CHAPTER 7

Manpower distribution

Alfonso ME1ia,! Thomas L. HALL ? & Erica RoysToN 3

One of the central problems facing manpower planners in most countries
today is the uneven coverage of health services owing to geographical,
occupational, and functional imbalances in health manpower distribution.
This chapter seeks to provide a deeper understanding of the underlying
causes of such maldistribution and to suggest ways in which to reduce
it and minimize its adverse effects.

Distribution Problems: An Overview

Except perhaps among primitive societies at subsistence level, unequal
distribution of resources is universal and neither new nor unique to the
health sector. It is not limited to certain kinds of political or economic
system and it is just as pronounced between nations as within them. In-
deed, as long as wide variations in level of development and life style
continue, the resultant differences in economic and political power will
result in inequalities in the access to goods and services, including health
services.

The unfeasibility of achieving total equality in health service distri-
bution, however, provides no justification for the enormous gap that now
exists in access to primary care between the urban and rural sectors and,
within the urban sector, between the rich and the poor. The persistence
of this gap is an affront to social justice, a brake on development and, in
an era of rapid communications and rising expectations, a major threat
to political stability. Moreover, with the relatively small urban sectors
of many countries continuing to capture a hugely disproportionate share
of the annual growth in health sector resources, the gap is in fact growing.

Conceptual framework and underlying causes

The central problem of distribution is that of health care, not of health
manpower per se. For all practical purposes health care means primary
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health care, since high cost and technical complexity serve to limit most
specialty care to urban areas. This chapter therefore pays most attention
to the manpower aspects of the distribution of primary care, that is, to
the manpower needed to provide the preventive and curative services
essential to the maintenance of satisfactory standards of health and well-
being. : :

The tendency in many countries has been to view manpower distribution
problems largely from a geographical perspective, so that they emphasize
policies either of redistributing existing manpower or of inducing a larger
proportion of health professionals to go to underserved geographical
areas. In fact, the geographical aspect is only one, and among the least
tractable, of the major aspects of the resource distribution problem. As
more and more countries have come to realize that the traditional patterns
of health services delivery are incapable of meeting the primary care needs
of their large rural sectors, they are coming to accept that the major
solutions do not lie simply in the geographical redistribution of physicians
and other high-level manpower but rather in changing the ways available
resources are used. The several interrelated aspects of resource distri-
bution listed below provide a more complete framework than geographical
distribution for viewing the problems to be discussed in this chapter.
The manpower planner concerned with health care distribution should
consider the problem from the standpoint of: ‘

— Geography—certain communities have more resources than others.

— Access—certain segments of a community have more resources
available to them than others.

— Institutions—beds and support facilities may be unevenly dis-
tributed within the population, or institutional types (specialized hospitals,
general hospitals, etc.) may be inappropriate to the communities they
serve. ' ‘

— Functions—the priority given to different health care functions
such as preventive, curative, and rehabilitative or to different forms of care
such as inpatient, ambulatory, convalescent, and home services may be
inappropriate to commumty needs.

— Occupations—there may be an inappropriate balance between
the supply of high, intermediate, and auxiliary level manpower or, within
a given manpower category, an inappropriate distribution of the various
specialty skills (medicine, paediatrics, surgery, etc.).

— Policy—policy-makers, . administrators, and - planners may pay
unequal attention to the health care needs of different segments of the
population.

The underlying causes of inequalities in the availability of health care
are for the most part self-evident. Many are linked with the wide and
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growing differences between urban and rural living standards that are
both antecedent to and consequent upon migration from the rural areas to
the towns. Although the relative importance of the numerous causes varies
from situation to situation, the basic list is predictably similar among
countries. Among the major factors are the better and more varied oppor-
tunities open to urban residents for education, health care, housing, trans-
port, cultural and recreational activities, jobs, and income. Cities, with
their concentration of people and resources, also exert a strong political
dominance over the whole country. Most health professionals come from
urban middle-class or upper-class backgrounds and are educated in and
work in urban institutions organized largely according to the standards of
developed countries. It is little wonder, therefore, that health professionals
tend to favour the way of life they know best and thus contribute to the
overall problem.

Magnitude of the problem !

Both quantitatively and qualitatively, the problems of manpower
maldistribution are vast. Not only is there a world insufficiency of pro-
fessional health manpower, but its distribution is also so unequal that it
has been estimated that 40% of the world’s population 2 and 85% of the
developing world’s rural population have no access to health care. In
Latin America alone there are more than 100 million people,® or one third
of the total population, with no access whatever to health care.

The maldistribution of professional health manpower between different
countries and regions of the world has attracted considerable attention in
recent years and is considered in some detail in Chapter 10. Suffice it to
note here that, according to WHO statistics for the world’s 2 500 000 phy-
sicians, one-third are in Europe and North America, which together account
for only one-fifth of the world’s population. In Europe and North America
there are some 650 persons per physician, while in some countries in Africa
there are more than 85000. The less developed countries account for
three-quarters of the world’s population. Their birth rate is over twice
as high as in the developed areas, their death rate is almost double. The
waste of human life this implies is enormous.

Of even greater concern is the maldistribution of health manpower
within countries, which in many cases presents extremes equal to or in excess

1 For more complete and at times eloquent descriptions of the inequalities in health resource distribution,
see: KING, M. Medical care in developing countries : a primer on the medicine of poverty. Nairobi, Oxford
University Press, 1966; BrRYANT, J. Health and the developing world. Tthaca, Cornell University Press,
1969; and FENDALL, N, R. E. Primary care in developing countries. International Journal of Health Services,
2 (2):297-315 (1972).

' 2 World Health Organization. World health statistics annual, 1971. Geneva, 1974. The estimate
excludes China.

3 First Pan American Conference on Health Manpower Planning, Ottawa. Washington, Pan American
Health Organization, 1974 (Scientific Publication No. 279).
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of those observed between countries. As the data in Table 11 show,
the availability of physicians tends to be 10-20 times greater in the large
cities than in the countryside in the developing countries and the difference
isJquite considerable even in the developed countries.

TABLE 11. DISTRIBUTION OF PHYSICIANS IN SELECTED COUNTRIES @

Number of physicians
Country Year per 10 000 inhabitants in:

Capital city Other areas

Argentina 1969 61.0 13.6
Canada 1973 39.9 9.1
Chile 1970 7.9 3.3
Ethiopia 1972 1.7 0.1
Indonesia 1973 2.7 0.1
Iran 1972 11.6 0.8
Kenya 1973 7.5 0.2
Mali 1971 4.5 0.0
Poiand 1970 41.3 2.0
Sweden 1970 20.8 2.6
Thailand 1970 8.7 0.2
Yemen 1974 8.9 0.2

a Source: World health statistics annual, 1972. Geneva, World Health Organization, 1976.

The inequalities in the distribution of physicians would not be so gross
if other resources were more evenly distributed. This is usually not the case,
however, since nurses, dentists, technicians, and other intermediate and high-
level health manpower tend to be even more concentrated in the cities than
physicians are. Moreover, although the physician/population ratios ob-
served in the big cities of the developing countries compare favourably with
those found in many developed countries, the urban poor continue to suffer
from grossly inadequate access to health care. Thus the problem is not
only geographical maldistribution between the urban and rural sectors
but also malutilization of physicians and other health workers within the
urban sector.

Past approaches to reducing maldistribution

The problem of health services and manpower maldistribution and the
resulting inequalities of health care have occupied national and international
health agencies for many years. During these years it has become more
acute, and the futility of looking for solutions along old paths has become
more evident. ‘

The concernis not new. What is new is the turning away from piecemeal
solutions to an attempt to deal with the problems over a broad front,
integrating all aspects of health care, linking health development with overall
development, and looking beyond curing illness in the individual to
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promoting health in the community. In terms of manpower, this has
meant the gradual turning away from the idea of increasing the numbers
within the traditional manpower categories of physicians, nurses, and dentists
to the idea of the integrated health team, using for each of its components
the type of manpower most suited for the task to be performed. Among
international agencies this change in approach has accompanied, or perhaps
has evolved from, other broad policy changes. During much of the 1950s
the emphasis in many of the least developed countries was on attacking one
or several priority disease problems by means of a vertically oriented and
centrally directed health programme. This involved sending into the field
specialized health teams which, once the job was completed, were with-
drawn (or occasionally left to continue a maintenance programme, usually
without a mandate to spread sideways into other broader fields of health
care).

Towards the end of this period and in the early 1960s a number of
countries concentrated on developing comprehensive “health demonstration
areas”, with the intention, as experience accumulated and organizational
refinements were made, of extending them regionally and eventually
nationally. In the majority of these experiments the health services were
organized along conventional lines in regard to the use of manpower, hence
they depended inordinately upon the availability of physicians and nurses.
This dependence later impeded their extension to other areas because
of the cost and the reluctance of professionals to serve in the rural areas.

With time the emphasis tended to shift towards increasing the production
of all levels of health manpower, especially professionals, in the hope that,
as the national manpower/population ratio improved, so would the availability
of health workers in underserved areas. Although this approach has had
some effect on improving the ratio, it is now becoming evident that the cost
in relation to the benefits obtained is exorbitant. Even countries with very
large graduating classes of health professionals are finding that new graduates
for the most part prefer to emigrate or to stay in the overcrowded cities,
often at considerable financial sacrifice, rather than move to the areas where
they are most needed.

