sectors, skill mix and quality of human resources.  

 

 One factor being used by the country to address such HRH issue is 
managing HRH education in the different f ields such as medicine, nursing, 

public health and allied profession. Currently, HRH education also faces 
several challenges: (1) variable quality and quantity of existing HRH 

education; (2) marked need for competency based curriculum; benchmarking 
and accreditation of HRH education, and defining career pathways for HRH; 

and (3) governance issues.  

 
 To address such issues, India is constantly seeking reforms in the 

different fields with the guidance of the National Knowledge Commission 
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(NKC) in the aim of recommending and undertaking reforms in structure, 
curriculum, assessment of UG, and PG medical education in order to make 

India a knowledge-based economy and society. 

  
Managing HRH Education to Support Universal Health 
Coverage in China  
 
To achieve UHC, the country has established key-strategies of healthcare 

reform:  
(1) establish and continuously improve a basic health services system throughout 

China; (2) promote universal coverage by establishing health insurance plans, 
expanding coverage, and increasing reimbursement; (3) provide all Chinese 

with basic health services which are safe, affordable, and convenient. Over the 

years, with the countryôs set goals, there has been substantive progress 
towards UHC. With regard to the impact of UHC on HRH education, the 

country perceives that with health insurance coverage and subsidy, more 
utilization and HRH are present. This also brings positive effect on HRH 

education. 

 
 China has 8.2 million health worker populations, thus providing HRH 

for one of the biggest  health services system in the world. It houses 1.7 
million medical students and 281 higher medical institutions. Over the years, 

the number of medical institutions and students has increased. Due to this 

expansion, there has been more difficulty in findin g a job. Presence of large-
sized class, scarcity of clinical clerkship and high student-teacher ratio has also 

posed concerns with regard to the quality of HRH education being offered. In 
terms of career preference, there is a growing concern on the unwill ingness of 

graduates to be employed in grass-root health entities, less developing areas, 
or even the health services system. With these, there is inefficiency of 

educational investment and worsening of the shortage and misdistribution of 

HRH. Aside from which, there is also the issue on professionalism (clinical 
competency, communication skills, ethical and legal understanding) and how it 

is not strongly embedded in education unlike professional knowledge and 
academic performance which brings forth cases such as poor attitude, 

inadequate communication with patients, or questionable professional morals.  

 
 In summary, the challenges being faced by the country are: (1) triple 

problems in terms of quantity: enrollment expansion, low employment rate, 
shortage and misdistribution of HRH; (2) mismatch between supply and 
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demand; (3) inadequate support for HRH education institutions; and (4) 
overlooked professionalism. 

 
 Corresponding measures being undertaken include implementing 

national policies on GP education, grass-root HRH, targeted enrollment for 

rural areas, financing, as well as institutional policies on establishment of new 
entities and curricular reform. Among which are reducing large -class lectures, 

significantly increasing elective courses, seminars, and reports, and providing 
early clinical involvement.  

 
Managing HRH Education to Support UHC  
 
ñWe should not think of education in isolation. We should think of it as a path 
for reform.ò 
 

 The management of HRH education is perceived to be dynamic and 
inter-related. At the university level, there is the agenda on curriculum 

improvement; at the professional level, the pursuit of Life Long Learning 
(LLL); and at the health systems level, the establishment of linkages and 

relationships. It is important to note  that these factors should work altogether 

to achieve the goal of UHC.  
 

 University curriculum management entails providing a Competency-
Based Curriculum (CBC) of which the competency is determined by continuing 

collaboration with Health Service System (HSS). The competencies are 

grouped according to the following: (1) technical, bio -medical; (2) psycho-
social (value being part of the community); and (3) managerial & leadership. 

The use of Project-Based Learning (PBL) and Professional Learning Community 
(PLC) are also being advocated. The University and HSS relationship 

management strongly recommends collaboration in all aspects, emphasizing 

development issues with HSS taking part in the design, implementation and 
evaluation of CBC. At the professional level, it is important to connect LLL to 

routine work and cross profession or research to routine (R2R). Moreover, 
linking LLL to curriculum implementation in all competencies is deemed 

significant. All of these steps aim for a united health system, a learning  health 
system and health professionals with health system-based competencies, and 

inter professional, social and leadership/change agent skills. 
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Discussion  
 

 Regarding Indiaôs regulatory mechanisms, which ensure adherence of 
provinces to HRH education policies, population health is state subject. 

Likewise, project implementation plans are prepared by the state. However, 

the state and the national government are in tandem in ensuring adherence to 
policies. The government provides the guidelines and likewise hands over the 

finance or budget to the state. The Health Council, ministers and union 
government also play a part in this goal by identifying common areas where 

they can work together. In addition , it is important to use networking 
mechanism to help in management of data and knowledge. This will also aid 

generating platform among important partners.  

 
 The meeting discussed on the method which the government monitors 

the continual engagement of private sectors in these efforts. It is clearly that 
the active participation of the private sector is ensured or has become 

established via a developed platform. The participation may not be officially 

recognized, but it needs to be regular. It is likewise important that the private 
sector itself recognizes its role and how it can contribute to the solution. In 

addition, medical education is regulated at a national level, and that private 
doctors are bound by rules and regulations that are monitored by the national 

government. Therefore, this will encourage private doctors to practice in the 
rural areas. 

   

 Community based-competencies are important to set the guideline of 
HRH education, which is contextual by each country. Consultation with people 

will also form the basis of setting such guidelines, in particul ar bachelor-level. 
Knowledge in practice is to avoid problems on retention, and to help students 

find relevance of their practice and situations.  
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 Health workers save lives but they are in short supply.  Health workers are 
most needed in rural and underserved areas where the burden of diseases is 
highest.  To strengthen the health systems and to be responsive to population 
health needs, there is a need to scale up education of health professionals.  The 
WHO initiative on transformative scale up consists in a process of education and 
health systems reforms that address the quantity, quality and relevance of health 
care providers to contribute to population health outcomes. The reforms in 
education in the 21st century calls for improving quality, equity, relevance and 
effectiveness in health care delivery;  reducing the mismatch with societal priorities; 
redefining roles of health professionals; and providing evidence of impact on 
peopleôs health status.  The WHO is building on current experiences in developing 
the guidelines and countries will be free to use the guidelines given their context.  
  
 A number of schools or educational institutions in developing countries 
have embarked on educational reforms to be more relevant to the needs of their 
people. In Nepal, the average life expectancy among rural population is 2 decades 
lower than urban population.  One of the reasons for such is the ineffective 
deployment and poor retention of health human reso urces in rural areas. To answer 
this need, the Patan Academy of Health Sciences was established in 2008 with a 
mission to pursue sustained improvement of the health of the people in Nepal, 
especially those who are poor and living in rural areas, through in novation, equity, 
excellence and love in education, service and research.  The PAHS curriculum is 4-
fold which is composed of the innovative student selection model, 
problem/community based curriculum, mandatory rural service and in service 
support/ career development opportunity and partnership with community and 
health system. The student selection is innovative strategy which is guided by 2 
principles:  intellectual ability and personal traits and willingness to work in an 
underserved rural area in Nepal.  Another unique component of the program is the 
scholarship scheme which allows socio-economically disadvantages students to 
access medical education.  PAHS provides partial or full scholarship to nearly 60% of 
the selected students.  A subset of this scholarship is the ñcollaborative scholarship 
schemeò   which enables rural communities and local governments to contribute 
financially to cover the candidateôs tuition fee.  
 
