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Background

In 2010, the World Health Organization issued “the Global Policy Recommendations on
Increasing Access to Health Workers in Remote and Rural Areas through Improved
Retention”. This recommendation was discussed in the 5" AAAH Annual Conference in
Bali 2010 and especially in the 6™ AAAH Annual Conference in Cebu 2011 where a
number of challenges in HRH development were raised into attention as a key factor for
achieving Universal Health Coverage (UHC).

As of 2010, 7 out of 16 AAAH countries had a number of health wor.kforces (HWF) below
the WHO benchmark of 2.28 per 1,000 populations', in addition to critical shortage, mal-
distribution between rural and urban area was still pronounced in most countries.

Though, most AAAH countries has established HRH strategic plans in increasing HRH in
remote and rural areas, there is a lack of thorough assessment whether the
interventions or strategies on promoting rural retention work and identification of areas
for policy or operational improvement are needed.

In the summary session of the 6™ AAAH Annual Conference, realizing these problems,
there is a need for investigating and generating better understanding on a number of
common challenges in the region. The AAAH called for expression of interests and then
after the external review, 6 successful proposals out of 12 submissions were selected.

China . - ‘

As of 2010, China has 8.21 million health workers, 5.88 million of which are health
professionals. This official figure of health professionals does not include about 1.09
million village doctors. China is one of the few countries where doctors outhnumber
nurses. China has 1.79 doctors and 1.52 nurses per 1,000 population. The national ratio
of doctors to nurses is about 1.18 in 2010. Over 330 health science colleges and .
universities provide medical training programs ranging from 3-8 years. It'is estimated
that the total number of graduates from all medical colleges or secondary schools was
about 0.92 million in 2010. However, the actual increase of health professionals was only
0.42 million, which means that there was a great loss: 54% of total graduates.

Most of China’s health professionals have received education up to only junior college
(61.2%) or at least secondary technical school level (95.7%). Only 24.9% of health
professionals in China have a bachelor’s degree or above. At the primary health level,
the percentage of urban health professionals with bachelor's degree or above is 19.0%,
which is almost 3.4 times higher than that of rural counterparts (5.6%). One third
(33.2%) of health professionals have middle technical qualification or above. At the
primary health level, the percentage of urban health professionals with middle technical
qualification or above is 29.9%, nearly twice higher than that of their rural counterparts
(15.3%).

Although the production of medical graduates has greatly expanded since 1999, there is
strong urban bias in the distribution of health professionals in China. In 2010, the health
professional density in urban areas was 7.62 per 1000 population, 2.51 times than that
in rural areas (3.04 per 1000 population), even worse than the ratio in 2005 (2.16
times). The maldistribution of health workers with respect to quantity is accentuated if



quality of HRH is taken into account. Underdeveloped areas have not only lower densities
of health workers, but also less-educated workforce.

Lao PDR

Lao PDR is among countries with critical shortage and maldistribution of health workforce,
especially in remote and rural areas. In 2009, there were 4.5 HW per 1,000 pop in urban,
compare to 1.1 HW per 1,000 pop in rural areas (DOP, MOH 2009). In contrast, more
than 70% of population live in rural area where only 50% of HW work there; moreover,
there are 0.6 qualified health care providers (MD, Nurse, Midwife and MA) per 1,000
populations (MOH, 2011). The main challenges to tackle its shortage and maldistribution
of health workers in Lao PDR are: limited posts allocated by the government to recruit
health workers; preference of health workers to work in urban areas with better income;
professional career development opportunities; and low self-confidence new graduates to
work in rural areas that might be attributable to insufficient quality of training, high
number of student intake by medical/health institutes. The shortage of middle and high
level HWs at primary and secondary health care facilities leads to a major gap in the
quality of health care services between urban and rural areas. To solve mentioned
problems and to attract the HW to work in rural areas (District and health center levels),
Ministry of Health and Lao government have developed and endorsed number of policies,
decrees and regulations. However, enforcement, implementation, and monitoring and
evaluation of these policy papers using updated, accurate human resources for health
database remain weak; lack of appropriate incentive package combined financial and
non-financial incentive to attract newly graduate medical/nursing student, and to retain
qualified health workers to work in rural and difficult areas, despite decrees on incentive
has been endorsed and lack of quality of medical education resulted in lack of confidence
among newly graduated medical/nursing students to work independently especially in
rural areas. This research will focus on policy of compulsory provide service in rural
areas of newly recruitment/graduated student which indicated in the Prime Minister
Decree No 82/PM that any new recruited civil servant, during his first 5 year work, to be
posted at least two years at district and community level to determine its success or
frailer and its potential implications.