With the failure of this and other piecemeal approaches in getting
health workers to move to underserved areas, countries now seem to be
moving into a fourth phase, which might be termed “functional.” In this
phase, while the countries continue to recognize the validity of many of
the concepts underlying previous attempts to improve the distribution of
care, the emphasis is now on the feasibility of implementation. The current
phase gives greater recognition to the constraints prevailing within the health
system on resources and managerial capacity to implement programmes
and, most importantly, to the constraints imposed by the political realities
of the time and the place.
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During the current phase many developing countries, alone or with
external assistance, have adopted a wide variety of approaches to distri-
butional problems, many of which will be referred to below. Dominant
approaches have included regionalization, administrative decentralization,
greater priority for prevention, increased use of intermediate and auxiliary
level manpower, and a diversity of schemes to increase the availability and
effectiveness of - physicians in the health sector, growing reliance being
placed on village health workers with a minimum level of training. These
approaches- have taken place within different sociopolitical systems, the
characteristics of which have, rightly or wrongly, been used to explain both
the successes and the failures that have been observed. While the relative
merits of alternative political systems in improving health care distribution
may still be debatable, there are certain prerequisites to success in all
countries. These are considered below.

Planning Considerations and Strategies

Assessing the distribution problem

Various indicators, most of which are well known to the planner, have
been used to assess the adequacy of the health care available to a defined
population. He can choose between a wide variety of health input and
output indicators such as: health workers available, by type; health facilities
available, by type and capacity; services provided, by type; mortality rate,
by cause; morbidity distribution, usually limited to those receiving care;
and health expenditure. Naturally, the more the planner can use utilization
rates or other indicators of services provided or, optimally, of health status,
the better—though in most situations the statistics available limit him to the
availability of resources. It should be stressed that the supply of physicians
may be a very poor and rather an outdated indicator of the availability of
primary care, as the crux of the problem lies as much in manpower use as
in total numbers. - o :

On the other hand there is the population to be served, which may be
the total number of persons per administrative or political unit, the persons
residing in communities within a given population size or density range, the
persons at risk of certain diseases or conditions (pregnancy, occupational
hazards, etc.), or the persons eligible to receive care according to social
security or other criteria. The population is not static; it is continuously
increasing and changing its characteristics. The last thirty years have
brought about dramatic increases in the proportion of the population in the
younger age groups in virtually all the developing countries, owing to a
continued high fertility level and a significant decline in infant and child
mortality. In most cases these population composition shifts have been
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most pronounced among rural inhabitants and the poor, thus further
exacerbating the problem of health care maldistribution. Moreover, the
problem could well be self-perpetuating, in that improved health brings
higher survival rates, which then create new pressures on already im-
poverished communities. The rural poor migrating to cities create peri-
urban slums, which themselves constitute one of the major underprivileged
sectors.

The physician/population ratio has been used extensively as an indicator
of health service distribution. Ratios of this kind, however, have only
limited value and may be particularly misleading in developing countries
where the responsibility for health care delivery falls in large part on non-
professional health workers. Their value can be to some extent increased
if all levels of health worker are included in the service coverage indicators.

A further problem is the geographical unit chosen for measurement.
If it is small, a ratio would not reflect a situation where there was considerable
movement across areas in seeking health care. If it is large, the ratio may
mask major inequalities between the urban and the rural sectors or between
geographical regions, as shown in Table 11. In any case, simple head
counts and ratios created from such counts do not indicate the coverage
of services, which is a function of utilization patterns, personnel
productivity, and accessibility to care.

In deciding which indices of maldistribution to develop, the planner
should keep in mind the two dimensions of coverage: geographical and
functional. While the former is easier to measure (through the use of
manpower/population ratios, for example) and hence is more frequently
used, the latter is of far greater importance. For planning purposes these
two terms have been defined as follows:?

(1) Geographical coverage is the ratio between the number of health
institutions or practitioners per administrative unit and the population
and area sizes of the unit. This is a theoretical coverage which corresponds
to the institutions’ or practitioners’ zones of responsibility.

(2) Functional coverage is characterized by the service areas of the
health institutions, which in turn are defined in terms of their use by the
population (passive coverage) or of the population that health providers
contact and serve (active coverage). This is a practical coverage that cor-
responds to the institutions’ and practitioners’ zones of effective activity.

Coverage thus described is quantitative. Qualitative coverage depends
on the level of health technology offered to the population, defined in terms
of equipment and personnel ability.

1 WHO Official Records, No. 216, 1973, Annex 11.
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Two other issues to which the planner must address himself are related
to the determination of the rural and urban populations at greatest need.
The first is the lack of a standard definition of rurality. It is difficult to
include in a single term all the social, economic, demographic, and admin-
istrative characteristics that typify rural communities in the different regions
of the world; each group concerned tends to have its own definition to meet
its own needs. Rural areas tend to have most or all of the following
common features that make it difficult and expensive to provide them with
health care:

(1) Population dispersion (though it should be noted there are some
extremely high-density rural areas, as in Bangladesh and India).

(2) Isolation, with bad communications and a slow flow of information
that make it difficult to promote changes in attitudes and the participation
of rural people in decision-making.

(3) 4 low standard of living, as shown by a per capita disposable income
that is substantially lower than the national average and far below that of
urban areas.

(4) Low health status, owing to the high prevalence of communicable,
parasitic, and nutritional diseases.

(5) Severe communication and transport constraints.

All those features contribute to the low productivity of health work in
rural areas and to the high per capita cost of providing care.

The lack of disaggregated data on the characteristics of rural areas
usually obliges the planner to accept a much more restricted definition of
rurality. The national census can probably provide an adequate operational
definition for the lowest category of rural communities, such as “below
1000,” and then the planner can select from the available census data
intermediate categories to reflect the probable unequal distribution of health
facilities or health manpower of defined characteristics. For example,
manpower studies conducted in several Latin American countries showed
a sharp drop in the availability of organized care or resources in communities
with a population of below 5000.

In his assessment of distributional problems the planner should not
overlook the large number of urban poor who in fact have limited access
to primary care.. Although the distance between the slum areas and health
facilities may be short, inadequate public transport, clinic timetables that
do not fit in with transport or working times and, most important, the often
grossly inadequate capacity of urban primary care facilities to serve the
population within their jurisdiction leave a high proportion of the urban
poor without care. As a result, incipient or mild illnesses are not attended
to in time and patients seek care only when their problems become severe
enough to require emergency treatment or possibly hospitalization. Whether
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by disaggregating the urban population according to districts or by
some other device establishing a gradient of primary care access and
use within the city, the planner should seek to make allowance for this
situation in his analysis of the distribution of care.

Once distributional inequalities have been quantified, the planner
needs to determine to what extent the structure and organization of the
existing health care system enable it to extend primary care nationwide.
In other words, irrespective of the inequalities that may exist between
different levels of the system or different geographical areas, can maldistribu-
tion be corrected in large measure by working through the existing health
care system or must major changes be made first? Several questions should
be asked:

(1) Does the system make maximum use for services at the periphery
of a simple health care technology that has been repeatedly shown to be
adequate for most of the health care needs of the populations in the develop-
ing world?

(2) Does the system deal with each health problem at the lowest level
at which it can be dealt with efficiently and safely?

(3) Is administrative responsibility for programme planning and
administration decentralized and preferably regionalized to the greatest
extent possible so that decisions affecting local problems are taken locally ?

(4) Does sufficient control exist over the allocation of new resources
to ensure that, once the decision is made to increase the resources allocated
to the rural sector, it will in fact be carried out?

The answers to these questions will often be negative, especially if
the planner looks at the health system as a whole and not just at particular
parts of it. For this reason it is important to start with the larger picture
first, before focusing on specific problems and potential solutions. More-
over, in his diagnosis of inequalities of access to primary care—both
quantitive and qualitative—the planner needs to stress to those responsible
for decision-making that real progress will depend on many measures
and not on one or other single measure, however dramatic. Once com-
pleted, the diagnosis will become the basis for a national commitment
to reduce maldistribution.

A prerequisite to success: national commitment

In 1974 WHO and UNICEF completed a major joint study on alternative
approaches to meeting basic health needs of populations in developing
countries.! This study, well documented with examples, is an important

1 DIUKANOVIG, V. & MAcH, E. P., ed. Aiternative approaches to meeting basic health needs in developing
countries : a joint UNICEF/WHO study. Geneva, World Health Organization, 1975.
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contribution on the diverse ways in which the health needs of underprivileged
populations can be met at a cost within the resources of even the least
developed countries. It reveals that, before substantial progress can be
made, it is absolutely essential that there should be a firm national policy
Jor the_provision of primary care to the rural sector. It adds:

A firm national policy of providing health care for the underprivileged will involve
a virtual revolution in most health service systems. It will bring about changes in
the distribution of power, in the pattern of political decision-making, in the attitude
and commitment of the health professionals and administrators in ministries of health
and universities, and in people’s awareness of what they are entitled to. To achieve
such far-reaching changes, political leaders will have to shoulder the responsibility
of overcoming the inertia or opposition of the health professions and other well-entrenched
vested interests.

Fundamental changes in health care of this kind in the developing countries will
require correspondingly far-reaching changes in the organizational structure and manage-
ment practices of the health services. .. *

Navarro has miade another powerful statement on health resources
distribution in developing countries in general and in Latin America in
particular. He considers that the present maldistribution of health
resources is brought about by the same causes as are responsible for the
general underdevelopment of countries, that is, (1) the cultural, technological
and economic dependency of developing countries and (2) the economic
and political control of the resources by certain special interests and social
groups. He shows that the uneven distribution of human resources by
type of health care, region, social class, and subsector (private, public,
and social security) is explained by these same causes. It is unrealistic,
he argues, to assume that a more equitable distribution of resources will
occur within the health sector without fundamental changes in the mech-
anisms of economic and political control. Whereas the WHO statement
confines itself to measures relating to the health system, Navarro goes
further in seeing social change as essential for a more equitable resource
distribution.?

Even though the majority of planners and others concerned with
distributional problems find themselves obliged to work in situations
where a commitment to fundamental change is lacking, they should never
lose sight of its central importance to the success of their efforts. Though
their daily activities may of necessity have the rather modest objective
of using selectively some of the approaches to redistribution described
on succeeding pages, they should continue to encourage discussion and
seek the eventual adoption of the more comprehensive commitment that
must be their ultimate objective.