 The innovative student selection strategy seems to ensure a good 
representation of female, ethnic minorities/ indigenous nationalities and Dalits, 
students from geographically remote and backward areas and those with 
permanent residence in rural areas. Based on local and international evidence, such 
may be a good predictor for increased likelihood of graduates working in the 
underserved rural areas of Nepal. Similar innovations in curriculum design, teaching, 
methodology, training sites, faculty recruitment and fostering partnerships with 
national health system, local government and rural community at large will be 
helpful to achieve the goal of the institution.  
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Health workforce development at country level:                
a strategic approach  

¶ A strategic approach should be utilized in formulating strategies 

for health workforce development at the country level while 

considering global frameworks. 

¶ A strong workforce is essential for delivering priority interventions, 

particularly in the achievement of health-related Millennium 

Development Goals. 

¶ The approach commences with a focused planning directed 

towards meeting, not only the populationôs health needs, but also 

the health workforce needs. 

¶ As each country undergoes the strategic approach methods from 

situational analysis up to intervention monitoring and evaluation, it 

is recommended that the multi -stakeholder process and evidence-

informed policies and interventions by seriously considered. 

Strategic Development of Health Workforce in the Low 
and Middle Income Countries: Pathways to Inclusive and 
Sustainable Health Systems   

¶ Recent frameworks to initiate sustainable health systems have 

seriously considered concerns related to the health workforce in to 
render them more inclusive. 

¶ As to investments in HRH-related projects, the biggest allocation 

was for the in -service training of the health workers.  

¶ Other areas of investments would be: (1) education and related 

infrastructure; (2) direct technical assistance to HRH units; (3) 

technical assistance for pay reforms; and (4) financing allowances 

and salaries for health workers. 

¶ At present, health workforce analysis and assessment tools are 

being developed for possible global application and country level 

adaptation. 

¶ Other areas of analysis would be:  (1) t he recruitment, deployment, 

and retention of health workers in rural areas; (2) remuneration 

and dual practice of professionals; (3) HRH motivation and 

incentives for performance; and (4) education and training of the 
health workforce.  
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Intersectoral synerg ism toward health workforce 
development: The roles of Indonesia  

¶ Presented Indonesiaôs experience in health workforce development. 

¶ Geographic, political, and cultural diversity have presented further 

challenges to the development of the countryôs health system, 

including its, health workforce.  

¶ Challenges and positive directions in the following critical areas 

were presented:  (1) coherent national leadership; (2) HRH 

learning capacity; (3) HRH scaling up and investment; (4) HRH 
equitable distribution; ( 5) international considerations.  

¶ At the core of their development strategies stands inter -sectoral 

synergism. 

Conclusion and recommendations  

¶ A strategic approach should be espoused in analyzing the needs 

and concerns of the committed health workforce in order to create 

a non-restrictive working environment.  This, in turn, shall 
facilitate an efficient and effective delivery of health services 

leading towards the achievement of better health outcomes for 
the population.   

¶ Formulated global frameworks and policy recommendations 

should be adapted at the country level to appropriately address 

local challenges and concerns. 
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Development of Indonesian HRH plan 2011 -2015   
 
 Presented the process of developing the HRH plan in Indonesia, and 

the framework from the development of the Medium Term (5years) and Long 
Term (20 years) plans toward the development of the Grand Design for HRH.  

Approaches used are: (1) political, (2) technocratic, (3) participative, (4) top -
down, (5) bottom up.  

 

 Country Coordination and Facilitation (CCF) has undertook several 
efforts to formulate the draft of the HRH Plan, and this was presented and 

subjected for consultation in several meetings such as the National HRH 
Conference, High Official Meeting, and Ministerial Meetings.  

 
 Content of the draft HRH Plan presented, which consists of two parts: 

situation analysis and implementation plan. Several issues were presented 

under the situation analysis. Distribution a nd quality of HRH not adequately 
supporting the health development was among the strategic issues related to 

health development presented. Statistics on current HRH situation for different 
categories of health care workers per 100,000 population for year 2 010 and 

target year 2010 were presented. Accordingly, medical doctors needs to be 

increased from 9 to 773; physicians from 30 to 2,630; dentist from 11 to 770; 
nurse from 158 to 15,775; and midwives from 75 to 4,375 respectively to 

attain the desired life expectancy of 73.7 years by 2025.  
 

Vision, mission and strategies for HRH Plan 2011-2025 were 
presented. Strategies include: strengthening of HRH regulation, improving the 

HRH planning, education/production, improving HRH control and supervision 

and improving resources for HRH development. Projection of HRH requirement 
was based on 2 methods: a) types of health facilities - public and private, b) 

ratio to target health status; which showed that there is an incremental 
increase in HRH requirement over the years. Apparently, there are also HRH 

surplus that have to be addressed, through HRH management and distribution 

in the government sector and through efforts for HRH retention. HRH Control 
and Supervision would have to be improved through strengthening of th e 

Councils (Medical, Health Worker, and Pharmacist), competency assessment 
and certification, and HRH registration and Licensing. Estimated costs for HRH 

production and utilization in the government sector were also presented.  
 

 Implementation of the HRH Plan through: endorsement by CCF, 

advocacy and socialization, facilitation and monitoring and evaluation. 



The Report on the 6 th  Asia -Pacific Action Alliance on  

Human Resources for Health (AAAH) Annual Conference  
37  

 

Potential problems include: increases in health facilities that would demand 
increase in HRH, inaccurate projection of HRH requirement, budget 

constraints, and coordination among stakeholders. 
  

 Having stated that it is very important to involve local governments in 

stakeholders meetings as they employ the most of the health workforce due to 
decentralization policy it is clarified that monitoring is do ne at local levels while 

the center provides policy guidelines, and quality of health workers is 
ascertained by medical, pharmacy and health workers councils.  

 
Lessons learned : (1) inaccurate baseline data is still a main issue, (2) 

process of development needs strong commitment of stakeholders, (3) 

involvement of all stakeholders is important to the HRH Plan. 

 
Indonesian Country Coordination and Facilitation and 
HRH Plan Development  
 
 Through GHWA and MOH support, Indonesian CCF was organized. 

Stakeholder meetings and Situational Analysis were conducted and delivered 
the following outputs: (1) HRH Plan 2011 -2025, (2) grand design of health 

workers training, (3) review of policies on migrant health workers in relation to 
global code of practice, (4) guidel ines for local CCF & working mechanism of 

Indonesian CCF, (5) Health Manpower Councils.  

 
 Governance of Indonesian CCF is headed by a Steering Body, 

supervised by an executive body and composed of Working Groups (WG on 
planning and management, WG on production, WG on supervision and 

control), and managed by a secretariat. HRH in public sector, HRH in private 
sector and volunteers and NGOs were involved with the HRH planning.  

 

Challenges are:  (1) limited baseline data, (2) projection needs revision, (3) 
differences in perception of CCF stakeholders, and (4) the need for monitoring 

of implementation. Opportunities are: (1) the lessons from other countries 
(Thailand, Philippines), (2) assessment from GHWA served as the benchmark, 

(3) the commitment stakeholde rs in high official level, and (4) the tools and 

expertise from AAAH, GHWA and WHO. Future plans include: (1) 
strengthening of CCF capacity, (2) revisiting of draft HRH Plan, and (3) 

endorsement of HRH Plan by cross ministries.  
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Developing the HRH strateg y through CCF process, 
experience from Nepal  
 

 The speaker from Nepal Mr. Kabiraj Khanal started his presentation on 
development of HRH plan with an overview of Nepalese health system, 

existing disparity in HRH distribution and why the country is in great need of a 
good HRH strategy. He also presented that both Nepal and Indonesia started 

formulation of CCF after the last yearôs CAIRO Conference. 

