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‘ 1. [ZL®IZ

1. [ZCHIZ

ZDTHIZHILLR—NTHEN 9 % House model (&
RBEBAMBREVATLELTESZ=BADEEN
BRERYNHINELAEKMBKTHD, NCGM HRE
B HBOEELNCNETIZEb oIz, hVRTS 7,
FIAZRAY, aVvdRFHENE (UTaVIR) &
WolzW\hid TMERER] ITBT2ERREE
B HORBMASEENT, ChDOEIE, 10 - 20
FLFORNEREBOER. REPEREZTTIELEL
BEOAVITRERRFIEZDEDHNAHIEL TS,
OOBFAIENFT RN EIKILTEA THDIZEILHEN
AHLTWEA, EBAITHIF <A, EERIZETH
DAERETHIENIRMBDN, ZTOH BrE I
EoOWTTNIEOLDA, EWVo=ERENSHFELE,
BR2AMENSHAREEYICAT TX, #HELOEET
S2ORFT—INFOEPHIFICAENAHR, EEIHEE
FETHKEAERBINDIIEANLL, ZHANBID
BES. FFICHEBAEFIOSEELGET ((REZE) ©M -
ERER. BRERCRKER - 2EMEV>=Hbr
BLRNIIZEWTRENDHL2HRBAMDARRIZEYSZ
FANBIDF v/ TAMETRETIENT, ZFlTAN
BOHFRGEEEBA-SENEMELTRATIL,
TAMMNEE ] LHENRN. HHEEERL. &E5%
¥HET D, RF—FHENTONDEEN>TH, EL
[CLTEREERBAMRAROGIAD—EBDIZESL,
10 EBEAOBEF TTEEEMIRIT NIENF VDI
HEvhhnd, BREOHENEERERETIEAL
TEAREMEIINZENIEEEL, ERAMBIR
RERBHNS. BREBDHIEDEHERLDOD/NT
VRAIKEBELWLIENEETHAS, TDEHIZEBE
MizeAzBEL. BERENLBETETELS06DF
B, EEBZECANSETINEEDTHD,

AT ZHILLR—TIE House Model 2 E{RRY 7%
TEAGIEEBICHRER L=, BIAIXREEANMBE RS EIC
T BT EAANAE, 5-10 EQBELTELDH DL
FRBALTUKERBAMARFNENDEBDORL . &
BAMICEDLIERESIT~DIEA. REAMH
BADER. 0ETHD, EEBNHICEDLS,. HBHL
[FEEALDHBAT=ELFICES>THFIATELLDEGN
F==NTH D,
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2. RBEAMBEARECATLORA

2. REAMAEARES AT LOHRR

REAMIALDREREEE ST DLEBRELE HIDAFAVBTNIE, BT 2RBERBICHT T
EEBICEADIALEERSN, EFIHBFEZTEE TEOREURAT LIEEEE T, WHO fREVRT A
PR (5 - o - 8 - BEBE - RKRRE - RHEKR - TIL—LT—YTRSN 6 D2OTOVIDOUEDELT,
HEPRURMAL) Oz, EHBORBARZTTA7 REAMERES X T LERIEDXARD A TEEL K
LEEND, REY—EXZHE - EHEEL. 2 2ERELLTNS,

THE WHO HEALTH SYSTEM FRAMEWORK

SYSTEM BUILDING BLOCKS OVERALL GOALS / OUTCOMES

SERVICE DELIVERY l

HEALTH WORKFORCE l ACCESS IMPROVED HEALTH (LEVEL AND EQUITY) '
COVERAGE

INFORMATION l RESPONSIVENESS '

MEDICAL PRODUCTS, VACCINES & TECHNOLOGIES l SOCIAL AND FINANCIAL RISK PROTECTION '

QUALITY

FINANCING l SAFETY IMPROVED EFFICIENCY '

LEADERSHIP / GOVERNANCE l

1  WHO six building blocks
H{E#8 : WHO (2007)Everybody 's Business — Strengthening health systems to improve health outcomes. www.who.int/entity/healthsystems/strategy/everybodys_
business.pdf
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AMBERENSE, OANIZEANCEBORENEZS
HEMENDT=F v RO TAEINT AT RI /N —HA
UNZBEAIODAFELNBEIENSL, ERIZCNETD
ERH HDBRRER CHIERBAMEENRT 55
ROBEA)F21TLFAR. RS TEKRBEIAZYTA~
DHEERE. FEY—EXEBHEE=L2—T 5E=5HD
A—N—ET3ar, ERPER. REROEEHEE
FARICMITEXZE. BENTHhNTER, LALLKS
RGBS RER B EPCEZ N X2 LEE-TEH
EELEAMOBBIELGL, RIS TERER Y
TR ERFENEN=OFHENINAD—IRELRYRE
B Y —ERDRBEOZDHED R LIZDEAS
BN, EWNSCEEFELRIZLTEIOTWNV=CETH S,
BARCHEBLETTIEGRL, YATLELTAMBERE

2. REAMRARLSATLOBER

AN SERONSTURER RN BB HESE
BT A2RLIZIEENTIINFENEAEEZDND Y,

RESAT LD T AT LELTHEBEAMERE
EDIINEZ DM DNVTIHLKDOADTIL—LT—H
ANEEL TS, WHO X, REBAM S X T LDER
BRERBRINSRERT—OLLTESZ, M2 &
SIZRBFLIz, TR0 HEBEUEHBEZT-+270%
DAMD, BEICEEIN, BEZRBICHISTED
TRREBEHEEBGEIT Y —EXRERUTEHIENR
BAMU AT LOERELTNDETHY, TNEER
THEHIT. ROENEZEREEDLIITAFEIZ, #hXK
HISSERT BMEVNSTENRYMBL NEEER B,

Stages of health workforce development

Enabling effective regulation of the

educational system and the job
market towards an equitable
distribution of health workers

Achieving an appropriate mix
of health workers responsible
to population needs

ENTRY

Preparing the workforce
+ Planning
+ Education

. WORKFORCE
* Recruitment . T
Enrt;ancmg worker Availability
performance
* Supervision Compete_nce
+ Compensation Responsiveness
EXIT » Systems supports Productivity

Managing attrition
+ Migration

+ Career choice
+ Health and safety
* Retirement

2 Stages of health workforce development

+ Lifelong learning

Developing national workforce
plans and strategies

WORKFORCE éERFORMANCE

v

: Improving the management of
.......................... the hea“h Workforce and the
environment in which it works

World Health Organization, 2006

H#2 © WHO (2006). The World Health Report 2006 - Working together for health. http://www.who.int/whr/2006/en/index.html
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2. RBEAMBEARECATLORA

_oREHRELT, GHWA, WHO. Capacity Pro-
ject(USAID) (& HRH Action framework Z32EL TLY
5, THUF AMDORROLRE. eI ETY Y —,
EEPEFR=—30, BRELEVHREAMICE
THFETHONICL, BERREZELHEBOYR—
Cy—ENAMBAROEE-T, BTELA
BERRBEAMENST—ILEZER T DIy —ILEL
THWEFENEIL—LAT—9ESN TS, B3 D
£3126 DONE (AMEBLATLN)—F—vT,
N—hF—wT BB #HEBE. BK) &4 D0T7x—
X (TRIRDH7. SHEL =M. T=2—L5HM) Moo
TWT, WHO A KGR ETIEIELNILTOE
RAMEAREIRAERIZFI SN TS,