1 Op. cit., p. 103-104.

2 NAVARRO, V. The underdevelopment of health or the health of underdevelopment: an analysis
of the distr(ibution of human health resources in Latin America. International Journal of Health Services,
4 (1):5-27 (1974). L ' :
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The primary health care delivery system

Tt has become evident in recent years that the rural sector economy
in most developing countries is inadequate to support a primary health
care system based on professional health manpower. In the past the
use of non-professional manpower to provide primary care was considered
a merely temporary solution, but more recent thinking stresses the perma-
nent advantages of this approach. Experience from a number of successful
projects has led WHO to list a number of principles that should guide
the design of a primary care system.

@ It should be shaped around and be responsive to the life patterns
of the population served.

@ It should form an integral part of the national health system, the
higher levels of the system being designed to support the peripheral levels.

@ It should be integrated with other sectors involved in community
development.

@ It should encourage the active involvement of the local population
in the formulation and implementation of health care activities.

@ It should place the maximum possible reliance on local community
resources and ensure that the overall cost is held to a level at which coverage
can be provided nationwide.

@ It should resolve the greatest possible number of health problems
at the peripheral level so as to avoid overburdening the more expensive
facilities at higher levels of the system.

Conscientious application of these principles would lead to a pyramid-
shaped health care system with a broad primary care base. Each level
of the system would be functionally linked with the others, presumably
regionally, for the referral of patients up and down the system as well as
for training, supervision, and logistic support. The top priority would be
given to establishing the system nationwide in both the urban and the rural
areas before an elaborate development of higher-level facilities was begun.
Fig. 11 and 12 show the framework and the approximate population served
at each level of the system in Cuba and Iran. In designing this system or,
for most countries, in modifying their existing system to incorporate these
principles, the question of access to services merits special attention.

Access. Experience has shown that in primary health care there is a
close correlation between proximity to a heailth facility (as measured in
distance or time) ! and the care received. For example, King’s studies

1 The main focus in this section is on distance. A study in the United States suggests that, at least
where there is well developed transport, the time spent in travelling to a health facility is more important
than the geographical distance. In the absolute sense time is probably the determining factor, not distance,
‘but since most rural residents have no option but to go on foot distance is the conventional unit of measure-
ment. See SHANNON, E. W. ET AL. Time and distance: the journey for medical care. International Journal
of Health Services, 3 (2):237-244 (1973).
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FIG. 11. REGIONALIZATION OF HEALTH SERVICES IN CUBA ¢
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s From: Tejeiro Fernandez, A, F. The national health system in Cuba. In: Newell, K.W., ed.
Health by the people, Geneva, Warld Health Organisation, 1975, p. 17.

in Africa (Fig. 13) show that the frequency of visits in ambulatory care
varies inversely with the distance between the place of residence and the
facility. Inthe Danfa Rural Health Centre project in Ghana the percentage
of the population visiting the centre at least once in 1973 varied from 80%
for those living within two kilometres to slightly more than 30% for those
living six kilometres away.! In Tanzania 2 50% of the outpatients travelled
less than eight kilometres and an additional 30% up to 15 kilometres,
the conclusion being that a rural health centre has an effective catchment
area of 15 kilometres. The same figure has been quoted for Kenya,3
and roughly comparable results have been obtained in Asian, Indian,
and Latin American studies.

1 World Health Organization Regional Office for Africa. Methods of increasing health services coverage
in rural areas. Brazzaville, 1974.

2 Gisa, O. Resource allocation, equality of access, and, health. International Journal of Health
Services, 3 (3):339-412 (1973).

8 FENDALL, N. R. E. Medical planning and the training of personnel in Kenya. Journal of Tropical
Medicine and Hygiene, 68 (1):12-20 (1965).
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FIG. 12. PROPOSED ORGANIZATION OF HEALTH SERVICES
IN WEST AZERBAIJAN, IRAN =

HEALTH POST I ) POPULATION
(khaneh behdasht) behyar behdasht befyar 2000-4000 per
new sub-level of : yar tai behyar mama rustai
primary care rustar (5.000-10 000 rustai (4-Bykm”::diZs)
(auxiliaries) population)

I l
1012

HEALTH CENTRE HEALTH CENTRE 20 000-50 000
integrated services, (2 dactors, (15-25 km radius)
stronger stable units 1 auxiliary)

35

ot DISTRICT
ISTRICT A RE HOSPITAL | 100 000200000
integrated services, v (50-150 .
training of auxiliaries, (specialist in beds) 3060 km radius)
special programmes primary care}

6-9 68
PROVINCE
ionalizati PROVINCE REGIONAL
regionalization, management
support services HEALTH CENTRE T?USDPIL];?SL) 1 300 000

WHO 77925

e From: Aassar, M. & Jaksic, Z. A. Health services development projectin Iran. In: Newell, K. W.,
ed. Health by the people, Geneva, World Health Organization, 1975, p. 122.

Full geographical coverage is therefore an absolute requisite for effective
primary care, especially in rural areas. When resources are limited,
the cost-effectiveness of thinly spread simple facilities is far greater than
that of centralized units, and this has obvious implications for the numbers
and kinds of manpower required. It should be noted, however, that the
catchment area of larger facilities can be extended by building roads,
often through the use of local resources; in the Ivanjica project in Yugo-
slavia a network of village outposts was successfully linked to a central
hospital in this way.!

An alternative approach to improving access is to use mobile units.
In the Jamkhed project in India,! mobile health teams consisting of a nurse
supervisor, an auxiliary nurse midwife, and leprosy and laboratory techni-
cians regularly visit villages and provide health care. In some circumstances

1 DrukaNovi¢ & MACH, ed., op. cit.
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FIG. 13. OUTPATIENT ATTENDANCES PER PERSON PER YEAR RELATED
TO THE DISTANCE AWAY FROM THE HOSPITAL ¢
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@ From: King, M., ed. Medical care in developing countries : a primer on the medicine of poverty.
Nairobi, Oxford University Press, 1966, P 2:6 (by permission). )

mobile teams are the only solution, for example for nomadic peoples or
for large-scale public health projects. :

In assessing the effectiveness of mobile units it is important to distinguish
between the different ways in which they are used. Such units include:
(1) the mobile clinic that serves both to transport personnel and as a seif-
contained health facility for examining and treating patients; (2) the vehicle
that transports staff to a fixed post and is used by the health team for their
work during their visit; or (3) the vehicle that transports staff to a fixed
post with a resident auxiliary health worker who maintains the continuity
of the health programme between visits. Except in the case of control
or eradication campaigns for a single disease, experience with (1), the self-
contained mobile unit, has been rather discouraging owing to high equip-
ment and maintenance costs. Both (2) and (3) have been used extensively
in Central America, the latter being definitely preferable since, without
any means of maintaining the continuity of the programme, the attendance
is apt to be low and the follow-up irregular.

Where there is public transport, bringing the patient to a distant facility
is feasible. The Yugoslav national insurance scheme, for example,
indemnifies workers for fares plus board and lodging if these are necessary
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to secure health care not available locally. Another approach used success-
fully in at least some parts of Latin America is that the district health
facility arranges with a bus operator to provide round-trip transport for
patients coming from outlying communities within its service area. This
is usually on a rotating basis so that, depending on the demand, residents
in each community have one or more fixed days per week or fortnight on
which they have easy access to the health facility. If bus and clinic time-
tables are well harmonized, this service can meet the needs of those receiving
preventive and follow-up care as well as occasionally those booked for
hospital admission.

Matching technology to local conditions.* The concept presented earlier
of a health care pyramid with progressively smaller layers of specialized
institutions resting on a broad base of primary care facilities often works
out quite differently in practice. For many reasons ? health system devel-
opment in many countries has tended to start at the top and then gradually
proceed downwards, frequently with the result that, when the larger
facilities towards the top of the pyramid have been constructed, equipped,
and staffed, there are not enough resources left to continue to the bottom.
The primary care, or base, layer of the system is thus left with inadequate
geographical coverage and the facilities that do exist are not fully staffed
and equipped. Development of this kind can create major problems
preventing manpower from being used efficiently.

The first problem is that a higher level of technology is applied than
the bulk of the health problems require. Developed countries use tech-
nologies that are capital-intensive, whereas developing countries are
usually short of capital but have large labour resources. An appropriate
technology for a developing country is thus highly labour-intensive.
Ideally each country should develop a health technology based on its
own needs and resources, and characteristically such a technology is an
intermediate technology in the sense that it is based neither completely
on capital nor completely on labour. Since in many developing countries
most of the health system resources are tied up in hospitals or relatively
costly ambulatory facilities in the larger urban centres, many simple health
problems either go untreated until they become more serious and require
hospitalization, or they are handled in more expensive facilities than are
required. Even when hospitalization is necessary, the average length
of stay and the cost per day of care tend to rise faster from the periphery

1 Health technology has been defined as the systematic application of scientific or other organized
knowledge in health and related sciences for promotional, preventive, curative, and rehabilitative action.
It includes methods, procedures, techniques, equipment, prophylactic, diagnostic, and therapeutic substances,
and other tools, combined in a harmonious way to achieve an objective.

2 One of these is misguided foreign aid, much of it for medical education. In some countries the
construction or expansion of medical schools modelled after patterns in use in the donor country has created
a major continuing burden on the health budget and a source of resistance to decentralization of the health
care system.
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towards the centre. This may be owing in part to the greater severity
of the illnesses treated in larger facilities, but the more complex the facility
the greater its overhead costs. The “hotel costs” (food, laundry, etc.)
of hospital care are also substantially higher in large facilities than in
smaller ones, and they are costs that have little bearing on the patient’s
recovery. : '

Another problem is the greater average distance between a patient’s
residence and a large hospital as compared with a small hospital. As a
result, elective-admission patients treated in the former are likely to receive
their pre-treatment examination as inpatients rather than as outpatients.
Also, once the patient is ready for discharge, the difficulty involved in
notifying the family and arranging for his travel may oblige the patient
to remain in hospital longer than necessary.