 
 The wide stakeholder consultation was done in Nov 2010 that 

identified the HRH problem areas as being follows: Imbalance between supply 
and demand; mal-distribution of health workforce; poor performance; and 

fragmented approaches. The need of a comprehensive and evidence based 
HRH profile was also raised as there is very little data base on the large 

number of health workers working outside the MOHP system (private sector) 

in Nepal. 
 

 The aim (equitable availability of quality health workers), outputs, 
strategies and activities outlined in draft HRH plan developed over the last one 

year through a process of series of consultative meetings among stakeholders 

and technical working groups. Costing of activities, review by technical 
committees and submission of final draft for Govt. approval was presented as 

remaining tasks to be accomplished by December 2011.  
 

 Political instability, weak professional ethics, health workers working in 
public as well as private setup making it difficult to prepare database, need of 

continuous budgetary support, difficultly in coordinating wide varieties of 

stakeholders were presented as some challenges in finalizing and 
implementing HRH plan. 

 
The Human Resources for Health Network in the 
Philippines: HRH Master Plan Implementation, HRH 
Migration Management, and U niversal Health Care 
Challenges  
 
 The Human Resources for Health Network (HRHN) was organized in 

2006. It is a multi -stakeholder network composed of government agencies and 
civil society organizations with mandates related to HRH. The focus of the 

HRHN is on HRH policies. Its main thrusts include the HRH Master Plan 
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Implementatio n, Universal Health Care and ASEAN Mutual Agreements. The 
beginnings of the Network were also described, wherein garnering of 

commitments from different agencies proved to be an important ingredient. 
Data sources, analysis methods, related literature, and analytic framework of 

the paper were also mentioned.  

 
 Findings : The HRH Network facilitated the implementation of the 

HRH Master Plan, helped address weakness in the health system which is 
crucial to the attainment of Universal Health Care, and managed migration of 

HRH through ethical recruitment and international agreements.  
 

 The contexts of migration and HRH situation in the Philippines were 

presented which showed high migration rates for doctors and nurses.   The 
HRHN is composed of three Technical Working Groups (TWGs) on Entry, 

Workforce Exit and Re-entry. 
  

            TWG on entry is composed of the Commission on Higher Education, 

Professional Regulation Commission, Technical Education and Skills 
Development Authority, Association of Deans of Philippine Colleges of Nursing, 

Association of Philippine Medical Colleges, and the Institute for Labor Studies. 
It has helped propose and advocate for policies on HRH production such as 

the adoption of the Competency Based Licensure examinations. 
  

 TWG on Workforce is composed of the Department of Labor and 

Employment ï Bureau of Local Employment, Bureau of Working Conditions, 
Occupational Safety and Health Center; Department of Interior and Local 

Government, National Economic Development Authority, PS Link and the UP 
National Institutes of Health. It has helped for lobbying policies that increases 

in the salary and benefits of HRH.  

 
             TWG on Exit and Re-entry is composed of the Department of Foreign 

Affairs, Philippine Overseas Employment Administration, Overseas Workersô 
Welfare Administration and the Commission on Filipinos Overseas. It has 

advocated for the adoption of the WHO Global Code of Practice in all Bilateral 

and Multilateral Agreements of the country, and it has also advocated for the 
Reintegration Program for HRH Overseas Filipino Workers.  

 
  The Secretariat is headed by the Health Human Resource 

Development Bureau of the Department of Health. It is the convener of the 
Network and supervises all its activities including the financial support.  
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 In summary, the performance of the policy network involved 
Governance which is made up of the 12 member agencies, their commitment, 

the resources and the facilitation and management by the Secretariat. Policy 
Outputs, outcomes and impact involved formulation of policy proposals on 

HRH work life cycle components, policy advocacy to decision makers, policy 

adoption and implementation and the on -going monitoring and evaluation.  
 

 Lessons learned:  (1) higher levels of commitment are important, (2) 
The Network manager is a critical factor in the collaborative effort, (3) 

capacity-building is related to the Networkôs accomplishments on policy 
process, (4) institutionalization of the n etwork through legislation is still in 

progress, (5) efforts on migrat ion management is linked to the provision of 

HRH for achievement of Universal Health Coverage.  
 

Discussion  

¶ Indonesia clarified that projection of HRH needs was done based on 

the targeted Life Expectancy (LE) taking the current HRH ratios of 

China and Brazil, who have achieved target LE, as the reference or 

baseline. They also clarified on the provision of entitling health 
workers to do certain clinical works beyond their normally expected 

jobs if and only when posted in areas where there are acute shortage s 
of doctors, which is referred as óprivileged policyô in Indonesia. 

¶ The meeting agrees to strengthen competencies of HRH managers to 

facilitate common language among them to work together.  
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What Really Motivates Health Workers? Recent E vidence 
from Lao PDR   
 
1. Background  

¶ Quality, composition and distribution of the health workforce are 

widely recognised as crucial determinants of health system 

performance and of maternal and child health outcomes.  

¶ Lao PDR faces problems of health workforce shortages, maldistribution 

and motivation that hamper progress towards the health Millennium 

Development Goals and contribute to inequalities in health outcomes. 

¶ The question of what motivates health workers now rank among the 

highest on HRH globally. 

2. Conceptual framework  

¶  Typology of motivational incentives distinguishes between  

- Financial (e.g. terms and conditions of employment; performance 
payments; discounts, subsidies and per diems) and  

- Non-financial (e.g. positive work environments, flexibility in 
employment arrangements; support of career and professional 

development; access to services; intrinsic rewards) measures. 

¶  Lao PDR HRH policy context can be characterized by: 

- Very low basic salaries and limited scope for dual practice/private 
income in rural/remote areas;  

- Limited scope for flexibility or variance from national norms and 
regulations and a strong moderating force from the Prime 

Minister's Office;  

- Limited management capacity at provincial and district levels and 
fragmented evidence on project/programme based incentives 

(mainly linked to donor funding);  
- A first ever national HRH situational analysis study published in 

2007; 
- A recent government PMOôs decree for financial incentives for civil 

servants in remote areas and a new 1st national strategic plan for 

HRH (2009-20) including an objective on incentives.  
- Against this background, the purpose of the analysis undertaken 

has been to assess and describe the motivational factors among 
the Lao health workforce with a view of informing policy making 

and implementation of more effective health worker recruitment 

and retention.  
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3. Methods and description of main results  

¶ The methods used in this analysis consisted of  

- A literature review, focus group discussions with key health sector 

stakeholders,  
- A survey of 42 health sector decision makers in Vientiane Capital 

in 2010 (Lao MoH and WHO) and  

- A Discrete Choice Experiment (DCE) survey with 483 health 
workers (& 970 students)  in Vientiane Capital and three other 

provinces (Luang Prabang, Savannakhet and Champassak) in 
2011 (Lao MoH, USAID/Capacity+ and WHO).  

¶ The findings suggest that  

- Motivational factors of Lao health workers are diverse and include                      
a combination of both financial and non -financial incentives.  

- Preliminary results of both surveys (2010 and 2011) highlight the 

importance that health workers pay to a tailor -made package of 
non-financial incentives s.a. career promotion & continuing 

education.  
- Typically however financial factors remain top of the list in low 

income countries such as Lao PDR. See the following charts & 

tables for details.   
- The reasons of low HWF productivity and service utilization are 

o Perceived low quality of services (e.g. QA/QI) 
o Access barriers (financial, geographical, cultural, behavioral) 

o Lao government trying to address all the above especially in 
health financing through e.g. MNCH fee exemption 

mechanism 

4. The way forward & progress in Lao PDR  

¶ Salaries and incentives  

- Develop an incentive package for (re) deployment of high and 

middle level staff to priority districts;  
- Modify the salaries scales for the improvement of the self -

confidence of staff and ensure a living wage;  

- Introduce a transparent and common funding sys tem for 
performance-based incentives of health workers. 