<[ TUATIONAL ANALYg)c

LOLIRSTREBEABREBELLOIZEE AR
%&. HRH Action Framework (R @& EEFZREBEOM
Y—ILELTRWSICII MR THY, REEDOHEEY
EHBDOF T, MEBELOBERIEBORFAEORRE
L ETIE, Action DEMBELDIEEAMICEETZIR
REEBRENLAL, FEZHELMNCTIIEBHED
R#ETHHEWSHNERTH=, MDD IL—LA
J—0%HEIC, REBEEFRE BN FIATE L%,
BRI THOMNRT VY —ILELT, EESDORIGD
REREBEZ TERELEDA House Model TH B,

ONINNY S

Cunlity

BETTER HEALTH QUTCOMES

3 Human Resource for Health Action framework (2009)

http://www.who.int/workforcealliance/knowledge/resources/haf/en/index.html
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‘ 3. House Model &l&

3. House Model &(&

House Model &I REEAMBEARS AT LEBZIEH
[ZEBZBHDY—IL, DITOREHTHD, REE
AMBEARGEECQITENIZESZD=HIZ 1T DERE
15, 2RELT TR OFELS>TWSEH, FIF
BENELHAPT LS, House Model L=y o R—L%E

Dl 1=,
HR systems responding
to health needs
Production Deployment Retention
/nsti.tution Recruitment HR management
Teaching staff “ Public Career path
Students Private Continuous
Quality and quantity Education
© Fy %Finance
I o
o= @Legal framework
S 2 — :
S (@Health policy, HRH policy and plan @
Monitorin _ Coordination
g (DAvailable human resources

4 House Model

H{# @ Fujita N, Zwi AB, Nagai M, Akashi H (2011) A Comprehensive Framework for Human Resources for Health System Development in Fragile and Post-Conflict
States. PLoS Med 8(12): e1001146. doi:10.1371/journal.pmed.1001146
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3. House Model &l

8

BT, TNENOBERERICOVTHRH Y 2.

D FEEAH DI (Available human resources)

EL AR TORBAMCET2EEIL. BCA
HAEXEWBRTRERE, REVATLEZERT M
BOER., BECKYSEFSETTHD, DHTOH
RRIFTRIBENSIREDN, REAMBERD
BALREBRT. EOISIBHBEZTZAMMNE
STRIA, EOLITIREBTHLTLDIDN, &
WOSEKRBHROBENMSIRED, FIZ, HEE
ERDHE. ERICE> TSR O A,
EOREODHBLRBET —EXNRHIN TS
DO ENST-REEFIRICEET 21EWmIE M FRYIC
LA =sH, EEIZEOHELRYR
BETEENICRBERERAEELITOIEN.
B CRR/N—N—DOAHERET D1HIZE
ETHb,

@ REEECK - RIEAMBUIEK - REAMBARE

B (Health policy, HRH policy and plan)

EORE AT LORBEHCHRIEEZEDD
20, HIBLGERE NI —DOEDEHY, &
FLZLDELEFRBAMBEEDE RBKRCE
RRBAMEEEREL TS,

ER LB 24 A (Legal and regulatory

framework)

REAMICEET 2EH0GRMEHREIE 1) &R
BAMEEEL. TOHEBHE - BHEHF - &
BEETAEHETIERENGTET DL,
ZLT.2) TOEMEEFE (HBHBEDIRA.
REEMBOE&RART ) LLTERT H4HEHR
NEFEETDHLEND, REBEERTAHEIERD
BELZFH5—FT. EmEERIZSLTIEEH
Y5357z, COLIBEIRIBHIREIICL>TRHR
BAMDELEERTIVNENDHD, BARDGE
(&, EEMECREEMBEREEMECE DN
THREEMBELTORFFELNEEEL TS,
BARDEIIZ, BANEFIREAEIEVEE TS

HEEE B ODEMNHS—AT, FO07zyiariLe
LTI EEEDEMBAVVILINEEEE E
LIDHEZEETBEHD, Z<DELET
(EREAMOBOIERMEIELREBIZE>THY,
AMDBLEBDIEHERNBCEETELREIZE
NTENB T, FERNLGHEHIREAZLDAMD
BOHRFIENONNETHD,

@ BAEr (Finance)

REAMCETIHBOEL2EDTEFEEA
Mzt T 25 0HFY (RC2EA @K
ARy TUNZEHBEHECITHRBSEERLE
L) BEDODANEENHITOIND, LHL., HEE
BOFBRRECIIDILERE, RREREERRE
HOHERBEDEEESRLRELEEHTEZDIW
BEhHb,

® HFEEODOHEESH (MOH capability)

HRIBE (D) 2BEAT. RO HELERD
DHQHDDFETTHD, ZHIZlEFREFFDEE
EAT (FTEA. MB4E. ABEA. L)
MNEH DA, R TEREEAMD Producer, User,
Manager, Coordinator ThdFEEMN. ZDHh
DR EEIEES, AMRARGEEEELTL
f=oI2lE, BRHNPCEERAEKEDR SEEHT
REBEDBENNHFTELRDIGENZLN,

® #&ER (Production)
CCTIRHEREHFTETROAMEREA
MELTETHIEHOIIRBLRERBBTEST, ¥
BHRECHE FEOHPLE, HBEARABRN)F2
SLIRENTIIZEENS,

@ ®E& (Deployment)
FREFELZERBAMA, D - FARLRE2
BHERCHEHER. L TITEHEELREICERE
ENBTEEST, HEFRORVEME (EM
HRIEMMAE ) I2RBFEEHEBIZEY=NE A
F& EEETTIEGGEETHHBE T, EEO

TFHOZHIL - LiR—b vol.04 REAMBERESATLADTETILEEFER FEIZBIT5EH



~NEHICEEESh, REERT —ERERMHT
SRBAMDHERNEBELLT DTS,

E7% (Retention)

BLB SN REAMARREGL TEKCEEST,
WRE. HEAORBAMICETEIREREBOD
EDIEANEMBERER~DEREBEEE CTHY. &
BLEEZDRFELTIHBEOCATHFYS, F
THBFUBREDEFIELE., MR RELRE
DHHERENE, EELREETREHRE. K
BB BICEDHEEDHERE. F )T /RRRXPFAE,
BENEZLN, AT ELATSONTINS,
ER ( A EI2—05 T4 RX—k NGO ~ ) -
E4 (EEBET7IVANSET TVHPLRKEA)
DI HDFEBEORETNEEEL,

Q@ RE-—XHLE-RBAMSRAT LA

(Human resource systems responding health

needs)

REFEIHDOEIELBIZEILLT D, B
NEEREEVERTIEOICIETREOEL
BAEICISCERBAM AT LAEBELTIKT
CEEBEZDDENDD, FRAMBIZERLEN. 7
THZRBUOH AR 7 CIEEEIRTL THIBIC
SHLUTHEMICEREHTEVRATLAEEY, 2
NHOMEDBIECMORRBICHISARIRETHDI &
NRENfz, BFREOERENRELATZIE
RNRBEEEH>TWKEEEHY, RETOLEFE
BTGB EFHELBECTHICEAbLIH G Y—
EXREOHITHISLIZRBEAM DI R T LEE
BT 2ENHTKETHAD,