Treatment in larger facilities also tends to favour curative at the expense
of preventive services. Most professional-level personnel, by virtue
of their training and predilection, tend to adopt the curative approach
to the immediate problem they see rather than the preventive approach
in the community, with which they have no contact. This is still so despite
the many studies carried out in developing countries showing that the
leading causes of morbidity and mortality are best tackled by a preventive
and public health approach and that the cost-effectiveness of such an
approach is far greater than that of curative services.!

A phenomenon known as “by-passing” tends to accentuate even more
the inherent tendency in most health systems to become overdeveloped
in the upper levels at the expense of the lower ones. This is the practice
of many patients who, perhaps because they receive inadequate care at
the local level, by-pass local and even intermediate facilities in favour
of more glamorous centralized ones. Though the proportion of persons
involved in by-passing may not be large, it can contribute significantly
to the often observed phenomenon of underuse of facilities at the periphery,
even though, according to all the conventional indices, the capacity of
the primary care facilities appears to be grossly inadequate to meet com-
munity needs. With by-passing contributing to making the higher-level
facilities even more congested, health and political authorities frequently
find themselves obliged to build even more of such facilities, and a vicious
circle is established.

If patients are to be attended to at the lowest level of the system appro-
priate to their needs, not only must a good network of primary care facilities
exist but so also must an established route for referrals. This route may

1 See, for example: ROBERTS, J. Economic evaluation of health care, British Journal of Preventive
and Social Medicine, 28 (3): 210-216 (1974); MosLEY, W. H. ET AL. An epidemiological assessment of cholera
control programs in rural East Pakistan. International Journal of Epidemiology, 1: 5-11 (1972); WEISBROD,

pedi of di

B.A. Economics of public health : ing the 1p f Philadelphia, University
of Philadelphia Press, 1961.
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be simple to define but to compel people to use it can be difficult. People
by-pass facilities because they find them unattractive or lack faith in the
services they dispense. A major objective will therefore be to establish
a good relationship between primary care providers and their prospective
patients. All the case studies examined by the UNICEF/WHO team !
show that the one essential ingredient needed for this is community involve-
ment. If the facility is felt to belong to the community, its members
are much more likely to use it.

Nevertheless, there will always be those who regard the distant, com-
plex, expensive facility as more attractive, and they must be discouraged
or prevented from having access at too high a level to the health delivery
system. To force them to use the lower levels is not always a feasible
solution, and it has been suggested that a system of differential payments
may be effective. Under such a system the by-passer is penalized by having
to pay much higher charges for the same treatment than are paid by the
patient who arrives along the referral line.

Intervention in the manpower production and utilization process

So far this chapter has focused on ways in which the health care system
can be modified sufficiently to make it possible to provide the entire popu-
lation with primary care at a cost within the nation’s resources. For
most developing countries the basic element of the system will be small
health units linked into a regionalized referral and support system and
staffed by non-professionals trained to apply simple technology to cope
with the main health problems encountered in the community they serve.
The figures given in Table 12 provide full financial justification for such
an approach; they are expressed as relative units so as to obviate the
disadvantage of using monetary values that quickly become obsolete.

These figures show the opportunity costs involved in manpower pro-
duction and illustrate how, when resources are scarce, planning decisions
involve a choice between definable alternatives, The contribution of
indigenous healers to a solution of the problem of manpower distribution
should not be overlooked; where possible they should be incorporated
into the rural health care system, as the traditional birth attendant has
been in many countries.?

Improved utilization of such non-professional personnel by no means
eliminates the need to improve the distribution and effectiveness of health
professionals. At a certain level the size and characteristics of the com-
munity justify the use of professionals to meet local health needs and to

1 DiukaNovi¢ & MACH, ed., op. cit.

2 VERDERESE, M. de L. & TURNBULL, L. M. Tke traditioncl bir:h attendant in maternal and child health
and family planning. Geneva, World Health Organization, 1975 (Offset Publication No, 18).
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TABLE 12. COMPARATIVE COSTS OF EDUCATING HEALTH PERSONNEL
IN THREE REGIONS «

Region and Number of personnel produced for
health personnel cost of educating one physician

Thailand

Physician 1

Nurse 5

Auxiliary sanitarian 19
East Africa

Physician 1

Nurse 3

Auxiliary sanitarian 15

Medical assistant 20

Auxiliary nurse 30
Colombia

Physician 1

Nurse : 8

Auxiliary nurse 25

a Based on figures given in: Bryant, J. Health and the developing world. Ithaca, Cornell
University Press, 1969,

receive referrals from and provide supervision for lower levels of the sys-
tem. There has in the past been a tendency to place this level too low
in the referral system; hence the long list of rural physician posts vacant
in most developing countries. It has been shown, however, that a large
proportion of the diseases needing treatment in those countries can be
satisfactorily managed using simple techniques.

Fig. 14 shows that a little training at the beginning achieves a more than
proportional increase in effectiveness. At a certain point, however, training
becomes subject to diminishing returns and thereafter it is more cost-
effective to establish a system able to deal with difficult cases than it is
to maintain staff with the requisite skills in small communities.

If the optimum use is to be made of physicians’ skills they should only
be used in the system at a referral stage and seldom at the primary entry
point. One of the decisions to be made in designing a referral system is
to determine at what stage a physician really becomes necessary. Three
questions need to be answered:

(1) At what level in the health care structure can decisions be made
by a professional only?

(2) At what point do the epidemiological circumstances and the popu-
lation size of the geographical area justify professionals?

(3) How much personnel supervision at each level is purely managerial
and could be carried out by an administrator and how much is medical?

Centres outside the major urban areas where health professionals
are neither available nor economically justified are likely to remain man-
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power deficit areas for years to come. Depending on the level of economic
and health system development, these centres in some countries may
be towns of only a few thousand population plus surrounding rural areas,

while in other countries they may even be towns with a population of
over 25000. To improve the supply of professional manpower at this

FIG. 14, DEGREE OF TRAINING AND EFFECTIVENESS
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level three major approaches have been used: incentives, coercion, and
Jacilitating. Before reviewing the experiences of countries with each
approach, several general observations may be made on the basis of the
findings of numerous studies that have been carried out, largely in the
developed countries.!

One of the basic problems facing manpower planners is how to ensure
adequate staffing at this level and this requires understanding of why
individual physicians settle in any given location. Numerous studies have
been carried out, mostly in developed countries, on what is termed “the

1 A good review of published literature in the USA on the subject of professional manpower location
is given in: United States Department of Health, Education, and Welfare, Bureau of Health Resources Develop~
ment. Factors influencing practice location of professional manpower : a review of the literature. Washington,
1974,
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location decision”. They show that place of upbringing and place of
professional education are positively correlated with where health pro-
fessionals choose to establish themselves, and that medical students from
rural backgrounds are more likely to go into general practice and establish
themselves in small communities than are those from urban backgrounds.?
In relation to the correlation with the place of education, it has been
recommended that new medical and other health professional schools
should be located in the smallest provincial cities where professional
education can be supported. Professional manpower mobility has also
been associated with personal attributes such as age, sex, and marital
status. For example, female doctors are less inclined to go to rural and
to slum areas than male doctors, and when they do they usually remain
for shorter periods. Single doctors may leave small communities if
they anticipate that their marriage prospects are slim, and married doctors
may leave when their children reach school age. A factor often noted,
of particular importance to specialists, is the availability of an adequately
equipped and adequately staffed health facility within which to work.

A number of these findings can be modified by a policy either of chang-
ing certain aspects of the communities for which professionals are being
sought or of selectively choosing professionals with characteristics that
make them likely candidates for service in small communities.? There
are other factors that are difficult or impossible to change, including
climate, scenic and recreational characteristics, general level of social and
economic development, distance from larger urban areas, preferences
of the spouse, sanitary conditions, and physical safety.

Since only a limited number of factors can be modified by a deliberate
policy favouring the redistribution of professionals, the planner should
concentrate on them and spend less time on the rest. Measures that can
be taken to induce professionals to move to underserved areas are basi-
cally of two types—incentives and coercion.

Incentives. A number of countries have offered incentives to health
workers to establish themselves in underserved areas. WHO recently
carried out a survey of such measures, which demonstrated quite clearly
that experience of incentives is limited. A few examples may be cited
to illustrate possible lines of approach.

(1) Upgrading general practice. General medicine is being taught
as a postgraduate specialty at Zagreb University in Yugoslavia, in an
attempt to upgrade the status of general practitioners. A study carried
out in the United Kingdom showed that, while the choice of most medical

1 For example, it was found in Yugoslavia that farmers’ and workers’ children accounted for 35%
of those going into general medicine, while they represented only 21 % of entering students. STEINMAN, L.
Maldistribution of physicians in Yugoslavia. Journal of Medical Education, 49 (2):182-187 (1974).

2 TAKULIA, H. S. ET AL. The health center doctor in India. Baltimore, Johns Hopkins Press, 1967
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specialties was a positive decision, general practice was a “residual choice”,
made, on the whole, by the less able students.!

(2) Improving transport. Transport and communication facilities are
essential for patient referral and for supervision as well as for avoiding
the physical and intellectual isolation of the health professional. Various
countries provide facilities aimed at improving communication with col-
leagues and at the same time expanding the geographical coverage of the
health services. For example, transport facilities have been provided for
rural health workers in the Bahamas, Bahrain, Botswana, Chile, Egypt,
Ethiopia, Guinea, Lebanon, Lesotho, Libyan Arab Jamahiriya, Mada-
gascar, Malaysia, Mexico, Upper Volta, and Yemen, as well as in some
developed countries. Vehicles are provided more frequently in Africa
than in Asia. Elsewhere, staff are given a mileage allowance—in Greece,
Hong Kong, Kuwait, New Zealand, and the United Kingdom, for example.
This method seems to be more frequently used in developed countries.