Myanmar

In Myanmar, Ministry of Health is the major provider of comprehensive health
care.Medical and allied health professional schools produce human resource for health
under Department of Medical Science. Department of Health one of the seven
departments under Ministry of Health, plays a lead role in deployment, development and
management of public health workforce. The country health system of Myanmar is
networked by 1565 Rural health centers under administration of Township medical
Officer from township health department. RHC is headed by Health Assistant with a team
of Lady Health Visitor, midwives and Public Health Supervisor-2. The country health
system of Myanmar is networked by 1565 RHCs under administration of Township
Medical Officer from township health department. RHC is headed by Health Assistant
with a team of LHV, MW, PHS-2. BHS at the RHCs are justifiably presumed to provide all
kinds of public health services to the rural communities. Increasing implementation of
projects lead to increasing workload in BHS. Though some of the projects were part of/or
modified elements of primary health care, some activities were new to the BHS and
series of training had to be given to the implementers. A midwife needs to cover 4462
population. Moreover, MWs are allowed to attend nursing and LHV training which last for
1-3 years and the vacancies could not fill up because they will come back after training
and wait for their promotions and that lead to the service gap for those particular areas.
Shortage of midwives as well as other public health staffs is worsened in rural posts. At
the same time, topographic, socio-economic and cultural diversity of the country impacts
the deployment of HWF. On the other hand, though with so many demands from
different projects and programs, midwives are providing services in the communities
without much support. There is no formal system supports transport allowance, per diem
and hardship allowance for the rural health workers in Hard to reach areas. Decision



makers and program managers are concerned with these gaps, shortage, workload,
motivation and incentives and need to justify the policies concerning these areas.

Sri Lanka

Out of the total investment on health, a large part is provided for recurrent expenditure,
which includes salaries and wages both at national and provincial levels in Sri Lanka.
This is to fund a total cadre of around 106,000, representing 18% of the total salary bill
of the Government in 2006. In 2007 the % on Salaries, allowances and overtime from
the total Government recurrent health expenditure was 67%.

However there is an Urban - Rural inequity in HRH distribution exist. Difficulty in getting
HRH to underserved facilities is a key concern in Sri Lanka. The health sector identifies
certain health institutions and health areas as underserved / under serviced areas.
Difficult terrain, relative inaccessibility due to a weak public transport system in some
areas, lack of other resources such as suitable housing, education facilities, and other
social interactive environment for professional staff to reside in these areas, are some of
these reasons. The development framework document of the current government
Mahinda Chintana : vision for a new Sri Lanka is the latest policy document that has
committed to address issue of inadequacy of HRH in underserved areas.

This problem is felt more with deployment to the primary care level facilities that are
situated in rural areas and those of MOOH areas which deliver public health services.
Availability of HRH in post conflict-affected areas and Estate areas also needs special
consideration. Most often, such deployment takes place compromising family life.
Availability of staff during weekends has been a concern, as they would be on leave to
join the family. S '

The Ministry of Health in Sri Lanka has not succeeded in analysing the policies on
suitable deployment, training and recruitment policies that can effectively address the
issue of inequitable distribution of HRH. Proper analysis of policies to evaluate the
reasons for successes and failures in implementation will give new policy options and
directions on HRH planning for primary care reforms in Sri Lanka to address the growing
burden of NCDs and emerging issues in health sector.

Vietnam

In Vietnam, there a numbers of emerge issues for maintain health professionals at grass
root level. The insufficient number of qualified health workforces (such as medical
doctors and pharmacists) as well as unequal distribution of health workers in rural and
remote areas due to shortage of resources (both for doctor training and recruitment),
health workforce movement is major problems. The some studies have shown that the
leading reason is that existing policies are not adequate to attract and retain health
workforces in rural and remote areas and lack of opportunity for health staff to have
higher education and professional upgrade”. In Vietnam, about 60% of doctor are
working in urban area where is only 27% of population are living, in addition, 95% of
post-graduated health staffs are also working at urban area while there is only 5% of
them are working at rural area. The other major problem is that there is no connection
between training and recruitment which focus on rural areas. Training curricula does not
reflect rural health issues and limited continuous professional development for rural
health workers.

Goals

X
Marko Vujicic, Marco Alfano, Bukhuti Shengelia and Sophie Witter. Attracting Doctors and Medicall

Students to Rural Vietnam: Insights from a Discrete Choice Experiment - 2010



To better understand the content, process and outcome of various existing government
policy interventions’ on retaining health workforces in underserved areas® in six different
country contexts in Asia Pacific Region

Objectives

1. To make a chronological inventory of all current government policies aimed at
improving rural retentions of health workers with reference to the sixteen
recommendations made by WHOS. (see Annex 1)

2. To analyse and compare three™" selected sets of rural retention policies, from their
formulation, to their implementation and outcomes using a policy analysis tool
that focuses on policy formulation and implementation. (see Annex 2)

3. To recommend options for improving rural retention strategies including assessing
their relative effectiveness, strengthening their content, overcoming implementation
bottle-necks and identifying opportunities for taking them to scale.

t Government policy also include legislation, regulations, practices

¥ such as rural, remote, mountainous areas, or urban slums where health workers are needed most
§ WHO 2010. Increasing access to health workers in remote and rural areas through improved
retention: global policy recommendations.