BETEOEEE=4— (Monitoring)
BROWMEREZ TUREINEBAMBER
O AMBIFEETE (Health Workforce Plan) #52
BT DERIE. REAMIZEET 2IEREEHHIC
BEL, TOHEBEDRTIENDRELRD,
cnd TBERETBIOERE=42—] THDH. #
ROBRBISL T, BURETBEIDENE - #B O

WEBYRTETRBEBAMBRS AT LENS
[REFERLRERBDELTEEIN T,
COEBOIZHRBAMBRS AT LEELRIEE
IREDEBED—DEE->TULND,

@ PFREDOFE (Coordination)

EFXRFEULICZLOFELEFRE/N—IF—
[CHELIPEB/RVBFRBEREGZEICE ST,
N—bF—DHFAERAESTDHLEFERICERR
tETHD, BEAMCETIERELLTCE
BRHERX NGO A EDMIZH N TIEWLF AL DI,
ERNOBRETHDI, REAZPDIZENE
BROERET (HBL. MB4E. ABEA.
SEERE ). HEMELNHY, CotizH, B
BERA, FERAREERNBERELOFBRELS
PRENNRELLD,

House Model [ “REEAMBERL AT LEND
[R] EBTE A A—CTHD, REERTDE
BR, HDINNIEAKRODEIHANEL, HBWNE
RIFTTWBERIFREREBDICIE BB, £
BHAARDDEAYEEELEWNE, DPLOENT
BNTLED, HICROTELELDED(D—O)
FEARWICITBAT. FICREEOEDLLEDT
HY., COLTEDLIZER - BE - EEEL S
AMIBRORTYINE (0—®) LLTES,
LomYLizx &, TEEENENNDENEED
=, BRI —ILELTRE-_—XIZIELT=
AT RTLEWNSER (Q) NTEHND, FE
DEDIZIETNDEDT R TOEREZFHEL, RO
EHEAEEZA—LTUKENIHEE (0. @)
MNLoOMYLI=REZ TH=DIZETHD, T
LIRDOFEREG (F7HZRAY) THRTRTHHN.
ARIZLTHERAPKENERTHES (=E2E
B (Production) O&FNIO—X7vTEINT,
ZFNIZDENDAMDEBERLERERE., BNb
NHLETHS,

TOZAIL - LIR—b vol.04 BBAMBEAREVAT LA ETIVERFE R EEIZHSITEER
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3. House Model &l

House model (& _t &2 HRH Action Framework
(K 3) LRKIZBENENHIL—LT—IT
HY, EBOEZRE S5 {ATWLS, HRH Action
Framework [ZH,~T House Model 2488972 &=
(=
- SRENEREBAMBEREEIATLOERK
Mg 11 OBERERRLEZIE
BEROBEEPLDOENIIEEZETHINE
NETHIHINEFRFALI=ZE
EHREADEIICHBELRDITERETNIZ]
WEREMAIE
(R EVSREHRETILEREL., EML
REAMBEARCATLOMZEERENICE
HMYOICREFELTLNDIE
THb,

LI, House Model ® BE{AMERABIELT, &R
BAMBERSET EAANEE, FRAMERS
EOEBOL K. REAMCEHLIBERESHITAD
IS, FHE~DER. &8N 95,

10 79Z7L - LiR—hk vol.0d REAMEAFEI AT LATETIVERFER LEICETHER



(B¥T, 2)

HEETHRBAMCETIRENDERE (ZLAE
BEFECH)F2T L, HINFIERIFERLE) I
BLDHEICRBAMBEARGEL2AETHITFTMIT D
Z&lF. TOREBIMMUORBELERTEDLSIRER
HEZH->TWDION, COBRBICRVEDIE~ADE
LEEERTIRKRCEEBIBRELTEETH S,
House Model Z FHLNV=REBAMBERFEDSTIEHT
TRAVN (URTFLDORFTyTavh, Bl6, H5E
RIZBF BV AT LOLEKGEHETS) OFEM
B, FoyIIRANERBNT D, DOYDPTWAR, B
EREMTIRER, HAIVEBEARODECAF LD
BVNERITTNDD, EEHARDDEHNYHNL-MY
LTWBOERANBIEIC, COFEDFATES,
(BR]) BREBAMBRERESATLOSEHRIBRDHT
11D
(FERIBLE 21— F—AV T UM UAREL—,
DI IL—LT—%ELT House Model UMV =,
(REFIELEEA]

TERAVRDIEZODOF oy IIRANIRAFERTIZ
T~ L77=A. ZHhidk A guide to rapid assessment of
human resources for health (WHO 2004)” &2z,
House Model ITEDWTCIEB#EEBLAHBLIZLDT
%5, House Model DERILICHFESNTLND .
BHRIEAEHH= LY, BERLANILHLIRBLNILET
BREOHEALA BRIDOPICITEEEHERT DD,
AVREA—HFORBEHRTDED, NEENT
W3, COFTYIIANMIAVAE2—DEDERET
T, HEE2AEREITOITHRERBFROFY
JIEBDUANCH B,

FIEEL T, ETRBERXEPLHREEGCEAFH
BELEANLEERNEAFLAREERL. /62—
HFZHERT D, FIyIIAMDIRTOIEBIZEX
BB NENGEN =D, 1VEAEI—BFICKYAFT
EORBMERY, BETIENBETHD, =&
ZERBERRORBAMBEEELMELNDIAD
T, HERBEERE. BRAAIN—BEF—aY
T —RNIDEREZ LTS, BEERESHIZA
FTENEHERL. BEREEOBHREEHTI, #

TYUZAL - LiR—k vol.04 REAMEARES AT LD ETILERZER LEIZETSER

4. House Model MF,

‘ 4. House Model a;& a5l

1 151

1) RBEBAMBERSET7EAAVNFT VIR

EIZEEENGFENEHIOT, BHIZIELTED
Fryr/EENEBENMELIBLIZ DI RHDIEHRINE
LTULKA, mEBICTRTHOIEBEENN—TESLE
BESAL, Boni=FEEr et g TE>NDIER
TlEHdh., ©E%E B ELESZ T House Model &
DERENREEL, EOBERIZRIENARELZDOM, LV
FERENRBIEELT, XFyToavkéd s, flél
TRIRER 2122009 FIZHhV RS T TERELE-F#E
BEDPFHORBAMBARGNERAERSEERNTL
1=, EHEYEFD House Model (X2 BBIDEDTHY.
KTVZANLUR—PAERFOEDEZDERER®
HILELRS,