(3) Reducing professional isolation. To reduce the feeling of isolation
of those working in remote areas, physicians have been assigned in pairs
or even in teams with other professionals, instead of singly. Chile, Iran,
and Turkey, for instance, have experimented with assigning two or more
physicians to the same health post.

(4) Housing facilities or living accommodation. Selected categories of
rural health workers are supplied with these in the Libyan Arab Jamabhiriya,
Peru, Syrian Arab Republic, Thailand, Tunisia, Uganda, and Venezuela.
Other countries have introduced a system of reduced rents (Iraq, Israel,
Saudi Arabia, and Sudan). In many cases the living accommodation is
part of the physical equipment of the hospital or health centre.

(5) Allowing the use of government facilities in rural areas for private
practice. If part-time private practice is to be allowed at all, a good case
can be made for physicians using government facilities. In this way
they are potentially more productive, especially if government policies
allow them to use local auxiliary personnel. Also, for specialties like
radiology and dentistry, which require expensive equipment, it would
hardly make sense to oblige practitioners to purchase their own equipment
for private practice while government equipment stands idle. However,
experience with this form of incentive has shown that in some situations
the private practice component takes up an inordinate share of the practi-
tioner’s time.

(6) Providing financial incentives. These include a salary bonus for
rural service in Chile, Nigeria, and Sierra Leone, a hardship allowance
in Argentina, tax exemption combined with accelerated promotion in

1 LasT, J. M, MARTIN, F. M, & STANLEY, G. R. Academic record and subsequent career. Proceedings
of the Royal Society of Medicine, 60:813-816 (1967).
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Israel, and a cost-of-living adjustment in Japan. A number of states in
the United States have experimented with loan forgiveness; medical students
receive low-interest loans during their training and no payback is expected
if they later work in an approved underserved area. In most of the United
States programmes evaluated so far it has been found that this mechanism
is not very effective because earnings in urban areas are so high that physi-
cians would rather pay back the loan during the first few years of practice
than go to an underserved area.

(7) Other inducements. 'These include accelerated promotion or other
fringe benefits for services in rural areas. The case of Israel has already
been mentioned. In Chile, doctors serving three years in a rural area
acquired the equivalent of five years of seniority in the civil service, which
meant that their salaries were automatically increased and they were in
a better position to compete for government jobs. Other fringe benefits
include increased opportunities and support for attending professional
meetings, longer vacations, assured entry into specialty training residencies,
and public recognition for rural service.

Despite the extensive literature on incentives, as yet little evaluation
has been done. One of the rare exceptions is in Chile. A scheme designed
to improve the rural health coverage was started in 1955 within the National
Health Service.! It consisted of a voluntary system under which a number
of incentives were offered to newly graduated physicians, providing not
only substantial economic rewards, housing facilities, etc. but also the
chance to receive a three-year specialization fellowship on completion
of rural service, accelerated promotion, and eventual eligibility for govern-
ment employment in the cities. Public recognition of rural service was
given by Chile’s Medical College, the national medical association to which
all physicians belong. The College annually solicited papers on the experi-
ences of physicians serving in rural areas and after a selection process,
a number of authors were brought to Santiago to read their papers; then
prizes were awarded and the prize-winning papers published. Entry
into the service was preceded by a period of specialized training. The
number of graduates entering the scheme increased annually to reach 59%
of all new graduates in 1972. The effect of the programme on the physician/
population ratio in Chile is shown in Table 13. While the distribution
of physicians improved over the 15-year period and mortality rates in
the rural areas declined more rapidly than in the urban areas (36% as
compared with 29%), it is noteworthy that the changes were relatively
modest despite the many incentives provided for rural practice. However,
the true impact of the changes may be masked by the lack of disaggregated
data showing the extent to which physician availability increased in small

1 Juricic, J. & CANTUARIAS, R. La salud rural en Chile: programa para atraer médicos a las zonas
rurales. Boletin de la Oficina Sanitaria Panamericana, T8 (3):203-211 (1974).
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TABLE 13. DISTRIBUTION OF PHYSICIANS IN CHILE, 1955 AND 1970

Province of Santiago Rest of country

1955 1970 1955 1970

Inhabitants (%) 32.7 36.5 67.3 63.5
Physicians (%) 65.2 59.7 34.8 40.3
Physicians per 1000 population 10.9 9.8 2.8 3.8

towns—the intended objective of the incentive programme—as compared
with the larger provincial cities.

The UNICEF/WHO study mentioned above ! found that in fact very
few countries offer real incentives to their health workers to live in rural
areas, and it concluded that pecuniary incentives may have less effect than
other advantages such as better chances of promotion or the possibility
of further training. On the basis of the findings it proposed that ministries
of health should attempt to provide:

® Adequate provision for services, i.e., adequate premises, equipment,
drugs, instruction manuals, etc.

® Adequate means of communication and transport for all categories
of staff. Even when the road network is poor the government can do much
to improve it through the promotion of self-help rural development
programmes. Adequate per diem allowances and insurance should also
be offered to all categories of health workers when on tour.

® Adequate housing for all categories of personnel not from the area,
with a good water supply and other facilities (furniture, electricity, gas
and, in cases of extreme remoteness, food supplies).

® An adequate supervision and referral system.

@ A time limit on the assignment (2-5 years, according to the hardship
or isolation of the posting), security and permanence of employment on
expiration of stay, and equal or even better opportunities for promotion.

@ To compensate for the feeling of intellectual deprivation, the institu-
tion of a system of distribution of medical journals and publications, with
assured access to libraries. Another measure would be to group the
health worker, the agricultural worker, the schoolteacher, etc. as far as
possible in the same rural area.

® As a reward for several years of service in rural areas, the grant of
priority for further training (postgraduate or specialist) within the country
or abroad, as well as for in-service training.

1 DyuraNovi¢ & MACH, ed., op. cit.
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Coercion. A large number of countries, developed and developing
alike, have tried various degrees of coercion. Such a policy is fully possible
only in a centrally planned society, though in the United States the conscrip-
tion of doctors ensured medical care in some underprivileged areas (Navajo
Indians). Manpower can also be directed to rural areas by means of
loans; in Queensland, Australia, for example, doctors are bound for one
year to a rural post for each year of financial assistance they receive while
studying. In Yugoslavia the commune chooses and finances medical
students on condition that they return to it when qualified.

The ideal approach is a combined one and, given the realities of most
developing countries, it will often require ‘at least some type of coercive
intervention. It is hardly useful to use coercion alone, however, and
end up with frustrated, angry, and uncooperative professional workers
anxious to return to the cities as soon as their compulsory service is com-
pleted. It has to be admitted that in many countries living and working
conditions in the smaller communities are so deficient that, without
exorbitant and perhaps counterproductive incentives, not many professionals
will live in them. The Chilean experience provides a good example of
a balanced policy which, while neither totally effective nor replicatable
in many countries, does suggest a way in which health professionals can be
encouraged to move towards the periphery.

The combined approach. It is evident that the problem of primary
health care for rural areas cannot be solved by using traditional man-
power categories only; nor is such a solution either feasible or desirable.
Even if it were possible to persuade health professionals by suitable incentives
to move to remote rural areas, the cost would be astronomical and beyond
the resources of most developing countries. . Cost apart, current thinking
in health service planning rejects the idea of a health care system in develop-
ing countries based on the use of physicians for primary health care in
the rural areas. The solution is seen to be much more along the lines
currently being tried out in several countries: an integrated health team
using village health workers from the community who have had the
minimum amount of training they need for the tasks they have to perform;
a well-defined referral system ensuring professional treatment for more
complicated cases; a system of direct supervision and support, not necessarily
by a physician; and a social, economic, and health infrastructure for their
support.

To be successful, this combined approach has to be multisectoral and
multidisciplinary and utilize a variety of resources. Planning for such
an approach to primary health care can be very complicated. Most
current health manpower plans do not go beyond estimating the require-
ments, i.e., the projected numbers, and the cost of health workers, and
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they do not specify what the worker is going to do or, more realistically,
will be able to do under the conditions prevailing in his future working
environment.

The health care package

To ensure that all these and other factors are taken into account in
the planning of health services and manpower at the local level, WHO
is experimenting with the development of the “health care package”.!
This assembles the interconnected and interdependent elements of health
technology related to the entire planning for and operation of health
services in a particular area into an integrated set of components containing
everything that is technically needed and feasible for the adequate perform-
ance of predetermined activities. The activities are related to the optimal
functioning of a given health services area or “work module”, the latter
being defined as a self-contained area of work that includes the services
to be delivered, the level of care provided, and the geographical situation.
For analytical and operational purposes it is assigned artificial boundaries.
Functionally the health package:

(1) identifies a given work module or service area;
(2) analyses in detail every intervention or action to be taken within it;

(3) specifies in detail the methods and procedures to be applied in the
actual performance of the intervention or action;

(4) prepares job descriptions and converts them into educational
objectives that are expressed in terms of performance;

(5) fixes the curriculum content, teaching aids, and examinations for
the trainee worker, methods for measuring his subsequent performance
in service, and procedures for recording and reporting as well as guidance
for routine administration; and

(6) sets out the administrative steps needed to introduce the package
for the first time.

Health packages are certainly not a panacea for bad services but they
may greatly contribute to improving the quality of health care at
the periphery in developing countries, especially in relation to health
auxiliaries. They may be looked upon as a desirable complement to health
manpower plans and be instrumental in minimizing important constraints
and facilitating the replication of basic knowledge at the lowest level, as
well as providing a logical framework for educational technology.

1 NeweLL, K. W., KING, M, H. & SULIANTI SAR0sO, J. The health care package. WHO Chronicle,
29 (1):12-18 (1975).
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Target-setting and evaluation

How rapidly can primary care be extended to the rural sector and what
specific targets should be established ? While the answers to these questions
will differ widely in countries, certain observations are generally relevant.