¶ Categories ratios and job descriptions  

- Define better coverage criteria for health centers and other health 
facilities. 
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- Define benchmarks and criteria for the most cost -effective 
allocation (e.g. skill mix) of health workers to different levels of 

health facilities;  
- Review and update job-descriptions of staff at health facilities with 

an aim at standardization. 

¶ Recruitment and training  

- Review the preference selection system for students from priority 
areas; 

- Develop a contracting system for the recruitment, training and 
allocation of students;  

- Upgrade the low-level staff to middle staff through a national 
integrated and harmonized training approach 

-  Recruit and train especially more midwifes to achieve MDGs 

 
5. Conclusions & outlook  

¶ Lao PDR suffers from challenges in the health workforce related to 

shortages, skill mix imbalances, maldistribution and motivation of 
staff.  

¶ Country faces problems of health-worker density and distribution due 

to low producti on capacity, restricted capacity for employment of 

graduates, and low pay in the public sector.  

¶ Lao PDR faces difficulties in attracting health workers to remote areas, 

because of fiscal constraints and inadequate financial and non-

financial incentives for health workers.  

¶ Lao government and its health partners need to apply a well designed 

and balanced mix of incentive measures for its health workforce 

supported by a (now existing) robust HRH strategy and long term 
financial commitment to be effective in r ecruiting and retaining 

qualified adequate health staff especially in rural/remote areas.  

¶ WHO WPRO 4 Key Result Areas of HRH Action Planning and Reporting 

- HRH strategic planning;  
- HRH production and development; 

- HRH management and retention; and  
- HRH governance, leadership and partnerships. 

¶ HRH Regional Conceptual Framework 
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Towards Development of a Rural Retention S trategy in 
the  Lao Peopleôs Democratic Republic: Understanding 
Health Worker P references  

¶ Discrete Choice Experiment (DCE)  

- DCE Survey Development Process 
o Develop questionnaire: Choice A vs Choice B 

o Data Collection 
o Descriptive Statistics: Health Workers & Students 

o Preferences: Doctors, Medical Assistants, Nurses/Midwives 

- Costing 
o iHRIS Retain Costing Tool (preferred, moderate cost and 

minimum cost interventions) 
- National Implementation: Retention Packages vs. Current Expenditures 

 

¶ Conclusions  

- Combination of costing following DCE has powerful potential 
- Select most appropriate interventions based on health worker 

preferences  
- Compare various scenarios to determine most financially feasible 

options  
- Result = affordable, cost -effective retention strategy  

- Next step: GF/GAVI Round 11 Proposal 

 
Rural Retention of Doctors Graduated from the 
Collaborative Project to Increase Rural Doctors (CPIRD): 
Thailand I nitiative to Retain Rural D octors  

1. Background -  situation of doctors  

¶ The majority of doctors is in urban and big cities ï only 12% of  doctors 

serves the majority of Thai (54%)  

¶ High turn over from rural is persistent  

 
2. Objectives and methods  

Objective:  

Å To compare graduates of the CPIRD program and normal track in 

relation to public retention and rural retention  
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Methods:  

Å Retrospective study and secondary data of the MOPH database was 

used. 

Å Data of all graduates during 2001-2007 of CPIRD and normal track 

program were included. 

Å The total of 1,088 CPIRD physicians and 5,578 normal track physicians 
were included. 

Å Survival analysis was employed 

 

3. Results  

Å At the end of 3 yrs compulsory services, 80% of CPIRD retained 

comparing to 70% of normal track  

Å Public retention: normal track doctors have a probability to resign 
from MOPH 1.7 times of that of the CPIRD, significantly 

Å Rural retention: normal track doctors have a probability to leave rural 
1.2 times of that of the CPIRD, significantly.  

Å Mean rural survival (years): Both tracks tended to decline, CPIRD 

doctors declined from 10 years to 4 years, comparing to those of the 
normal track physicians that declined from 5 years to 3 years.  

 
4. Conclusions and recommendations  

Å CPIRD are likely to perform better in relat ion to:  
- Providing 3 year return services  

- Public retention 

- Rural retention 

Å Average years of rural retention declined in both CPIRD and Non-

CPIRD 

Å Extend CPIRD Program and modify return service condition and fine. 

 

Policy Advocacy:  

Å The recommendation based on the results has been developed and 

approved by the National HRH Commission- in the process of the 
Cabinet approval 
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Motivation for Choosing the Family Medicine Specialty by 
Thai Residents in 2011  
 
A. The Key Messages from the Presentation by Speakers  

 There is a shortage of family doctors to cover primary units to achieve 

a family ïdoctor ratio of 1:10,000 in Thailand  

 
B. Major Issues or Problems Being Discussed by Participants  

          From 1999 to 2008, there were only 250 Family Medicine graduates 
and in 2011 there were only 113 FM residents to serve the population.   There 

is a need to increase interest in Family Medicine. 

 
C. Discussion  

 Three of the most common motivations for choosing Family Medicine 
specialty were:  (a) creating a good life per spective for patients and their 

families (97.8%); (b) holistic care of patients and their families (96.7%) and 

(c) long term continuity of care of patients and their families (96.7%).   
Personality was strongly associated with Family Medicine specialty.  How to 

increase interest in FM include, creating a clearer role for family doctors, 
encouraging other health care personnel to participate in FM work and 

establishing family medicine department in medical schools.  
  

 Simply increasing monetary compensation or compulsory rural service 

did not appear adequate for rural retention.   However, where compulsory 
rural service is enforced and managed, it has reduced vacancies in rural health 

centers. Reserving specialist course seats for government physicians 
completing years of rural service has been successful in attracting general and 

specialist health workers in rural areas. However, such schemes are 

dependent on the presence of strong and transparent regulatory mechanisms.  
Clinicians with 3 years of clinical training were found to be equally competent 

as physicians for primary health care and successfully serve in rural health 
posts for longer periods though training and placement of such cadres would 

be substantial concerns. 

 
D. Conclusion  

 The most common motivation for entering FM in Thailand is to be able 
to create a good life perspective for all patients and their families and the 

most common suggestion are to increase participation in specialty were to  
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provide clarification on the role of FM doctors and to  encourage health 
personnel to participate and contribute to FM work.  

 
E.  Recommendation  

 The policy recommendations include: providing clearer roles for FM, 

establishing a family medicine department in medical schools, designing 
appropriate school selection measure, providing more family medicine 

experiences to medical students. 

 

What Works, Where, and How Well? Lessons from a 
Comparative Assessment of Current Rural Retention 
Strategies for Doctors in India  
 
A. The Key Messages from the Presentation by S peakers  

Countries experience HRH shortages especially in rural areas.  
¶ Attracting and retaining physicians in rural areas remains to be a 

challenge in India; however there are existing programs that can be 

maximized to address the issue of mal-distribution and retention.  
Strategies need to be designed according the to the context of state 

where they should be implemented  

 
B. Major Issues or Problems Being Discussed by Participants  

¶ There is a ten-fold difference in the number of physicians in rural and 

urban areas.  To address this, different states have been exploring 
financial and non-financial means to retain physicians in rural areas.  