11



4. House Model M3 Fa

2) PIHZARZADX

TIHZAZUTIE, 20 FLL EHOEHNEDE.
EE4ENXIEEET, 2001 FREIYEBEHRIC
AITERYE AN ES, 2002 EFOLEREE
RFEBE THLMNIEST=DIE, BRAMOMBH
TRE HEEHRNBIM—INBWVERERBAMELT
DHEEDE THo1=, FITHRAWNRFEERETCOS
& (2000 £ MMR1900 (H 4 100,000 H7=Y)) &
THEEBRAZYIHICHEAMORZE (A0 50,000
ANHIZYBNERT 1 &) MEEREBELLY, 2003 F£Hn
SIRBEERT—DRNEZETST T, BEMBBIZEES
DF¥2TLDOEM. BEHE., BIEMBEDOHRIC
RUEATE, LOLRBESLUR—BERELNHEF
EIHZERL-RBLE. HHiHIOFRELEE
INBLEINDIANZTHORE L Z—~NETRBL=AS
9. TOMRER. FEEOBBEE 50% LT THoT=,
CORENCEEBOBRBOEEEEREL. ~EHh
HEDFED)IIL—IREZEE, FEBZEOHFMT
DFBEDZNFIEEZZEAL, 2008 FIZIEBERS
NI-BHEERIEL 3 IS X. FEES 74%EEmL
= BEMBBITOHOEAMO<EMRLS 21T TIER
. BRINEAMO<SEE>S ho<EBF> ~NEDIR
FTEEMIZAMERERS (House Model DE B
FREEED 3 DDFEDRITE) ZET. XENERD
BEDIZELLEHITHS P,

12 7927 - LiR—hk vol.0d REAMEAFEI AT LA ETIVERFER LEICEITHER



‘ 4. House Model d;E 1l

AR 7 CIEREERICERAMESOMHBA
DEFZREVSEHRELGES (1976 —79F) b5,
2ETREEFEOHECETHD LR BAM O DE
MIZERYE AT, 80 ERMNSIEIHBEHRDDHENE]
mEEMBIER (1 5), £EM (4 F) 2FHL.
EDIRIER B Z—~DEEMNEDH SN, 90
FERFEBRAESOTEDEEZ, BREEIZ—)T+—
LIREDRER BB AHD—BELTHEBEAMOHD
WENSHEDOREANDEREITO>TEZ, LHLERRE
TOR—)TF—LICKBRERZHOEM. 80 £/
DHODFRMAERAEDEERBICLY, B~DEx
BESFEATKET. 2000 EHEEICITEBRAMDOE
THHRFICHIEMDOR BORELE>TINV =, BE. B

3) AVKRSTDOAMBERGEDE E

EMHBEI—REEOTRELTHOEMERA TN
50D, 2005 FIZIEA LRI T RIZEE N THEE
BT EDERNEBELTETFSN, MDG EKIC
BT EERETCHBENAMEREEBELERE<FRE=—
> <HESHE> oY, BIEROBR RIS
DNTIE, BEMMBEI—RADEINIC LD R EE
M<ERS 21T TIERL, BRRBBERNR 2 EERES
NTWof=, FNIE, ~"EHHEBOFEEDIIL—R
Pd  FRBRAESHEBEYI— ORI E
<HEE>. NHEHEHRE (AFEHIE) £,
NOLTIRBEILBERMDRAN S EHEEL <A
B>. BBINLHAPEMOEMPRLERES
EHETERBLEEF>. 2009 FI2FLETART

HR systems responding
to health needs

<Production>
Accelerated
production

<Deployment>

<Retention>

Working condition
In-service trainjing
Supportive

Finance

o
-%
3
3
S

supervision
l \t"iDelivgry incentive,

salary scale

MOH

Legal framework

capabili

policy and plan

Coordination

Monitoring

Available human resources

High Level Midwifery

Taskforce
5 BEEEMEE:EDOEE N AL House Model (HVARTT)
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DEREtEV2—CREI ADBEMEZEEL 24 KR
H—ERERHIGLEZSF—>, RV 2—%
WE. BMMEFEERL<EER>. BHFFE TR
RV A—I2hthRES (HETAHEY 10-15K
L) OEMTZEFR. B EEREINMEKEDAE
HEN DB ERM 5D AEMIZ DA >1=< BT
SLEE>., X2uEBhERICEHL, House Model
DERTHOEREZEEL. RBon-EREEHRIE-
BRENEHEARLZEEFIN TN (KL), &
NIFRBEORN—F—2vTDEE, BHEE - A

4. House Model ®3E B 15l

HEAEREDEBEBATHELNFT—%EEZIA AT High
Level Midwifery Taskforce Z@LTEIHLI=HDTH
5<RIBEDEDN > <BEFEEDHE>S <E=4—
>(K6), ~"EHRBELZ—TO 24 BREBEY—
EXDEREESIC, NNBEBERELTALLRE - &
BRE - BEXROENGEHESMNLRERESIRIC
BE. FERICIOHENBA~ADOTI/EXIEEML,
FEIRETDREICDEMN>EFT I TS (K
7) 9)0

HR systems responding
to health needs

<Production>
MoH(HRD) MOEYS
Teaching institutes
UNFPA, WHO,
JICA, AusAID, GlZ,

P

<Deployment>
MoH(PD)

Civil Service
Commission

<Retention>
MoH(PD, DPHI,
HSD, NMCHC)

UNFPA, JICA, GIZ
International &

&.}

” local NGOs
<Finance> I\FL

MOH

onitoring>

<Legal framework> MoH(HRD, PD, HSD), MOEYS

<Coordinatio

capabili
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ing, Human Resource for Health, Health information

system, and Health System Governance) MU &D

ELTHRIB DTN TS, IREDAM BRI

LTI&,

- R AMOEEEDR L,

TV AFECREER AR EC-FEB
DHEIL,

- EEEEEDIRHE ( BERIAMESD).

- ANEBRICLLILFEER EE (Civi Adminis-
trative Reform : CAR) ®1—H—TJ40RELD
Ao T4T7EBLEABFERSDSRE.

MRS TS,

F1: 1996 05 2008 FETOREAMDIER

2)  AMEAFEEE

AMBRES (HRD) (&Y 1995 FE(ZHE8HTA
MBEARETENERESN, 5|EHEE Health Strate-
gic Plan 2003-2007 (HSP 1) IZ& DU\ T Health
Workforce Development Plan (2006-2015) A\ &
ESNz, FERMICIREDHSP 2L B AMEEDE
DERDTWND, HUARTT7IE 1997 & KUY National
Health Coverage Plan [2£&DWNTHEER E g sHEIAY
#EHHN, N - RETEX (OD) LT (L
T7IIVRERR. NLRAEUE—) (2RITBAMERE
BEE (&KX - &) BROHSNTWNS (LT7IIL
55 e D & % (& CPA (Comprehensive Package of
Activities). ~NILAtEUA—DEXE (MPAMinimum
Package of Activities) &E&kIEN 3), EILHER -
EiI o 2—IZEAMBEBEEENGZOL, BKRD
A2y T8 L CPA - MPA 2%+ E(ZHRD (& B
¥ Workforce plan #4ERLTL\D, REAFE
R 1 DEIITEZTIEWNDA, HlAIEL 2007 &
D CPA/MPA BEE (BEBNENT) ODAMEHE
HDHENEMARHIEBTHY., F 2 DLIIZEHIL
fRIEZEFRC CPA & MPA HBER D AR EAELLE R B,
RINEELHTIZIE 498 A, RAEELH T
[ZIE 712 ARRTHD, —H CHEHBMREDLREL
2004 FIZIZER 963 DAL RV EZ—D55 229
DB ERM AN T oT=,

1996 1998 2000 2004 2006 2007 2008
MD 1,247 1,711 1,878 2,177 2,120 2,162
MA 1,282 1,267
SNS 3,979 4,384 4,268 4,521 4,758 5,186
PNS 4,430 3,993 3,892 3,563 3,327 3,464 3,534
SMW 1,706 1,830 1,771 1,813 1,822 1,844
PMW 1,515 1,482 1,257 1,113 1,113 1,339 1,478