First, what are the alternative resources available for strengthening rural
health care ? In declining order of magnitude and difficulty of implemen-
tation, the main options are:

(1) To shift existing resources from the urban to the rural sector.

(2) To freeze growth for a few years in the urban areas and allocate all
or most increases in public health resources to the rural areas.

(3) To allocate annual increases in public health resources to urban
and rural areas in proportion .to their respective populations.

(4) To continue present differentials (as most countries do) in the per
capita amount allocated annually to urban and rural areas for programme
expansion but to rationalize the distribution and utilization of inputs to
the rural sector and improve the responsiveness of urban health facilities
to the specialty care needs of the rural sector.

In the absence of a strong national policy for promoting rural health
care, the first alternative and perhaps even the second would be difficult
to adopt. However, if significant progress is to be made, the planner
should seek at least adoption of the third alternative, while aiming at slow
growth in the urban sector and making every effort to improve the use
of resources.

Past experience and cost estimates both provide important guidance
on the speed with which implementation should proceed. The lessons
from the past are useful but should rarely determine the action to be taken.
In his diagnosis of the situation the planner assesses the quantitative distri-
bution of health resources and services. If possible this assessment should
be developed historically, containing at least three or four observations
regarding the distribution of resources between the urban and rural sectors
over the previous 10-15 years. In this series of observations it is especially
important to include any period during which major efforts were made to
increase the services to the rural sector. From this information trend lines
can be developed that show, under known past conditions, how much was
accomplished. The planning of targets should be as a minimum above what
was achieved in the past and, if* the current political commitment to the
rural sector is substantially stronger, the targets can be raised accordingly.
By this means past experience can be used to ensure that the targets are
ambitious but within realistic bounds. The programme cost in money,
manpower, and time for each of the major alternatives under consideration
must also be estimated and matched against the likely resources (this topic
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is discussed more fully in Chapter 11). To estimate the probable resources,
the hypothetical example given below may be useful. Assume that a
developing country has the following characteristics and that the resources
for further rural sector development come from annual increases rather than
from a major redistribution of the existing resources. It has a population
of 10 million, 2 million of whom are urban dwellers and 8 million rural.
The real growth in the national product is 5% ; in the public sector 7% ; and
in the public health sector 8%. (In most countries the public sector tends
to grow faster than the national product and the “services” component
of public sector expenditures tends to grow faster than other components.)
The national product is US $1000 million; the per capita product $100; the
per capita public sector health expenditure $3 ($30 million total); the per
capita public sector urban health expenditure $9 ($18 million total), the
rural health expenditure $1.50 ($12 million total); and the annual public
health sector increase $2.4 million (8%).

Using these figures the planner can, as shown below, calculate what
funds would be available for each of the last three alternatives. The large
differences in the amount available to the rural sector in the three alternatives
are clearly demonstrated, and a variety of intermediate alternatives could be
postulated. The essential points are that a definite target should be set
for allocating future, and perhaps existing, resources to the rural sector,
that the target should be incorporated into the budgetary process at the
earliest possible stage and its implementation closely monitored, and that
special precautions should be taken to ensure that the rural allocation is
not subjected to the inroads of urban health programmes.

Annual increase in funds available fo each sector according to each
of the three alternatives

Urban Allocation Maintenance of current
Sector freeze by population per capita allocation
Urban 0 $480 000 $1 440 000
Rural $2 400 000 $1 920 000 $960 000

The actual amounts available are likely to be substantially less since these
estimates do not take into account real increases in salaries and other costs.
Since most personnel expenditure is for persons working in the urban sector,
even without increasing the number of urban employees a substantial
portion of the annual increase in funds will go to the urban health system.
It should also be pointed out that the above figures relate primarily to the
operating budget; the capital needed to construct new rural health facilities
would probably have to come from other sources.
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The importance of monitoring the expenditure on and indeed the
implementation of the entire rural programme cannot be overemphasized.
Urban health programmes are close to the sources of money and political
power and usually better able to absorb funds quickly than the rural sector.
Hence strict procedures should be adopted to ensure that the rural
component of the health programme, because of the inevitable delay in
committing and expending funds, does not later find its accounts so depleted
that it cannot implement its plans.

The monitoring system also has to be broad in scope so as to include
all the interrelated activities that form part of an effort to reduce mal-
distribution, some of which are not necessarily health sector activities.
Changes in one or another specific indicator, such as the supply of physicians,
no more suffice to measure progress towards the implementation of the
programme than they would if used in the initial diagnostic review of
maldistribution. For each of the various indicators, ratios or coefficients
should be developed that contrast the urban and rural sectors in relation
to the availability of resources, the utilization of health services and,
ultimately, health status. Present distribution patterns provide baseline
data against which to assess future achievements.

Finally, during the early stages of implementation of the programme,
planners should be as concerned with the direction of movement as with
the actual attainment of targets. Even though early progress in a given
programme may be substantially less than hoped for, a reversal of the trend
towards an even greater concentration of resources in the urban sector or
the acceleration of a previously slow improvement in the rural health sector
should have priority. Later, as experience accumulates, numerical targets
can be revised as necessary.

SUMMARY

Urban-rural distribution problems are not peculiar to health care, but what makes
the problem of inequality in health care particularly acute is that, with improved communi-
cations and awakening consciousness of social injustice, the rural poor now see health
care as a fundamental human right. Nationally and internationally, social and political
awareness of inequalities in health care has been growing in recent years. With this
awareness has come the realization that health manpower problems associated with
distribution problems—at least-in developing countries—cannot be solved along conven-
tional lines but will to a large extent involve the use of new categories of manpower
and possibly a new structure of health care delivery.

The most appropriate health care technology—and the most appropriate manpower
policy—are those specially designed to meet a country’s needs. Typically they involve
the use of village health workers from the community, given simple training and supported
by a regionalized referral system, adequate supervision, manuals, logistical arrangements,
and the necessary infrastructure. The professional health worker is needed to staff
the specialty care facilities and the referral points. The location of professional man-
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power in rural areas presents a number of problems, only some of which can be overcome
by an appropriate policy of incentives.

The success of any system depends first and foremost on a national will for change
and an explicit policy decision. It is helped by the development of health care as a part
of overall rural development, the use of standardized technology by health workers
drawn from the community which they serve and given simple training, and the early
involvement of the community itself in planning, implementation, and evaluation.






CHAPTER 8
Primary health care by non-physicians

Daniel FLABAULT !

The trend towards using non-physicians to provide primary health
care, and even some aspects of specialty care, is both widespread and
gaining in momentum. The reasons for the trend are compelling and
likely to become more so as time passes. This chapter considers the forces
promoting this development, the functions, limitations, and training of
such personnel, and strategies for their introduction and utilization. The
focus is on intermediate-level practitioners, especially those generally
known as medical assistants—why they are used, their characteristics,
functions, and training requirements. A shorter section deals with aide-
level workers, often called village or community health workers. Although
much of the discussion on medical assistants applies also to aide personnel,
the final section outlines some of the differences between them in scope of
work, supervision, and training.

The Medical Assistant

Many different personnel categories have had assigned to them, either
on a temporary or on a permanent basis, health care functions formerly
discharged only by physicians. Although the term generally used in this
chapter is “medical assistant”, the specific terminology varies widely from
country to country. According to a WHO consultant group, the medical
assistant is neither physician nor nurse. His duties may vary from one
country to another, but basically he is a health worker with eight or nine
years of basic general education followed by two or three years of tech-
nical training which should enable him to recognize the most common
diseases, to care for the simpler ones, to refer more complicated problems
and cases to the nearest health centre or hospital, to carry out preventive
measures, and to promote health. Further defining characteristics of
the medical assistant are:

— He works under a physician’s supervision.

— He works in a variety of settings such as in an outlying post, as
a member of a health team functioning in a health centre or other facility,
or as a direct assistant to a physician.

1 Chief Medical Officer for Health Team Development, Division of Health Manpower Development,
WHO, Geneva.

— 177 —
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— He is discouraged from using his post as a stepping-stone to full
medical education (though this possibility should not be completely
barred to medical assistants whose qualifications suggest they could benefit
from it). '

— He is trained and used to meet the circumstances found in a parti-
cular country and not according to some international standard.

The definition above in fact covers only the central and dominant
portion of a spectrum that in practice is considerably broader. At the
lower end of the spectrum is a category better designated as “medical
auxiliaries,” which includes persons with primary education and a few
months of practical training only, while the upper end includes those with
part or complete university education plus several years of sophisticated
technical training.

Occupational titles »

To give them a clear occupational identity and avoid misunderstandings,
it is important that medical assistants should have an appropriate title.
A few of the various titles that have been used around the world are:
medical assistant, feldsher, assistant medical officer, Medex (or physician
extender), physician assistant or associate, health extension officer, adjoint
médical de santé publique, and nurse practitioner or clinician. Some of
these titles are used only in certain developed countries (e.g. physician
assistant in the United States) and thus receive only limited attention in
this chapter. T

Many of the terms have been criticized for one reason or another;
for example, the term “medical” is considered too restrictive, “assistant”
pejorative, or “health” too broad and in conflict with persons involved
in environmental programmes. The essential points in selecting a title
are that (1) it should be relevant to the medical assistant’s primary func-
tions and (2) it should not conflict with titles used by other health man-
power categories in the country.

. Why the Medical Assistant ??

The physician shortage in many, if not most, countries of the world
provided the initial impetus for the creation of the medical assistant cate-
gory. The shortage has been especially acute in the developing countries,
where a low doctor/population ratio is further aggravated by the tendency
of most physicians to establish themselves in cities while most of the popu-
lation live in small towns and rural settlements. However, it is attribut-

1 See, especially, FLAHAULT, D. The case for medical assistants. World Health, June 1972, p. 8-15.
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able not only to the lack of physicians in many developing countries but
also to the high degree of population dispérsion. During the 1960s in
Niger, for example, there were over 1800 villages with less than 100 in-
habitants and over 3500 villages with 100 to 300 inhabitants. Thus, a
quarter of Niger’s total population lived in communities of less than
300 inhabitants, making the deployment of physicians to such areas both
very expensive and, in the almost certain absence of either the minimum
facilities to use their skills or a substantial volume of patients, largely
ineffectual.