** How many policies depend on discussion during Bangkok workshop



Methods

To respond to objective one, a document analysis of both published and grey literature including government policies and working
directives is proposed. This literature review would be complemented as necessary with in-depth interviews of key informants. This
review should produce an exhaustive list of existing policies, their main content, and the degree of implementation, in chronological order.
Notably, in some policy domains, there can be a number of specific policies.

The following dummy table may be used. (See table 1)

Table 1 Target of health professionals and brief description of rural retention policies based on WHO recommendation

Policy mapping based on WHO recommendations

Recommendation Main content of policy | Year of Scope of Extent of the Targets of Reference
Launch | implementation outcome health
(national or professionals
sub-national)

A. Education

1. Students from rural backgrounds

2. Health professional schools outside major
cities

3. Clinical rotations in rural areas during
studies

4. Curricula that reflect rural health issues

5. Continuous professional development

B. Regulatory

6. Enhanced scopes of practice

7. Producing new types of health workers




Compulsory service in a rural area

Subsidized education for return of service

C. Financial Incentive

Appropriate financial incentives

D. Professional / Personal support

Better living conditions

Safe and supportive working environment

Outreach support

Career development programmes

Professional networks

Public recognition measures




To respond to objective two; each country will identify the three most important sets of
policies for in-depth analysis. The selection criteria will be made explicit by each
country based on the policy falling into one of the four WHO guidelines domains, the
degree of implementation and the assessment of its relative impact. An initial selection
process was conducted by a round table discussion among country researchers in the
AAAH workshop, Bangkok, April 18™ -19%", 2012, The selections depend on policy
demand of each country.

Qualitative method is applied. Using the three selected policies and the application of
policy analysis tool[1, 2], reviews of literature, in-depth interviews of key informants and
focus group discussion, would be convened to investigate the following questions.

e Assess the problem stream: why these policies emerged? '

e Assess the policy formulation processes: how different actors (MOH, MOE, MOF,
MOHA (Ministry of Home Affair), medical and nursing schools, politicians, civil
society, health professional councils, health professional associations, academia,
student bodies, public and private healthcare providers) in what context, exert
their powers, defending their position (either supportive or defensive) and
influencing the final policy decision? Were the affected beneficiaries consulted
and engaged in the policy formulation?

e Analyze the policy contents: did the intervention respond to the problem stream
and guided by evidence? Is it feasible (political, financial, social, programmatic),
acceptable by all stakeholders in particular the front line health workers, and
effective enough in solving the identified problems? Did and how the policy
evolve over-time?

e Analyse implementation: how policies was implemented, the scope (national/ sub-
national), who are responsible for implementation--are they credible, equipped
and capable to implement the policy? Are policy communications effective? Are
interventions relevant to health workers? Were all stakeholders engaged to
ensure acceptability? Were resources secured and adequate to support
implementation? Are there adequate and continued political and financial
commitment? Is the M&E system put in place? What are the indicators for
measuring progresses and achievement against what baseline data? What are the
resistance and enabling factors by different actors? Any evaluation research
conducted to guide policy reorientation?

e QOutcome assessment: what are the main outcomes of implementation? Are
outcome in line with the objectives and targets? Any deviation from the original
plan and what are the unintended outcomes? What progress indicators were used
e.g. increased number of health workers staying in rural areas, mean duration (in
years) of stay in a rural post, turnover rates'’, rate of unfilled post, density of
health workers in rural and rural areas; job satisfaction of rural health workers,
patient satisfaction in remote and rural areas, coverage of health services.

(See Annex 3 )

To respond to objective three; a consultation workshop with all relevant stakeholders
such as policy makers, health professional council representatives, international partners,
etc., will be conducted to solicit recommendations given the results of in-depth
assessment of three selected rural retention policies. Such active engagement by policy
makers ensures ownership and policy actions to improve policies and effectiveness of
interventions.

t1 Labour turnover is equal to the number of employees leaving, divided by the average total number
of employees, multiplied by 100 (in order to give a percentage value). The number of employees
leaving and the total number of employees are measured over one calendar year. For example, in a
business with an average of 300 employees over the year, 21 of whom leave, labour turnover is 7%.
This is derived from (21/300)*100.