( National Health statistics 2006, 2007, 2008, & ¥}29% % )
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BE 2 BEAMBERRTAIZETIHAEREE (HVRST)

R2 1 TIURY - WTORBAM

MA MD PMW PNS SMW SNS PMW:SMW - PNS+SNS
(BOEERT ) | (E3&EM)
Phnom Penh
o 123 105 32 105 99 168 131 273
Municipality
Province 1282 2120 1113 3327 1822 4758 2935 8085
&5t 1405 2225 1145 3432 1921 4926 3066 8358
MPA+CPA 1952 960 1920 2604 4656 3564 6576
AW ER/NEEE
MPA+CPA 2353 1920 1920 2858 5683 4778 7603
AWM RE%E

MPA+CPA A# R/ - BR REHEIX MPA, CPA DFERHA OB CLICRRBEIN D AMBEELDLCEH,
MD(Medical doctor), MA(Medical assistant)

2. FIoRVEMDAMEE

Distirbution of health staff

SNS
SMW
PNS
EPhnom Penh
M Province

PMW

MD

MA

(=3
B

10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
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38

AMBARETBIOEREIZH YIRS AMERED
(HRD) (& TBhEEERZDIEM . [REMHE LR
DANILAEZUB—~DARZYTDFRRE | =fBELT
FELTHY, AEMERICBRBROEBEHEA
FHEDIIL—NCBEMBEEZESHTLNT 2008
FIZIZFERNDOBERMATENILAEYZ—IE 79 TR
DPLTWD, hoARST7DGEERLENEEF/ENGA
BEOFBOANEETHY. MIEEWNEHD
MNEEE®D 20 — 30% AN 50 mETHY, 5% 5 —
10 ECEELE N A S, IRED Workforce plan (&2
DEREERFEZEYVAICE>TOAEL, BEH
FIIBEMBBENSESFTIZEEL TN DAL
HE—ELGho=h, SEEDERNDBERS
EKEIE PMW #5200 4. SMW #5600 &, LA
LEFRBEZZLSIKEBEMBOEMNILEEH
Thd, ERSEOBERMEIE 2000 FE&ERT
FEAEBATLNVEL, FEEREEODANILA L 2—
BIEETEICIFTEEZENT. BYOGEWNHCICEEA
NEHHELTWDIGEEEELEOND, COLIIZAE
BOEL OB E#EHRD DL >R EHED LR, &t
BREBERIBCLIEHRE (BEFEH) BE
EOEEDLELEEHNGRAELNGRY, F=
L&D Military School & Military hospital 23
Y, FETTAXR—NERZERAEIML TS,
CNBDRAAYTHERBEITIBIEL TR =5,
AMBERETEIXREBE AN EII—DH LT RE
o TWNB,

REFE - REEB (Health financing)

BEFEEIAHE (REEHRE) &Central
Medical Store(CMS) MEFIFRZELEAICZH THAL.
FREY—ERBHIZEDLIITH - BEROEEEL
(FEAEDR T —HDDDONTFEICKDEDTH D,
WHO country profile (2005) [Z&NIFEEFEIE
BRFED120%THY., RELEKDFEDOHT
NERLZEMN 257 %5 5D, — ANUYDKFEE
FTHIEUS $29 2%, SEAMXZHIE$7.0 0%

<FRYIF out-of-pocket (79%) THD, AHIMEER
TEA—Y—T4—HEAINTHY. ZELTWS
RF—x NGO At BV CTE R E X ERD=HDE
% (Equity Fund) 4> Community Health Insurance
ZEALTWSD, RAF—EICELESTHYRFE—S
NI=EDIEAN,

AEEICEHLT, EXKBIFISHEREF 10%
BEEBZ TSN, I THA 0 RLEEETHYE
EBLIRBRERNVRREOEH AFKEHIERE (Civi
Administration Reform) A\EfTHTHD, FDUE
DELTESEMNS MBPI (Merit Based Performance
Incentive) A¥fESNTLND, THITFERECE
Ttri—, PHD GEDHFRDRIANMI L TERK
CEBICISCEImBIAE NSNS (REEREYS
ATH USS$ 450), #%atkd SOAD—IBELTT D
DOMREFDCEEER TLHRR FETHD,

REATL - REEERY—EX

National Health Coverage Plan [Z&U{REEITE -
LERVATLAIZEE 24 M%E OD EMIENS 76 D
RETERIZHTON TS, BIR20L51ZA0
[CISCE A RBERFSEEENADHD, LTF7TIL
SRRIERE 2 B EEN S LMESH D CPAS, 2, 1
LT Y—EX - i - A - M OEEN
HESN TS, NLAEUA—ERIBRIZEZE MPA
NEHET D, LHLIREE, FIZIEHERRATE
BRkElE CPA3 LRI DH LML, CPAT DRk
DIREDREBEIIANIL AU A—ET HHRN EITA
WAV ZA—KYEBEEHNDGNEEHD, F=
EYDRAANIL A Z—IL Non-MPA NJL At
R—bkIEn, BFEBEMMNEHELTND, b
OEEFEAM (8- 8) TB. TLTHEREEMOD
TMEEEINTWD, FHE T/ ORUIZIETDODE
IEBE. 9DDEILEVZ—RHDH. ChbDfE
A - AMECEEELAL,

TIAR—NRE - ZEMIREE~DE L
ENRHY, TORERIEAFEETENIEIZE ST
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W5, EEOHY—ERREOHCE. HFHLTLD
AMDIEEOCHIEREEALBIETETLGL, 2
HETHLIRBAMITHEIMBENZELLHY, RIFF
[ZTFAR— 2 EAT (EEERBECLELAFTAEMN
RELTEY) TEIHLAEFRELETRS Dual Practice
N—RHTH D,

REAMOEIELE

RELTERBIBERIBEILNFEREAMDIE
FHEHERBERTERBRETHLTWND, TNET
DHBIEIRIT, AOUEYOER - B# - BE
E$ & B R ERMD LLIXBIRIIZIR T,

FERFT—DOXE (BVF—TARIR—U AN
AMBERDPEFORFT—DHFA)