Given the impossibility of using physicians under such circumstances,
health authorities must choose between leaving small communities totally
deprived of organized health care or providing them with basic preventive,
curative, and promotional services under the supervision of medical assist-
ants and other members of a primary health care team. With only
two such alternatives, the alleged danger of using non-physicians to
provide primary health care is a hollow argument indeed in defence of the
status quo.

The extreme population dispersion and extreme physician shortage
encountered in some developing countries are not the only reasons for
creating the medical assistant category. Even in countries with an appar-
ently adequate national physician/population ratio, physician. maldis-
tribution and, perhaps of greater long-range importance, physician mal-
utilization argue in favour of using medical assistants.

The problem of physician malutilization deserves further comment.
As the developed and developing countries alike have grappled with the
shortage of medical manpower, they have increasingly come to realize that
much of the problem is attributable to the inefficient use of physician
time. Detailed studies in various countries of how physicians allocate
their time show consistently that at the primary care level a substantial
proportion of their activities (e.g. taking blood pressures, giving injections,
or recording medical histories) could be adequately performed by per-
sonnel with lesser qualifications and the conditions they treat dealt with
by such personnel.! Accordingly, in a moderate but growing number
of situations the physician is no longer regarded as a self-contained unit
but rather as the leader of a health team in which each member has dis-
tinct but complementary functions. In health services or medical prac-
tices based on this principle, the physician is able to delegate his simpler
routine work to staff members trained to assist him, with the result that
his special skills are more fully utilized and the overall productivity,
including the quality of care, is increased.

1 ReINHARDT, U. E. Manpower substitution and productivity in medical practice: review of research.
Health Services Research : 200-227 (Fail, 1973).
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There are other reasons for comsidering the use of medical assistants
which, though ultimately related to the two reasons just cited, warrant
specific mention. ,

Rural orientation. Medical assistants assigned to rural locations are
likely to become better adjusted than professionals who have been long
exposed to urban life. Medical assistants know the customs and under-
stand the problems, inhibitions, and needs of the population. Also,
by virtue of not having been confronted during their studies with an urban
life style totally different from anything they have known before, they are
generally less apt to have ambitious social, material, and status aims.
With appropriate training and supervision medical assistants can com-
municate more effectively with ‘patients than can professional personnel.

Larger applicant pool. In some countries the number of students who
have completed 12 years of basic general education and are eligible for
university training is still limited; this is an obstacle to increasing the num-
ber of medical personnel. Since nine or fewer years of basic general
education are considered sufficient for medical assistants, the pool of
potential applicants is much greater, thus enabling governments to expand
their health services without undue delay.

Lower operational costs. The cost of placing and maintaining a medical
assistant in the field for a year is far below that required for a physician.
Not only is his salary usually much lower than that of a physician, but
the equipment, facilities, and other support costs are also much lower.

Lack of international credentials. Medical assistants have so far
been trained to meet national needs and standards, hence they are not
likely to emigrate to other countries.

Low training costs. Most medical schools are large institutions
requiring numerous staff members and expensive facilities, quite in contrast
to the modest requirements of schools for training medical assistants.
In some countries medical assistant training is undertaken in separate
schools, while in others several schools may be combined in one insti-
tution. The medical assistant approach offers the prospect of savings
in faculty, capital, and operating expenditure, and combined schools
facilitate the development of integrated training for several categories
of auxiliary personnel. Medical assistant training lasts from one to
three years compared with six or more for doctors. Moreover, the training
is generally of the apprenticeship type, less costly and more practical than
academic training. The fact that the medical assistant schools are smaller
and simpler also facilitates the decentralization of this type of training, thus
further contributing to the adaptation of training to service needs.

For the above reasons it is evident that medical assistants can be
deployed throughout a country more rapidly and economically than can
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physicians or other health professionals. The Soviet experience with
feldshers gives ample proof of the speed with which this can be accomplished
even in large and populous countries.

The use of medical assistants, functioning within the bounds set by
their training and job description, need not imply a lessening of the quality
of care compared with that provided by the average physician performing
the same services. For example, a recent United States study * compared
the diagnoses made in approximately 150 cases in which children were
examined both by physician assistants and by paediatricians. The findings
showed that the examiners agreed in 93% of the cases; in approximately
3% the physician assistant made diagnoses that were not made by the
pacdiatrician, and in 3% the paediatrician made diagnoses missed by the
physician assistant. In no instance was the difference significant. Indeed,
in regard to quality, although the number of careful comparative studies
is still too limited to draw firm conclusions, some researchers believe that
health care provided by medical assistants or other comparable manpower
categories with limited clinical functions may actually be superior to that
provided by physicians.. If so, this could be due to the high degree of
proficiency such personnel develop through experience and their greater
tendency to adhere to standing orders and not to become bored with
their work.

Planning Considerations

Medical assistants are a reality in a significant number of countries
and information about their use is spreading rapidly. Nevertheless, their
introduction for the first time in a country’s health system, or even a major
expansion of their use in a country where they are already employed
on a limited basis, requires careful planning in order to avoid the problems
of, for example, acceptance and role conflict.

Roles and functions

The roles and functions of medical assistants should be determined
only after such factors as local health problems, the perceived needs and
attitudes of the population, the structure and conmstraints of the health
system, and the functions being fulfilled by existing members of the health
team have been taken into consideration. Only when this information
has been assembled, perhaps in part by special studies, will it be possible
to specify in the requisite detail what is expected of medical assistants

1 Siver, H. K. Nurse practitioner, child bealth associate and primary-care medical practitioner.
In; PITCAIRN, D. M. & FLAHAULT, D., ed. The medical assistant : an intermediate level of health care personnel,
Geneva, World Health Organization, 1974 (Public Health Papers, No. 60).
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and what is their relation to other members of the health team. As an
example, the roles and functions fulfilled by medical- as51stants in Sudan
are as follows:

@ First aid in medical and surgical emergencies.

@ Diagnosis "and outpatient treatment of common diseases and
minor surgery in dispensaries and health centres.

® Referral of emergencies and other cases requiring hospitalization
to the nearest hospital.

@ Public health functlons

- (a) all the functions requlred of the public health services if no public

health officer or sanitary overseer is in the area,

(b) liaison and cooperation with the public health officer or public
health authorities in the area,

(¢) liaison and cooperation with the licensed midwife in the area,
(d) immediate initiation of epldermc control measures.

® School health and related activities and health education.
® Registration of births and deaths and the issue of certificates.
® Vaccination and preventive measures for communicable diseases.

® Simple administration, record-keeping, care and management of
equipment and stores, public health laws, vital statistics.

® Environmental sanitation, including housing and latrines, disposal
of sewage and of refuse, and safe water supply; food hygiene, including
meat and milk inspection and sampling; industrial hygiene (the medical
assistant is regarded as the first line of attack against dxseases arising from
environmental sanitation defects).

@ Nutrition and dietetics.
@ Dental care. ‘

@ The preparation of simple medlcolegal reports for the local admin-
istration.

@ Visits to the villages of the area.

Although the most frequent role of medical assistants in developing
countries is that of" team leader or, occasionally, sole practitioner in a
rural health centre, they may also assist clinical specialists (ophthalmology,
paediatrics, emergency care, etc.) in clinical or administrative work in
various types of health facﬂlty and serve as instructors for field supervisors
once they have acquired sufficient experience and seniority. With the
introduction of any new kind of health worker, conflicts may arise if
there is a redistribution of health functions and responsibilities among
established members of the health team. A clear definition of what
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TABLE 14. DUTIES AND SKILLS REQUIRED OF A RURAL MEDICAL ASSISTANT
IN ORGANIZING AND CONDUCTING FAMILY PLANNING CLINICS
AS PART OF A MATERNAL AND CHILD HEALTH PROGRAMME, PAKISTAN, 1975

Duties

Must be able:

1. To educate and motivate clients for family
planning

2. To provide family planning services

(a) To use motivation techniques
(b) To hold group meetings
(¢} To use audiovisual aids and flash cards

(a) To make pelvic examinations

(b) To insert IUDs
(¢) To identify contraindications
(d) To make urine, blood, weight, blood
pressure, and breast examinations
3. Tottr:egt any side effects of family planning (a) To administer drugs for minor complaints
methods

4. To refer cases she cannot manage herself (a) To identify problem cases

5. To maintain records (a) Io complete files and keep them up to
ate

medical assistants are to do should therefore exist from the very beginning
of the planning process, and physicians should be prime contributors
to the delimitation of their roles and functions. Table 14 gives an example,
drawn from Pakistan, of how such specifications might be set forth.

The first experience with medical assistants was in the USSR where,
under the name of feldshers, more than 600 000 are still working in the
health services. This experience has been well described ! in a review that
provides a full account of their use in urban sanitation and epidemiological
centres and in the rural medical service. In the USSR, a major share of
the health care extended to the urban and rural population is provided by
feldshers, both as assistants to medical specialists and, to a lesser extent,
as independent health workers under direct or periodic medical super-
vision. In this way the contact of physicians with the population is
facilitated while at the same time they can devote proportionately more time
to complex medical and leadership functions. It is noteworthy that the
Soviet Union has chosen to continue to use large numbers of feldshers and
midwives although it has an impressive supply of physicians. Some
observers > have wondered at what point the quality, safety, and accept-
ability of feldsher services would be compromised if the number of doctors
was fewer—a possibility that might have to be faced if the feldsher system
was adopted without modification by other countries with a much smaller
supply of physicians.