 

C. Discussion and Conclusion  

¶ For the Indian context, two schemes merit attention:  a) reserving 

specialist seats for government physicians completing some years of 

rural service and b) task shifting in PHC settings.  Both need to be 
designed and implemented according the needs of the states.  

 
D.  Recommendation  

¶ Importance of using evidence based methods for identifying p olicies 

for increasing rural retention is vital.  There are rural retention 

strategies that are implemented without proper evaluations.  
Evaluations are critical for reducing the rural deficit of physicians and 

other types of health workers in any country.   
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Applying the Job Analysis Based Technique to Estimate 
Managerial Resources Needed at State Level for Universal 
Immunization P rogramme in India  
 
Background  

¶ Low immunization coverage in India,  under -achievement of the 

objectives  is because of lack of proper HRM 

¶ Weak planning, poor managerial skills, low motivation, and lack of 

proper training provided to managerial staff are among the key 

constraints faced by the health sector in developing countries 

¶ Vacant positions at managerial levels; the lack of relevant 

qualification, experience, and training; frequent transfers; lack of 
incentives to senior officials; and ot  

¶ Her issues in human resource practices also lead to a lack of proper 

implementation of health programs including UIP.  

¶ Managerial HRH planning and staffing for the state level includes 

decisions regarding number of people required for different activities 

in the immunization cell; their levels in  hierarchy; reporting structure; 

task distribution and accountability, competencies, optimum skill -mix 
(combinations of skills needed for each job), etc.  

 
Key message  

¶ In developing countries decisions regarding managerial HRH planning 

and staffing are often considered to be standalone 

¶ Job analysis based technique clearly showed the inter-dependence 

¶ Managerial HRH planning and staffing not a linear process but a 

cyclical one  

¶ Further strengthened by conducting regular HR Audits 
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A. The Key Messages from the Presentation by Speaker   

 Every country including Thailand, China, India, Myanmar, Bangladesh, 

has had serious problems with the shortage of heath workers in particular 
medical doctors; all of those countries have tried hardly to solve the problems. 

They also have several problems with management and monitoring. Most of 

them have been concerned about the community health care workers.  

B. Major Issues or Problems Being Discussed by Participants  

 In India, they want to use health resources more efficiently by trying 
to combine the health instit utions doing the similar programs relevant to 

nutrition and health. They adopted concept of coordination referring to 

ñworking together to achieve common goalsò. In Bangladesh, they are likely to 
handle this difficulty using the concept of the Community Cl inic (CC), which is 

has an objective to provide integrated one -stop services to the community. In 
China, they implemented the project was aiming at deploying ten thousand 

doctors from the tertiary hospitals in the urban areas to the county hospitals in 
the rural areas of China from 2005 to 2008. In general, the services provided 

by the doctors and the project has met the local health demand, completed 

the three-tier rural health service mechanism. However, the challenges and 
setbacks were still faced by the project. Also, they were concerned about the 

development, current situation and existing problems of village doctors in 
China, including number and structure, service capability, service providing, 

salary and social security, and experiences and insights of Chinese rural health 

workforce development. In Myanmar, they stimulated the idea that the 
medical students in Myanmar would learn more productively if the self -

directed learning system will be applied to medical school. Although some of 
the medical students have high self management in self directed learning, 

some of them were not interested in self directed learning and didnôt want to 

continue the program; this finding could be beneficial for developing 
educational system in the future. Thailand has clear message that it has lack 

of medical professionals and the Ministry of Public Health and the Medical 
Council should investigate and provide efficient solution, such as separating 

duties of specialist to be necessary and unnecessary tasks and find an 
innovative way to encourage students to be surgeons.  

C. Discussion, Conclusion, Recommendations  

 Although those countries have been trying very hard to overcome the 
difficulties they are facing in particular in the rural areas, it is unlikely that 

those problems will be solved in the near future. The studies in the session are 
all fruitful and based on scientific evidences; the main question is how we can 
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implement the findings to policy process. What we recognized will mean 
nothing without doing.  

 

Community Clinic Initiative L ink to Community and 
Workforces for Universal Health Coverage Approach: 
Regional & Country Context  
 

I. Background  

 Bangladesh has been facing critical shortage of professional health 
workforce. The total number of physician, nurse and mi dwife is only 0.58 per 

1,000 populations, which is far lower than the WHO recommended level of 
2.3. This problem has affected the UHC in Bangladesh.  

 

 The present government is committed to ensure UHC in order to 
ensure the health rights and reduce the ma ternal and child mortality.  The 

concept of Community Clinic (CC) has been started since 1998, but has been 
stopped 2001-2008 without any valid reason and now been restated again by 

the government.   

 
II. Concept  

 The CC is a frontline health facility covering about 6,000 population to 
provide integrated one-stop services to the community. The government of 

Bangladesh shows its strong commitment to achieve UHC through 

revitalization of community clinic initiative which increase the effectiveness of 
services provided by the community -level health workers and to engage 

community in active participation such as land donation, decision-making etc 
towards better quality of healthcare at grass level.   

 
 The CC have been operating by Community Health Care Provider 

(CHCP) who will be the In-Charge of the Community Clinic, Family Welfare 

Assistant (FWA) and Health Assistant (HA)  engaged for three alternative days 
in serving community clinic and another three alternative days for household 

visit. 
 

 At present, out of 13500 CC, 10323 CC is already functioning, 301 

CCôs maintenance work is completed and going to be functioning soon. 
Another 1305 CC are ready to function. The construction work of the rest 1571 

CC will be started soon. In addition to 13500 CC, at 4500 Union Health 
Centers and Upazila Health and Family Welfare Centers a small set up as CC 

will be established in their compound.  
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 The CC was mainly responsible for providing following healthcare 
services: maternal and child health, provision of medicine and vaccine, 

identification, treatment and referral of diseases, family planning, health 
advices and awareness program. However, there are still some challenges and 

problems faced by the CC. 

 
III. Challenges  

1. Many CCs are not functioning as per schedule due to absence of 
service providers. Some community clinics are found closed during the 

survey. 

2. Services dealing with pregnancy, family planning, and provision of 

medicine and vaccine are quite satisfactory in some cases, but they 

are yet to develop quality services of identification, treatment and 
referral of diseases and health services, especially services for 

handicapped people. 

3. Raising awareness in youngsters about basic health related issues and 

in community about health and nutrition of mother and children are  

the fundamental agendas thriving for betterment.  

4. Registration of birth and death, newly married and pregnant mother is 

not done properly.  

5. Exclusive services for elderly people such as providing them facilities 

of physical exercise and arrangement for recreation need to be 
developed by service providers. 

6. Both the Support Group and Community Group should meet on a 

regular basis to review their works and documenting meeting minutes 
for further necessary action. 

7. Lack of cooperation and self- motivation of serv ice recipients limit the 
quality of services provided by Community Clinics. Besides, lack of 

cooperation of local authority and proper infrastructure hinder the 

efficiency of Community Clinic. 

 

IV. Recommendation  

1. Taking prompt action in upgrading the quali ty of services such as 

identification, treatment and referral of diseases, and medical advice.  

2. Promoting awareness through BCC about essential issues on health 
and in community about personal hygiene, sanitation, balanced diet, 

and etc. 

3. Arranging training to build skilled personnel on regular basis 
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4. Improving existing infrastructure of Community Clinics (water, 
sanitation, road etc)  

5. Building rapport among service provider, Community and Support 
Group and service recipients 

6. Following strict rules to hold meet ings on a regular basis to review the 

performance of Community Clinic, Community Group and Support 
Group and document the decision of the meetings for further action.  