Health Sector Strategic Plan 2003-2007 T
(£ HSSP (Health Sector Support Project)1 & L
T Sector Wide Management(SWiM) A\ ZE 5 & 4.
ADB/WB ($50M).DFID ($10M ) UNFPA ($18M)
MNEiLf=, 20 SWIM RIZELN T, Contracting
EWVSH TV AT LN IIODIZEVNTERS N
(ADB/WB &), NGCONRBEBFEEZEHT. R
THRXREHECRBITEHEEZ L, REEAMHR
BY—EXERMTIHETHo=, NGO LEETT
BREM—EROEEEZFML. ZHhIZE D Per-
formance Incentive AMER X2y TIZIE bt
DO THo=, UNFPA (X, 180D [zxfL T, &
f@EXstE (AoP Annual Operational Plan) ®&k
FREIVR—FINIHLTFEEDIFZ, E47
LT 2007 Em5 GAVI — HSS A% 100D T Perfor-
mance Incentive Z& ¢ Internal Contract ZFIAL
=« BTC A7 2®M 0D ©BTC & o Contracting &=
EHELTND, BHORF—LIZKY, BEIFEE
R WREEL L o= T, 2007 £IZ1% Contracting
DFMAITHONT=, BEMIZE, RF—T&2pY
ANERZRDZLOD, ERFELESTETERREHA T
OD ~NE|FE T DHICKEZTREENGLC (EHMH OD
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~NELETHERETOREIZKDIRERYLRRDOD
EDEEND), BBESMNKRImD OD BEAIIZEL
TWdZE, OD DY R—TU AV @ EL, Perfor-
mance Incentive ICKYUBEE DINAMNEZ, H—E
AIRHENEZTONIIEN EITONTIND, R
BlEEIEZ—T4R8 - X TAVN (SwiM) D#k#EE
REL, SWMIZS T 2B &+. HSSPT D
BRD 4 F{EMS HSSP 20 7 F{KRIZHE ML TN,
MO, XEAF—LERELTEHRATHD, D
=&l T, SOA (Special Operating Agency) M
2009 &£ b AMEREFELINTLS, SOA X,
NGO Tl&7%:< OD A\ contractor 75, FE HARLN
OD 28UV Tl&, Technical Advisor (TA) ZESC
ENHEDBZEELR DTS, HSSP2 TIE7RF—nHY
JPIG(Joint Partnership Arrangement Development
Partners Interface) ELTT—IL 77U RERERL.
SOA ~NDESEEITILIZH Iz, THETD
Contracting Tl&, BEEMNERE OD IZFR Nz
SNEBBDEFEEEBINTHBLGRLIENERR
==, —A.SOA Tl PHD 1% commissioner £L T,
OD NEEEZELLTOFREZFOFETHD, FI=C
NFETOD Contracting TlX, EZFZ—IE NGO [ZfFX
n=f=H. NEEENIZHDI—EDE=R) T
BEZ& NGO I >TE7/=, Performance Based
Incentive [ICHBWNTIEX, H—EXDEDEZZ—NHFF
BTHD, (1o T4TELTOD PHEHRRZYTT
SFSNFEEFTY—EROEOME LIZIEDERAS
BOWEHBETHREINA TS, %, SOAIC
HUWT, ODLARJLTOH TA LIS, OD,PHD LRILT
DEZRIVTONEBEREN BB THY, SOA
[CEVWTHELEDLIIZ, W - RERBUTOLANIL
EEZA—FDH0OH, PREBEOHEEEESITD
H. ELVORIEFSEDBREBEELTEFREDOETERY
TElfontz, T—ILI77URZS M R —IEt
DA—TJARUMNMB@ERIEZEEZFE (Discrete
Fund) LTWL3A, CO7RF—DWNEREFEII VL
LTSI LI TDORYTH S,
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Amount
AfD Euro 7,000,000 2008-2013
AusAID Aus$ 37,150,000 2009-2011
BTC Euro 3,000,000 2009-2013
DFID GBP 35,000,000 2009-2013
UNFPA USS 8,867,000 2009-2010
UNICEF USS$ 4,000,000 2009-2010
WB (IDA Credit) SDR 18,500,000 2009-2013
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JPIG (FT—ILT7UR) LISNDEEBNE A B
FENBFICEDL IR T —DOBEAEBR4DBYTH S,
HMEHBOA)F17LIEY, XROMEHER
M. SESERAF—LDAV U TATIZLBBIE
B EEZIRICRF—HD&EHRLTLND, —HFTHEMY
EXEOEBIELCE=2— - HEEN - A
BB - AMABIEZREECEAHLAIELTVERF—I&
PV, FEBRAEOBRSEIEELT, USAD 0=
BEEDRALZETOND, USAD (5% 5 &M
3DDONGO Iz LZENZENFMEK $OMDOZIEE
MWERL=, (2008 FDLRED B AoP DAVERER BY
MENSDFE(L $56M T, SHERFRED I
$59M THB, OFY. INEREEBIRTFHE
2B NGO M3 DFEHET BT L7 B), USAID 78—k
7—® 3 DD NGO DXZIEIF, SEIFKEVA, =t
SiiEgE, 2ETEERL 109, 430D IZRES
Nd, I, CNLOXMRMTIE, (EFHODEBIR
F—LEELRLIMFBHY, R ML HSSP2 74
ELRBINTWDDITTERL, 0 3 20D NGO
(FEAMTZEATINEG DA, —F, BEREZFEE®
Performance Based incentive [ZfEfo N5 F ETH
H3b, LWL, ZFOELODARIIEFLRELRESIN
TWRW Aoy T4 7 ELTES A N SR EE
4585,

Fi=. 2005 EZANSEIEMBLENBEDE
SBBERY, RBREOAELTREIEHE. AOFE
HKEFXRZEZE<S (National Committee for Population
and Development) A% 8 k& 5 :&= (Council
of Administrative Reform), FTE/XS—hF—% &=
AAMEBSES DS (High level midwifery Task
Force %> Midwifery Forum) MTETWT, #ikd
BEIBIFEIFR R RO LB T (EREHEINT
WBTLIFFRR T NEFIETH D,

Legal Framework CEHIEE)

1) REAMBEITIRE

BADEMECREAMBIERE EME (RE
FE) ICH2EMBREOREIEIESDOLANILT
LHFELRL, —FH T, FiER (R —EXER
DTFIZHD) M 2003 EIZERL=FEMDET
PE (BS) BHEH. RETOEETT7HFAL
TANILAEA—TOFEMOFZBNIFZEHINTS
59, EMPZOEIDEESDOREFRLANHETH
%, EED. BHEEERM. MhOBECRETEHKNEIL
20N, 2000 FELIBEIZRE SNz MPA X5 CPA 4
R4V TIFEHEINIZ Y —EXORBIFEHEINT
WBH, HE(EDETE ) NEDH—ERERHET S
DMEEZEIN TN, LHL Abortion Law %8&
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H—EXERDERCHEZERGE, HDENXE
[THENTIEF, BRECLORENHD, (FIAF. F
HBIZRE T DAEMNTEDDIE Secondary Midwife A
EERIZPRD. BIEEERIE T TA N—N2 R CILERIE
BEZETIRMHTTOINDRITIRM TERL, FERL
HINTWD,) EROIEISELRRAKXXEDHIC
WA ICEBRNBNREHINTVDET T, e
SINEBEOREITR Y600, £, &M
BEOCHRELIELIEMEEBECONT, RELRER
#& (Secretary of State) DR THRBIEIEIET.
Medical Council 4> Nursing or Midwifery Council,
HEINIREEEHRD L0 RETH=, BADS
EREBERCEIIEREIEEFBHEICKYERE
SN, BiE - t2FEELTEZEREDLLIZTILIDOHEDT
HEMN, hVARSTIEREZEZZEICHE - RAED
REFRTHYEESFHD JCA HEffith Lo ok
NCNEXZEL TS,

REAMBERXCEATIHRE

2007 F 3 AR EEE (ERE - OAT (45
L) EEREBAIIZEE 9 538 Bl AY SubDecree21 (&
. BEETKRKEOERIZLSD, VA—IILFET
Anukret) ELTHIEESNT=, F4L - I—RE, ZF
HOAZEER, FRAAGIELZREIINDIL,
ERBABRETOIEBENRESIN TS, Council
Minister MJtl= Accreditation Committee of Cam-—
bodia (ACC) MFRIISh, BHBEDHEHRT 54
ELLTHEMT DAL EROBAFIELFHIBSN
= BERBRESEBTHRKRELTACC MhoRATE
NTWSDIE
- University of Health Science (UHS) : & & T~

O¥hITE AN (Autonomous Body)
- Technical School of Medical Care (TSMC) : E iz
- Regional Training Center (RTC): AvR>F v L.