Research Dissemination

1. Policy brief
2. Fact sheet
3. Presentation in the national forum (health sector and inter-sectoral forum)
4. Presentation in AAAH annual conference
5. Publication in national journal
6. Cross-country synthesis in international journal
Budget

An indicative budget would be, US$ XXX.
Budget justifications

Person-

Items Unit cost (USD) months

Budget (USD) %

I. Staff cost

I1. Operating cost

III. Overhead

Grand total

Expected outcomes

Better understanding of the different policies which work and not work and how to make
it work and what contributing factors for effective policies across six different country
context. It is expected that policy will make use of evidence for appropriate policy
adjustment or scaling up those, which work well.



Annex 1 Brief rural retention policy mapping initially presented in the AAAH workshop, April 18%- 19™ 2012, Bangkok.

| Bangladesh | China | Laos | Myanmar | Sri Lanka | Vietnam
Education
1. Students from Free tuition fee | Each year Selection criteria for Certain Decision
rural and other recruitment 10% undergraduate students categories are 1544/2007
backgrounds benefits for reserved to selected on the rural student
medical poorest districts basis of place recruitment in
students who of residence hardship
are going to be | Provide areas: central
practicing in opportunity of highland,
rural areas continuous northern
education for mountainous
health personnel provinces,
who work in Mekong Delta
remote and rural Region, for
areas and training of all
support them sector
regularly including
health
professionals
[but physician
is their
priority]
Four year
additional
upgrading
training
medical
assistants to
MD
2. Health N/A Establishment of Established and - Some training Provincial
professional 8 provincial planning schools are government or
schools outside public health situated DOH runs
major cities schools outside ( e.qg.; secondary
nurses/ schools and
midwives) colleges
3. Clinical N/A Residential field training PHM/PHI are All medical
rotations in trained in rural universities




Bangladesh China Laos Myanmar Sri Lanka Vietnam
rural areas areas did not have
during studies rural health

services
rotation
program for
medical
students, but
HSPH have
initiative
Curricula that N/A PHC workers, Undergraduate curricula All the curricula
reflect rural Community revision every year reflects rural
health issues midwife and health issues
Family medicine
Continuous Capacity Decree 1948 Myanmar Medical and No streamlined Circular
professional Building for MOH allied degree act, CPD 7/2008/TTBYT,
development mid-level rural Each year National health policy opportunities 24 hr per
health recruitment of #3 but consider year, 120 hr
professionals at | health staff to be this as a policy per 5 years
county upgraded
hospitals
Regulatory
Enhanced N/A Nurse decree 040 Salary compensation
scopes of MOH mechanism for hard to
practice Midwife decree reach area
1764 MOH
Producing new N/A Production of National health policy Not specific
types of health 1500 community (focus in some
workers midwife , health support
commitment with projects)
UN secretary
Compulsory Short-term Degree 82/PM No policy for This has been a No longer
service in a compulsory /2003 and BHS, ?regional/divisional policy and available (had
rural area service in rural | MOH decree policy implement on been applied
area for health | 103/2011. and off before 1990)

professionals
before being
promoted

New recruited
/student should
provide at least
2-3 years service

depending on
the situation
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Bangladesh China Laos Myanmar Sri Lanka Vietnam
in rural
communities
during the first
five year of their
service or after
graduation
9. Subsidized N/A NA No policy for Only some
education for BHS, ?nursing bridge local
return of program government
service have policy to
retain and
attract health
workers
Financial Incentive
10. Appropriate Rural doctor Degree Civil services policy Active
financial recruitment at 468/PM/2010: development
incentives township level provide of this area on
additional financial
salary of incentive,
30%, 40% Decree
and 50% civil 64/2009
servants special
including allowance,
health 70% of basic
workers. salary
additional

allowance in
most hardship
areas
Decision
75/2009
allowance for
village health
workers,
central
government
budget covers
the hardship
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Bangladesh

China

Laos

Myanmar

Sri Lanka

Vietnam

areas,
whereas local
government
budget covers
non-hardship
rural areas,
urban town
not covered
Decree
56/2011, July
2011,
announce a
special
professional
allowance for
different type
of health staff
(curative care,
HIV,
Psychology)

Professional / Personal support

11. Better living
conditions

N/A

Civil services
regulations, other
ministries

This is
considered a
government
policy for
health workers

There is no
specific policy,
though in
some
provinces,
local policies
provide
housing for
the health
workers.

12. Safe and
supportive
working
environment

N/A

Civil service regulations,
Policy yet need to
develop

Not a priority

Decision
47/2008/QD-
TTg
investment of
district
hospitals
Decision
950/2008
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