7. Participation in LLP (Local Level Planning)&Fund raising by Community 
Groups  

8. Performance based incentive initiative taken by government to 
upgrade the quality of services 

9. Promoting womenôs participation in Community Group so that women 

can be encouraged to participate. 

 
V. Conclusion  

1. Community Clinic initiative is a great and noble public endeavor to 

promote essential health care services and medical facilities at 

community level which is the 1 st step towards Universal Health 
Coverage by 2021.  

2. Rejuvenating of Community Clinic rests on participation of community 
at all level and commitments of  the service providers.  

 
VI. Partici pants Discussion  

 Discussion with Chairman Prof. Graham Roberts: there is still lacking 

of clear work plan for the CC and the HRH in CC in line with the development 
of health system in the country. The future developmen t plan should be 

constituted with multi -sector stakeholders, including Ministry of Finance, 

National Planning Committee etc.  
 

5-Year Experience on the Project of ñTen Thousand 
Doctors Supporting the Rural Areasò in China (2005-
2010)  
 
I. Background  

 With the purpose of improving the quality of county hospitals, 

providing accessible and affordable healthcare services and increasing the 
health status of local rural residents, in 2005, Ministry of Health, Ministry of 
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Finance and State Administration of Traditional Chinese Medicine in China 
have jointly launched the Project of ñTen Thousand Doctors Supporting the 

Rural Areasò. The project was aiming at deploying ten thousand doctors from 
the tertiary hospitals in the urban areas to the county hospitals in the ru ral 

areas of China from 2005 to 2008. 

 
II. Concept  

 Each tertiary hospital must provide at least 5 doctors with 
occupational title of associate professor or above for each county hospital or 3 

doctors for each county Traditional Chinese Medicine hospital within the same 

province.  
 

 Each doctor must work in the county hospital for at least one year. 
The working experience in the county hospital will be valued as one condition 

for upgrading their occupational title. The main responsibility of the doctors 
included: to provide healthcare services for common or incurable diseases; to 

provide clinical trainings to the colleagues in the hospital, clinical operations, 

ward rounds, and patient consultations; to help in hospital management.  
 

 Central government will provide budget to each doctor by USD 3800 
as the rural compensation; local provincial and prefectural budget will offer 

the routine salaries. The doctors are forbid for receiving financial in any kind 

from the county hospitals. The provincial health and financial authorities are 
responsible for the management and implementation of the project. The 

central government working group is accounting for project steering, central 
budget and irregular inspection and supervision. 

 

II I . Challenges  
1.  Unmatched hum an resource supply and demand  

 In some counties it has been found that without investigation on and 
communication with the demand of county hospitals, the types of doctors 

provided are not according to the demand of the county hospitals. In addition, 
due to lacking of sound hospital policies in the county hospitals, the doctors 

are in worries of medical dispute.  

 
2.  Twisted implementation under the financial pressure  

 Due to lack of government sufficient financial support for the routine 
operation of the county hospitals, some county hospitals considered the 

services of urban doctors as the break point to increase its financial income. 

The urban doctors had been drawn too much attention on providing services 
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rather providing trainings and teaching to the l ocal health professionals. The 
purpose for using those doctors at the county hospitals has been twisted.  

 
3.  Lack of consistent mobilization and advocacy decreased the 

impact of the project  

 Other local government departments considered the project as th e 
health-related only project rather than a program requiring multi -sector 

participation. Many patients still to choose receiving the services in the urban 
tertiary hospitals rather the local county hospitals. Other various kind of 

supporting projects had beyond the tertiary capability of providing technical or 

resource support to others and had become a burden for the tertiary hospitals 
and affecting the hospitalsô own operations and practices.  

 
4.  Restricted and inflexible equipment donation channel to the 

county hospitals  

 Overloaded medical equipment resources have enabled the tertiary 
hospitals to donate certain medical equipment to the county hospitals where 

are desire for advanced medical resources. However, the official donation 
process for the medical equipment is complicated, inflexible and long-time 

consumed. As the result, many donations cannot be completed which has lead 

to a waste of health and medical resources.  

 
5.  New challenges generated from the new round health system 

reform  

 The new round health system reform started from 2009, tertiary 

hospitals started to merge with the local county hospitals and to become the 
hospital groups. Those county hospitals originally receiving the doctors and 

support from the tertiary hospitals have become  the branches of the hospital 
groups. Under this circumstance, the requirement of the project will not be 

suitable to the hospital groups.  

 
IV . Recommendations   

1. Multi-sector participation and coordination at central and local level is 
vital to the project  implementation. The management mechanism 

should be adapted at the local level for better minimizing the 
variability on the values of the project among different stakeholders. 

The project should be incorporated in the larger national HRH reform 

plan, so that the limited resources can be used effectively rather waste.   
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2. A multi-dimension performance evaluation system should be established 
for monitoring and appraising the project result. The reward and 

penalty mechanism should be established for better motivation on 
both tertiary hospital and county hospitals.  

3. It is recommended that the dual referral system should be 

established, and the tertiary hospital is encouraged to merge with 
county hospitals to establish the healthcare group so that the rural 

health can be further strengthened. The subsidies for the health 
groups should be provided in various ways, such as basing on the 

workload of public health services or primary care services. 

4. New attempt on the advanced information technology should be 

encouraged in those provinces that are able to afford, such as 

distance medicine or telemedicine. 

 
Attitude t oward the Self Directed Learning (SDL) of 
Medical Doctors in Myanmar  
 

I. Background  

 Self directed learning (SDL): a continuous engagement in acquiring, 

applying and creating knowledge and skills in the context of an individual 

learnerôs unique problems. SDL views learners as responsible owners and 
managers of their own learning process 

 
 In Myanmar, education system is mainly based on traditional method 

of learning, which has many advantages, however, self-directed learning is 

more popular and important in Continuous Medical Education. Todayôs 
education era is wider and level of learning depends on the studentôs ability. 

In medical profession, potential and abil ity of self directed learning is crucial 
for success.  

 

 Therefore, this study explores how medical doctors consider self-
directed learning whether as crucial role for their continuation of medical 

education in their life.  
 

Research Objective  

To identify t he attitude toward self -directed learning of medical doctors in 

Myanmar 
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Material and Method  

1. Cross-sectional descriptive study was carried out in refresher training 

course at University of Medicine, Yangon during January and February 
2010.  

2. Used the self administered questionnaires  

3. It contained socio-demographic characteristics and factors that 
indicate the attitude toward the self directed learning of medical 

doctors. 

 

Study Population  

1. Total 509 medical doctors  attended at the refresher  training cours e 

2. Response rate was 90.96% 

 
II. Discussion  

1. More than half of the respondents have not interested in self directed 
learning and they donôt want to continue to learn by themselves in 

their life  

2. The finding is not different from study of nurses in Murray Fish erôs 
study  

3. Forty nine percent of doctors have high self management in self 
directed learning and 

4. Fifty percent of doctors have high desire for learning in this study  

5. It is higher than the result of the study in 2008 which reported that 

30% of medical students had moderate scores for self directed 

learning readiness 

6. Other studies reported that high self directed learning scale indicate 

they are more prefer to learn in the way of student centre learning 
approach in their life.  

7. This study suggests that half of the doctors who attend at refresher 

course have intension to continue their learning by self directed 
learning approach 

 

III. Conclusion   

1. Self directed learning is the developing process of the education 

around world 

2. In future day, self directed learning  and student centre teaching 

method are going to be applied in medical education 
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3. This study provides some kind of information in medical educational 
development programme in Myanmar 

 
V. Participant Discussion  

 This kind of study should be further supporte d in the future even it is 

now only in developing process. The result of study can be valuable for the 
medical education reform.  