INYBRUIND . AVRYS, ANV D4D D EHiL
- MBIZFANIRE 2 1 (International University. Life

University)
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REBETIERZEEE - HEEENIT AT
OA—RIZELTELNTHY, ERIER (#HE
DRIBECHEM,. BELFEHOLERKR, HEDE
B, PEOAFER. FERBOEE) SEHS
NTW3, NI (TSMC, RTC) IFTHHEHAEIZHE
W 328 HRD DIFEDEEH B EEEL TSN,
I ROHBE DR RIEFEHNEREIN TS
(TT. RE2%E HRD NEN LU LDBEHREF DL EH
LWEDZETHHT=,

3) EWMIBEAR - RIFEHHIE

2003 ML BETORECEFHBEITOFA
IRENS AL, BEOEEZHRT H=H. 2004
(2 Council Minister D£&IZFE B EERIN A
FaTLDEELLEHEBAZRBRFENEDHLN
7= (SubDecree21 EL TEMIZE LS =D
2007 &), BEEF 2K (University of Health
Science) MEMHEFEEFAI KFT 2008 F£h
HHBAZRABAEAIN, 2012 FIZTXEEE
FEIHBAEEABRMNTEINTHY, EE LDOE
RABRIC Y2 ERABRO RSN ENERFS
n3d, BEMESHCIELEBABROSEITA
{ AFIFRBEADEEZEXRTNAOLT D
BETITRFEY, FERABRILHEERIEGELE
TW3, L LEERABRLLEMBLHIOEERNH
BT IREEEEAHONTINDS, T - B8k
EIEA,

Production( & )

1) HERE

REAMEBOERR - I— XA, AFEZE
EDHEAIBRODBYTHS, BEMEHRE
FIRAEL DDORNILK (& HBD Technical School
of Medical Care: TSMC, 4 D @ Regional Training
Center: RTC), 2 DDFAMKRTEBEIN TS, 5
DORNIRIEAN—FEMOLDFEEEZITAN
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TW3, BZF1% 3E#H B D Associated Degree
of Nurse ( LA Bif ® Secondary Nurse : ADN), As-
sociated Degree of Midwife ( LL Bi] @ Secondary
Midwife: ADM, Direct entry) dhl=, 4FIZfEHD
NILZAEU R —TOEH % E L= Primary Nurse
(PNS) |, Primary Midwife (PMW) (BZ%& 1 &0
HE) BH#H 4 DONIKRTERFPTHD, Fi=
TSMC Tl& 4 £ ? Bachelor of Nursing @a3— XA\
WRE-S, FEINETOMEMBEOELEBER
T. PEMEZECT-ODOBRFREELTIHES
7= ANS3 =+ BhEERm#E 1 & (Diploma of Nurse
Midwife (DNM), B3+ 13—X) kAN,
HRD 2k NIEZDA—ZADAEBE DL S HEET (BE
1E#H B0\ Bachelor ~) EDZETH o=, IRED
B R ERUTFRODBYTH D,

FREE

4DORTCIEFBAFFE (AEE - EERE) &
HSSP2 D7 —IL D7 RN FE (HBEWE -

L% - EEREAOEZSA—EFRLRLE) IZLYUE
EHINTWT, BERCHBEMEN T —H 50K
HFEMSTHINTWNS, FEGTER, TSMC
(X Autonomous ERYBEIZBFFE (AKEERK
5) EFBPRA (—AFE[E800RIL) ITLUER
SNTWT, RECEMIBADEEBEEH AT
BERINht=, MEETE220RTCKREIZEN
[XLURTIZEHEARTHFFEIEZ RTC MEEE Y
PILGE2=EDTETH 1=,

ZXEN)F2TLEY—IL

FEPDENH CEIREIFOHEMI—X
(ADM) @ 2, 3FEBZERW=IRXRTHOI—ADEZE
EN)FATLNRESN, PINALRHD, 2000
FANBCDEIFDRESEAREON)F2T A
(ENEADTRNAF =S IMLTEDZEMNFEE
AMETHY, EEBETHELNIA—IILEBIZRSN, &
RTC IZEEfASNTLND,

4)

5)

HENEK - £8

BBEEECLINIFENEHREDOERIF. E
MEBEEMELGEOBEEREND 3 FLL LR
RERTHY, HEIZRDIEHDOBEHRI— R,
(ERELLTIE. 3ELU LD KRREBOAEVNHKES
DELCEN,) SEED ADM EHH)F 15 LEA T,
FICBEMPFEEE UL TONSRICHAIZTL
T. 2008 FE#34—2009 FRIFIIMNT T, &b
LIREEA HRD MNEo TS, HIFaTLEESEFES
M. GEEWof=, BEFED T0T #fE (3ER) A
WHO %> ACCESS RN F E X B TEBINTZ, 4
DORTC ATV —F—TIL—THWEREN, &
ONEERTCOHEPLEZFHELIEE, K RTC
THREZEESNATHTWS, FOMIZ NGO K
FT—NELEZOH KA A TOT BHEIZS T 572
ET. HEIZESTOMEBORRIERFEZo7=E2D
Fa0, HEFBEFREES (AK30RL) DEFEL
INEEDER R (IRE—BRI 05K ) 256517
T. HRD ™R RIE=BIZENIFHBSEDESAPLIZD
BSIZEDRAY, BELRHESKREBFIEEZF AL
TNGO IZHENT B=HEELLRNEDZETHOT=,
R HRD (LERTH EEE R BELTHYM B AICE
NET—ILT7URNEDTHMNATEEEDNZE ( — K
B 2RILIEE ), EOFEREFAEDHERTEETH
Y, HICEHERO—XIEO—REMEEZ . FEHN
BWZTWAMNELUORTC BB EMBEXECE
BELRBRELLRRETRLT, FEHEHLOEELETE
EEALRBIEIZR D, TSMC DBAIEZEEINA
MNODHEE~DAEUTATHBY, BFBEED
iz A 120 FILEREDOZRE (B School fee) MY
EEHHEDINAERD, TSMC, RTC (HRUk,
VRV FY L) ORRIE. BEBEXHEILRB
[CKUERD - FERD - BIEERD. MBDIAT AN
HYLTLS,

HBEOHFKICETL2E=A—HE
HBEDOREICHEY, RESE HRD L0
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RERICLITCHEERETEEN)F21TLDOE
EERUECRSOMBEOBANKSNTNDA, X
BROFEZOEZFORRIZEALTIZE RTC OHEF
HEAE->THY., BEDHICEATHIEZ2—HIEX
FESLSNTIELVRLY,

Deployment (EZE&)