1 World Health Organization. The fraining and utilization of feldshers in the USSR : a review prepared
by the Ministry of Health of the USSR for the World Health Organization. Geneva, 1974 (Public Health
Papers, No. 56)

2 PiquieNoT, H. The role of the feldsher. World Health, June 1972.
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Use of a new or of an existing manpower category

The provision of primary care by non-physicians does not automatically
imply that a new manpower category such as the medical assistant must be
created, Planners should consider carefully the advantages and dis-
advantages of creating a new category as compared with those of using an
existing manpower category or categories for the same functions. Depend-
ing on circumstances specific to each country, the argument may favour one
or the other alternative. The following considerations are relevant.

(1) Medical assistants are recruited and trained expressly for primary
care functions, whereas other health workers may have attributes or attitudes
that are irrelevant or even antagonistic to these functions.

(2) Medical assistants have a clear professional identity and a clear
path for career advancement, which might not be the case with an established
category assuming new functions.

(3) Introducing a new medical assistant category may result in resistance
from existing categories and require their re-education and a substantial
redefinition of manpower roles. These problems might be avoided or
minimized if an already established manpower category was used.

(4) It takes less time and money to train a person to carry out medical-
assistant-type functions than to train him first for another career and then
later give him additional training for the new functions. However, discount-
ing the training costs and time for the initial career, it is obviously preferable
to provide an experienced health worker with a few additional months’
training for the new functions than to start with someone who has noprevious
health qualifications. A major factor in choosing between these two
alternatives is the extent to which the supply of, say, nurses or the potential
capacity of the nursing school is adequate to meet both the need for nurses
and the need for persons to receive additional training in primary care.

Occupational status: permanent or temporary

When medical assistants are first introduced into the health system, the
question should be asked whether they are a temporary expedient, to be
replaced by physicians as soon as feasible, or a permanent addition to the
health team. This question should be taken seriously, as the answer may
either facilitate or impede the further development of the medical assistant
programme. In this regard it may be useful to recall that feldshers were
originally introduced in the USSR to compensate for the severe shortage
of physicians but, with an adequate physician supply now available, they are
still being widely used. Since their introduction their responsibility has
shifted progressively from that of physician substitutes in rural areas to
that of physician assistants; and through the reorientation of their training
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and functions they have now become a permanent feature of the health
system. Viewed as personnel whose primary role is to increase the
physician’s productivity and effectiveness—a role that is relevant irrespective
of the supply of physicians— medical assistants should in most cases be
a permanent category right from the start. This is not to deny that it
may occasionally be expedient to delay a final decision on this point if
delay would reduce the potential resistance to the programme.

Acceptance by the professions and the public

Even with well-trained medical assistants and a general agreement that
major changes are necessary in the health system, the introduction of
medical assistants may encounter difficulties. Not infrequently the medical
profession itself opposes medical assistants as potential competitors in its
heretofore exclusive role in diagnosis and treatment. Sometimes the major
concern is economic in origin, the fear being that the medical assistants
may enter private practice. Even more important, however, may be the
unvoiced and perhaps even unconscious apprehension lest, if 2 non-physician
is effective in providing primary health care, the role and mystique of the
physician may be diminished. These concerns merit the planner’s serious
consideration and every effort should be made to encourage discussion and
disseminate information among physicians. The points requiring stress
include: the health needs of the rural sector; the unfeasibility of meeting
them with physicians, in large part because of their unwillingness to serve
in that sector; the safeguards to be employed to keep medical assistants from
engaging in unauthorized practice; and, perhaps most important, the value
of the medical assistant in increasing the physician’s coverage and effec-
tiveness, an objective that should help make the physician’s job more
satisfying professionally.

Opposition may also develop from sections of the nursing profession
owing to concern about salary differentials, job competition, and permanent
changes in nursing roles and responsibilities. Moreover, if the possibility
of training nurses to assume primary care functions is under consideration,
there may be further questions regarding professional identity, job fitles,
and career prospects for those who receive such training. It will be especially
important to stress that, even though nurses may have frequently been
called upon in the past to perform medical assistant functions without
benefit of special training, the functions are quite different from those for
which the nurse was trained; the functions of the two professions—one
emphasizing diagnosis and treatment, the other emphasizing nursing care—
have much in common but are by no means identical.

The planner must also consider the public reaction to medical assistants.
While the public may not clearly perceive the differences between a physician
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and a medical assistant, it generally responds favourably to the medical
assistant’s comparatively greater availability and accessibility. This is so
much so that the medical assistant is often referred to by the same title as
is used for the physician, and in some countries communities have built
special facilities and provided other support for the medical assistants who
serve them.

Monovalent and polyvalent medical assistants

As used for auxiliaries, the term* monovalent” means those who perform
only one function while “polyvalent” means those who perform multiple
functions. The distinction, with rare exceptions, is not useful in the case
of medical assistants. For certain repetitive and simple tasks not requiring
Jjudgement, monovalent auxiliaries represent an almost unlimited source of
manpower, since the educational requirements are low or even nil and the
training is of the in-service type requiring little expenditure. However,
medical assistants almost always require substantial general and health-
related education, thus making it wasteful to employ them in limited tasks
only.

Male and female medical assistants

There is no reason why medical assistant training should not be open
to both sexes, though some activities may be more appropriately carried
out by one or the other sex; for example, maternal and child care may be
more suitable for female medical assistants, service in remote hardship
posts more suitable for males. Planners need to take such factors into
account when estimating the potential applicant pool for training, as well
as the possible effects on other training programmes such as nursing.

Legalizing functions

In most countries current administrative customs and practices govern
the introduction of new health workers and legislative changes are made
some time later. This has been the case in the United States, where legis-
lation lagged considerably behind the introduction of physician assistants;
as late as 1975 only about 80% of the states had made changes in the
relevant laws. Some states simply amended their medical practice act
to indicate that the delegation of functions by a physician to a physician
assistant or nurse practitioner no longer violates the act. By avoiding rigid
task definitions in a rapidly evolving pattern of practice, this approach
provides physicians with great flexibility in responding to new needs.
Several states have passed laws that give authority to physician assistants
to practise medicine under the supervision and control of physicians.
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This means that not only is the physician assistant responsible for his acts
but the physician is also, a concept that is accepted in many countries where
physicians have long been responsible for the care provided by the various
health workers who work with or for them.

While it is important to ensure that the public has legal protection against
malpractice, such a justifiable concern should not be used as an excuse to
protect the vested interests of the professions. If medical assistants accept
the delegation of functions from physicians and work under their super-
vision and control, there should be no problem in providing them and the
public with proper legal protection enabling them to perform their work
satisfactorily.?

Private practice

In some countries there is a risk that medical assistants will engage in
unauthorized private practice. This can occur in the absence of any
nearby physician and in response to local demands for home care or for
care provided outside working hours. Given the low salaries often paid
to medical assistants in developing countries, it is understandable that the
temptation to charge for such services can arise.

Although close supervision and strong punitive measures against
occasional instances of accepting a fee for minor services seem ill-advised,
private practice should not be encouraged lest the door be opened to abuse.
In Iran, for example, as in a number of other countries, medical assistants
are limited to the public sector and are not allowed to engage in private
practice; ample experience with physicians has demonstrated that, if some
private practice is allowed alongside their public practice, private patients
soon take up most of their time, to the detriment of their regular functions.
Moreover, in the absence of supervision and of constraints built into the
job, the medical assistant may find himself tempted to perform services
beyond his level of competence, thus endangering the patients’ health as
well as the reputation of the health services and his profession. To
minimize the risk of their engaging in private practice, legislation should
specify the limits within which medical assistants can practise and the
limits should be made known to all concerned.

Supervision

The less training a health worker receives, the more supervision he
requires. Even though medical assistants may have up to three years of

1 SADLER, A., J. ET AL. The physician’s assistant : today and tomorrow. New Haven, Yale University
Press, 1972, p. 131, Although this book deals with the situation in the United States, it provides information
and highlights problems likely to be relevant in other parts of the world,
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training, they should, because of the important responsibilities and wide
variety of skills expected of them, receive substantial supervision. Accord-
ingly, before introducing medical assistants, planners need to consider the
potential effect of such supervision on the physician’s work. With some
notable exceptions physicians have traditionally tended to be ill-prepared
to provide supervision; they give it low priority, and they are so busy as to
have little time available for it. To keep the medical assistant programme
from foundering for lack of adequate supervision, planners need to ensure
that medical educators and administrators take the necessary action to
minimize this hazard.

Implementation by pilot or national programmes

The decision whether to implement a medical assistant programme
nationally or first in one or several regions, extending it gradually thereafter,
is not always an easy one. The pilot programme approach offers the ad-
vantage that the eventual programme design should benefit from the early
phase and significant health profession resistance should be less likely.
If the survey and administrative capabilities of the country are adequate,
it may even be advantageous to test several alternative approaches simul-
taneously, as Algeria did. Three different ways of training and using
adjoints médicaux de santé publique were tried out in as many regions, and
although this delayed the implementation of the national programme the
delay was more than compensated for by the greater acceptance of the
programme and a closer matching of training to needs.

The pilot programme approach is not always advantageous. When
political and other factors at the national level favour prompt implementation
of a nationwide programme, the opportunity should be fully used. Even
when they do not, a pilot programme can easily become so costly or
artificial as to make a national programme seem unfeasible, this in turn
leading to opposition and further delay and perhaps even jeopardizing the
adoption of a national policy.

Responsibility for pfogramme development

Once the decision is made to use medical assistants, the primary responsi-
bility for implementation of the programme should be assigned to a single
body or individual such as the health manpower unit described in Chapter 2,
or if this does not exist a high official or unit within the health ministry, or
perhaps a training institution. Responsibility can, of course, be delegated
for specific activities, but without a proper centre it will be diluted and
the authority will be weak, so endangering the implementation of the
programme. :