  
The Current Situation and Development of Village 
Doctors in China  
 
I. Objectives of the Presentation  

 To introduces the development, current situation and existing 

problems of village doctors in China, including number, structure, service 
capability, service providing, salary and social security, and experiences and 

insights of Chinese rural health workforce development. 

 
II. C urrent Situation of Village Doctors  

 Currently Chinaôs village doctors are total nearly one million, 
amounting to 12.8% of Chinaôs total health workers and nearly 30% of rural 

health workers, and take on 28.2% of the total outpatient services. With the 
new round healthcare system reform kicked off in 2009, public health service 

has become an important part of their daily work. Their service capabilities 

have improved gradually that doctors with associate degree and technical 
school degree have increased from 3.42% and 56.73% respectively in 2003 to 

4.50% and 73.70% respectively in 2009; the ratio of licensed (assistant) 
doctor in village clinics has increased from 9.5% in 2004 up to 14.2% in 2009. 

But the overall quality still is low; doctors are aging and t heir service 
capabilities are still insufficient. In terms of salary and social security, there 

exist clear income gaps among different places with a relatively low overall 

level and unbalanced income structures. Particularly, when some new 
measures concerning the healthcare system reforms are implemented, the 

compensation mechanism is incomplete and the pension problems are getting 
serious. The development of village doctors is facing two key problems, 

including the gap between rural residentsô demand for health services and 

their current service capabilities, and the gap between public welfare service 
and compensation mechanism.  
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III. Conclusion  

 Chinaôs village doctors have experienced the development from 

quantity and quality improvement to standardize d management that is 
attracting the great attention from international society and is a good 

demonstration for the global primary health care development and rural health 

system development in many developing countries. They are indispensable 
basic forces for developing the rural basic health services in China at present 

and in the future. The next phase policy making should focus on developing 
compensation mechanism, guaranteeing salary and social security and 

enhancing service capabilities. 

 
IV. Proposal for regional or global actions  

 Either at present or in future, the developing pattern of Chinaôs village 
doctors and the choice of the related health policies will still greatly influence 

the development of the rural healthcare workforce and the healthcar e 
development in all the countries worldwide, especially in the developing 

countries. In the background of new health system reform, central 

government is issuing a series of policies to promote the establishment of the 
rural health service system and local governments are actively exploring 

effective ways to stabilize and develop village doctor team. This experience is 
valuable for regional and global countries.  

 

Demand for Health Workers at Secondary and Tertiary 
Care Levels in Thailand: in the Case of G eneral 
Physicians, General Surgeons, Neurological Surgeons, 
Obstetricians and G ynecologists  
 

 Since Thailand implemented the Universal Healthcare Coverage (UC) 

scheme, the country was likely to have more difficulties in health professional 
management. To cope with the current and future problems, the government 

needs to understand and be aware of the demand for the health professionals 
correspondence to peopleós health needs. The study aims to identify current 

and future demand for health workers at seconda ry and tertiary care levels in 

the cases of general physicians, general surgeons, neurological surgeons, 
obstetricians and gynecologists.   

 
 An evidence-based demand model was used to estimate the number 

of health professionals. Basically, the researchers estimated health needs 
using secondary data, mostly from the inpatient and outpatient and the 
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disease related groups (DRG) datasets.  They collected data on workload of 
health professionals by conducting interviews. They also used DRG database 

to estimate the surgery time. To predict future demand, only age-sex 
structure of population was obtained in the analysis at current state. 

Sensitivity analysis was performed when testing assumptions including 

average working time of health professionals and time phy sician spending on 
taking care of a patient.  

 
 Data limitation was inevitable. Some data were from expertsô opinions 

which normally relevant to their experiences and knowledge and skills. Using 
only age-sex structure of population could not be enough to e stimate the 

future demand for health care.  This study could estimulate the idea of 

developing a data system obtaining workload of health workforce and health 
needs and also the idea of developing an indicator such as physician to 

population ratio corresponding to health need and workload of health workers. 
According to this model, the policy makers would distribute the health workers 

in each area more efficiently and equitably.  
 
Discussion:  Since the physicians canôt work by themselves; they need co-

workers such as nurses and pharmacists, it will be more realistic and beneficial 
if the future research can complete that gap by providing demand for other 

health workers in relation to the tasks or their responsibilities.  
 

Inter -Worker C oordination: Issu es & Su ggestions 
Evidence from Two National P rograms of India  
 

 Since the three programs having the same goals to help mothers and 

children in India, t heir responsibilities are duplicated. The researcher thinks if 
she implied the concept of coordination ñworking together to achieve common 

goalsò, those programs will be managed more efficiently, reducing duplication, 
improving judicious use of limited resources, reducing cost, making collective 

achievement of target easier. The objective of this study is  to find th e issues 

making those three programs able to work together and encouraging them to 
improve their collective work performance.  

 
  Qualitative study was conducted by interviewing the workers.  The 

three programs have different problems and naturally inequity . For example 
people who work for ASHA have less salary than the other two. Those 

programs are under different departments, so it would be not easy in terms of 

financing and management.  
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Discussion:   Even if the finding shows the overlapping between those three 
programs, it is not easy to give this message to policy makers and expect 

them to take some actions to provide the health care provision to mothers and 
children more efficiently.  
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AAAAAAHH  tt hhee  WWaayy  FFoorr ww aarrddss  ff oorr     

tt hhee  NNeexx tt   55   YYeeaarr ss  (( 22001122-- 22001166))  
 

 AAAH is an only regional network on human resources for health. It 
has been founded for 6 years by the 10 Asian-Pacific countries. SWOT analysis 

shows strength, weakness, opportunity, and threats as follows;  

 
Strength  

1.  AAAH is country driven (not donor driven), naturally formed network 
for common problems 

2. AAAH convenes 16 countries across Asia Pacific (from both SEARO 
and WPRO regions) 

3. Country context is various. Country members can learn and get 

support from each others.  
4. AAAH is regional solidarity, trust -based, and voluntarism. 

5. AAAH has been operated under good governance, collegial, equal 
partnership, solidarity, and rotation of leadership.  AAAH is not 

money-interest organization.  

 
Weakness  

1. Talk-based network 
2. AAAH only convenes annual conference but fails to drive national 

agenda. 

3. Inter -session activities are limited.  
4. Focal points and secretariat overwhelmed by other competing 

demands. 
5. The nature of AAAH is complex, for instance, the members are from 

multi-sectors   (public ï private)  
 

Opportunity  

      1.  Since there are 16 countries member from all over Asia Pacific region, 
it opens opportunity for cross country collaborations to generate  

evidence and to build capacity.  
2. The network can be strengthening towards ñtask-basedò.  

3. The demand for evidence in policy decision will be increased.  

4. Funding support will be continued as long as AAAH shows value 
added. 

5. SC, focal points, and secretariat can demonstrate mutual accountability. 
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6. There has been a strong collaboration between regions through 
collegial partnership for 6 years.  

 
Threats  

     1. Threat includes ad-hoc manner of mobilizing one-off funding support 

for annual conference.   
 

            According to the SWOT analysis, we conclude that the AAAH can 
sustainably move forward by shifting from ñtalk-basedò to ñtask-basedò 

network. The inter-session activities of mutual interests among groups of 

concerned countries will be increased.  
 

            Twelve focal points were invited to participate the meeting. The 
moderator asked the focal point one-by-one to give their feedbacks for HRH 

research field that need to be conducted in their countries. The feedbacks by 
countries are listed as follows; 

   1. Indonesia: HRH plan/ Information sharing  

   2. Samoa: HRH information system  
   3. Mongolia: HRH information system 

   4. Myanmar:  Better information sharing/ Strategic plan  
   5. Thailand: Unit to m onitor HRH distribution/ Rural Retention/ Health 

Workforce Production/ Health Personnel Division 

   6. Philippine: Integrated HR Informat ion System/ HRH Management  
   7. Nepal: HRH information system 

   8. Cambodia: Information sharing  
   9. China: Knowledge sharing, monitoring and evaluation/ Capacity building   

   10. Sri Lanka: Capacity Building 

   11. India: Private education and qual ity standard 
   12. Bangladesh: Access to health care 

 
            The below table shows the potential areas of cross-country 

collaborative research and policy development  
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Research Topic  Area of Study  Group of 
Country  

Rural Retention  ¶ Mapping of policies on rural 

retention  

¶ Critical assessment of key 

policy on rural retention  
¶ - Scaling up effective 

policies, improve weakness 

of unsuccessful policy 
implementation 

Nepal, Philippine, 

Vietnam 

HRH Information 

System 

¶ Critical assessment of the 

bottlenecks of HRH 

information systems 
¶ - Sharing cross country on 

success/failure experiences   

Samoa, Myanmar, 

Philippines, Nepal 

Strategic 

Planning in HRH 
Production 

¶ Policy analysis:  

¶ Mushrooming of private 

health professional 

education institutes  
¶ Regulatory environment  

¶ Quality of professionals  

¶ Responsiveness to country 

health needs 

¶ Application of 5C [tools are 

public good freely available 
to ALL] for  

¶ National level assessment 

¶ Institutional level 

assessment of nurse, 

doctors, public health 
schools  

¶ Student assessment who 

are about to leave the 
schools  

¶ Health professional reform: 

prioritize the most feasible 
paths  

¶ Build up momentum, buy in 

supports from key 

stakeholders 
 

Myanmar, 

Indonesia, 
Philippine, Nepal 
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Research Topic  Area of Study  Group of 
Country  

Management 

System/ 
Migration 

¶ In light of ASEAN Economic 

Community  

- International flows of 
patients (Mode2)  

- International migration 
of health professionals 

(Mode4)  

¶ In light of private health 

sector growth  
- Domestic migration 

from public to private, 
rural to urban  

Thailand, Nepal, 

India, Philippines  

 
            In addition, ñhomeworkò of focal points must be maintained for 
effective session activities. The clear definition of indicators must be set up in 

order to compare the results among country members.  
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FFiieelldd   VViissii tt ss  
I . Vicente Sotto Memor ial Medical Cente r  
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 Name of institution: Vicente Sotto Memorial 
Medical Center  (VSMMC)  

Background  ¶ VSMMC is an 800-bed-capacity public tertiary 

level medical center and training facility 

operated by the Philippine national 
government. 

Vision  ¶ A safe and globally competitive center in 

health service, training, and research. 

Objective  ¶ To provide health care services that are 

available, affordable, accessible, and 
acceptable to all level of people. 

Building and 

facilities  

¶ The hospital is presently composed of low-rise 

building complexes which were constructed as 

the institution expanded its services.  The 
main hospital building houses the 

administrative offices and the main clinical 
service wards.  Expansions to the main 

building would include the Out -Patient 

Department complex, the more recently -
opened renal / dialysis unit, and its Trauma 

Unit. 

¶ Emergency room, out-patient, in -patient, 

heart-lung-kidney center, veterans, 

rehabilitation medicine, eye-center, dental, 

diabetic clinic, clinical specialty, critical care 
unit, operating room, radiological service, 

laboratory and diagnosis service, dietary and 
counseling, organ transplant, cardiac 

catheterization unit, hemodialysis unit, 
peritoneal dialysis, trauma center, woman and 

children protection unit, child survival center, 

family planning, reproductive tract infection 
clinic, center for alternative medicine, 

psychological and counseling services 
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 Name of institution: Vicente Sotto Memorial 
Medical Center  (VSMMC)  

Collaboration 

programs  

¶ One of the identified advantageous strategies 

that the hospital has recently explored in order 

to improve its services is public-private 
partnership (PPP).  Through the said strategy, 

the hospital now has special units ï (1) the 
Eye Center, (2) the Heart, Lung, & Kidney 

Center, (3) Renal / Dialysis Unit, (4) Cardiac 

Catheterization Unit providing highly-
specialized services.  Through its aggressive 

PPP, the hospital was also able to upgrade the 
facilities and equipment for its Radiology 

Department, and the Trauma Unit.  F eatures 

of the PPP include:  investment of the private 
sector in upgrading the facilities, equipment, 

and personnel of the hospital; inclusion of the 
newly-established service units into the 

hospitalôs management and training systems; 
provision services to the general public at 

lower prices compared to private hospital 

rates; provision of subsidized services for the 
indigent population; and equitable sharing of 

revenues from services delivered. 

¶ The hospital also has collaborative training 

programs with various higher education 

institutions in the Visayas region. 

Academic 
Programs  

¶ Training programs include medical, nursing, 

support and allied medical professionals, 
human development and research training. 

¶ The teaching and training structures being 

implemented by the hospital follow the 
standards prescribed by different specialty 

medical societies and by the higher education 

commission.  At present there are 14 
accredited specialty residency and fellowship 

medical training programs being run by the 
teaching staff of the hospital primary 

composed of consultant medical specialists. 
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 Name of institution: Vicente Sotto Memorial 
Medical Center  (VSMMC)  

Financial sources  ¶ Being a public institution, the minimal fees 

commanded for the services provided by 

hospital are either fully - or partially subsidized 
by the national government.  Other forms of 

financial support or subsidies are also available 
from the Philippine National Health Insurance 

Corporation (PhilHealth), other private health 

maintenance organizations, and private 
foundations. 

Human resources  Å Health personnel for the hospital have been 

expressed to be in shortage according to the 
medical director.  Though the hospital is still 

able to attend to the needs of its patients, the 
personnel are chronically overworked given 

the overwhelming workload.  Over the recent 
decade, only ten (10) permanent health 

personnel plantilla were added. 

Å Most of the personnel for the hospitalôs 
support services are hired on a contractual 

basis due to the limited number of official  
permanent job items available. 

Å The hospital is looking forward to the 

implementation of the personnel rationalization 
plan that would significantly increase the 

number of its medical and support personnel  

Å With in the next two or three years.  

Organizati onal 

concerns  

Å Though, the hospital was mandated to be an 

800-bed capacity institution, its present 
implementing bed capacity is only 600 due to 

its limited resources.  A recent annual budget 
allocation for operations was approximately 

300 million pesos. 

Å They have presented an overwhelming 
hospital occupancy rate of nearly 100%.  

Å Most of their patients (80 -85%) are not 
enrolled as members of the national health 

insurance system. 
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 Name of institution: Vicente Sotto Memorial 
Medical Center  (VSMMC)  

Advantage  Å Public-private partnership: can invest for high 

technology and better quality of health 
service. More poor people can access health 

service. 

Disadvantage  Å The health personnel of VSMMC is government 
officer/ or contracted government employee. 

Therefore, their salaries are much lower than 
those in the public sector.  

 
Discussion:  VSMMC is a role model for public-private partnership.  It can 

provide good health service in low cost. Poor people can access to better 

health technology and services. The health personnel are also friendly and 

helpful to the patients. The medical center is not only competitive to the 
private hospital in terms of health service but also in terms of service mind.   
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II . College of  Medicine, Southwestern  University  
 

 
 

 
 

 

     
 

 

 