MPA E#(XHDENDDIREICILETHEBLAIA DA
IWREVEA—ILFERM (BiE) NEREEEPI©
INEZER (MCl) LR~ Z)7 BhEER (Zit)
NEEFERREEZR DN —KRHNTHD, &
ERA~ DR EE N RIE AR E DT=bIZE&XIFDAf= PNS,
PMW I—XDZFEAFAERFITINERERBERTC IS
LT BEHI DAL R A—~DELI O L%
& SNEIEMN RN ALY RTC T 2003 4EI2iaE 7=,
FORERAMERBICDEMNS=2END 2006 Fh
S 3DM RTC THIAFEY., COFIEIXIREICHEAE
LTULV=, ADN& ADMIEZZe B DRANZET 2% E
NISHE T 2HELDH. BEMDSEEEFEERH
BEETRE. BEMMDISAIIME I CLYRB TERN
LEHD, IEHITITFIHEHIRAHYBIERIE 30 5%
LIR, BEME 28 LT, ELBMEMOAKE
BEDEREBEMELY 2 BRER LT 22 BhE
ERFEIR DR WM tRSh TS, EDIBA.
EBNBELLEDT . TITAR—MI2—TEHT
5EEL NS, FEBELDL, WThOER, &
4 HRD, ASHMLEFREROMBELEZLEDRE
DT —2%EoTULVEL,

2008 £ 9 BT KERER. MDG ZLIZRAIF
THRHFRE. FICEERETHIRNEERESL
TZEFHH., Fast Track Intervention A FEE A &t&
LTLEFBniz, FhizkhiE
(N ITRTOANILAEVA—IZRET L DB EME

FREd % (2009 &£ 9 H&ETIZ).
Q)UFnZ I T4TBFHFRERNRERGEOME

TYUZAL - LiR—k vol.04 REAMEARES AT LD ETILERZER LEIZETSER

T7ERETD
(3) BB HE~ADTIERE LTS (BEYELTF

TV AT L HEREAT. BIERA T4

TDER. BREXR)
(4) L7 ZILfRBr D BERE
(1) IZRYBNERM B REBICEALCILIERE
NdM oz, HHTIEL, BF “Re-allocatkon” &
WhbhTWhad, EARICIZEERE (HE Dr Te
Kuy Seang) DHEAMERMES - AEHD - MR
BRIZKDZZESMNFREIN, BEMOE B
BoeO—7—23vE RHMGHC ~ HB0E
HC BIT). FZERAZOHTMW #EinE HC ~D
BLEMNROONTZ, §EIEHZE 800 AFADSE
ADM69 #&. PMW234 & TIRERFDIKRIZIHGC
TANILRAEVR—ICERE. RFIFHZE 850 4D5
5 300 B UL E(XBYERT (PMW $40ME DNM) D
FETHD, BTFOBEMDEBEBEEHTL
HTEMD, FTRBEMEREF LTI, $F9
AIZEEZERITAIEEL TS, LALYEOHE
bHEIFETETE, Fast Track [E MW OEB D, B
B3Nz MW DREHP /R TA—T UV RETERLT
WS HITTIEELY,

Retention (FE7&)

1) EBEINEEEAZYTIOXEAHNZXL

BENZE Uty T47): BE. £
NTWBERRBEMAT—LAIZIF, Y—EXDH
(BIAIXFIRRE ) ISIEL TR —BICEARDSFES
FRABHD/INTH— VAT T A THEEMAA
FNTND, HARTAUHEL, BEAEESNTHS
59, INENDMRWNRREL>TLND (BIRS),
TR DR ED=0HIZ 2007 EXYBAFLYSD
Aty TATOXHIWAERBEINE (—D%H
=YL T77Z LR T 10RIL, ANILAEVA—T 15
RL), CHIEEAICYVERENSRMEIFED
BhEEEMICH T 2t F U THOBEALLTHH LIS

43



RiHLI=ECA, BmMDP THRBRD A TAT
[CTUMZLNTLESEVWSREL DS (RRIE
RER ), IR4T JICA #HigIcBITHRFREY—EX
[ EaC TR EICENEZDA U T4 T1&
MERHNDRAZY T THERIN, REYTDIAR L
[C&ILB, —EXDHEDE LIZIEDEA->TIND
EO5ThHD, INNAVEYTATEEEETTBHHIZE
PRIZBhEE R LA\ DB B A B EERI AT ORE Y —E
REFTO>TVNSILHZEERIN, Y—ERDEIC
B 2RIV ESNE=FETHD (BIR9), £
FRZEC IO FAEIZL B E Contracting 2 NGO
XEOBWHIE TEER FENDANIL A Z—IC
EHBERTFEEFIBRYL. NLAEUE—IZEE
THREERBEFPOELY, BEOHVARSTH
BEE. BERFEORNEHINETHIZLELIET
5DTIERL, AEBEEEA o T4TELTEWL
ANBOLEEEZHETTODRETHD, RHF
YUCEBRAERBMHEEERSHhENIETH 1=,

BEifixiE: BT ICABGFREY—EXALE
TavrINZENIFEEB SN ZE PMW AY T1F5%

ZOLEBHENE., FERTT] NTEDHK
ST BE=HIZNMCHC T2  BOEMEZENNE
Thot=, BEDOMEMIL1 yBOPBETHLT
HBHECAH, HIERBDOFEBEL NILICESTDETIZ 2 &
BAEELEIEKY, FZEPMW AZEFIFHETE S
LTWBEREL RNILAMEWCEABES M ER D=, =
hekxa<, RAFACIMNTCERRF O PHD/OD
LANILEFRETHRESE RH BIERRICKANILAE
VR—BEEMDXERETTILEYNEATNT,
ZTORRLEELNTIND, MICHEMENAIGER
NGO [ENIL AV A—BIERDR—/X—E 3 %
T2oTWBH, #EE (HRD) LN TIEEEBE
DB BEETCLAEZEZLNTLVAL, NMCHC (E
RUTOAT I TATANIILATOT S L) 1ZBHDT=bD
BBAELTERBINAMOIRMT I —EXDE
EHERTDHEHIZUNIZELTUINESEDR
Eﬁ%%tgﬂhgﬁkb((/\éo

2)

3)

M HEELTORERME

BIEMIEIREDEBEOFRDLTHI DY, 7
Ur - HEE - ER-FER AR - REFE
& In-service training (. 5 DOEZRIOT T A
& NGO pRF—MZENEFNICHEEEREL TL
5 (Bl 4), HEMIZROBIENLZ2EHEOD
In-service training 3—X (NMCHC 14 Ba3—X,
RACHA LSS O—X) 2D\ Tk, ERVFOZ YT+«
TANIWRTOT T AFIEEEERA TEINDINE
AR T b, Comprehensive Midwifery Review
[CENIEHBEICE R E U TIEBEHNRIOZEEZH
&2 (NMCHC1 » Ha—X RACHA LSSO—X)
DIHZDNWTIFHHEE R TIEALKZEDE L #E
FEEBELMELHDIENREN TS, LHL.,
BTEALFRABNERIZEBINDHIZIE,
BN HdE, BERCEFIDRLAFLLFEALE
HBOEMEEIEERDHDIENNBETHDIN,
CNBIZEREH TEIAA7VIRIFEAETHN
TWERL, CNEDEEFENECETY —ERXD
WEICDLEAN>TNEIN T RITIERAES N TUVEL
DHTVIKRTH D,

FEBOX T ISR

I £ & 2 & HRD (& PNS, PMW AY SNS. SMW
(272 %3—A (Bridging program) ZsHE R TH D,
BEOEBHELUNITEEHE (B - 1)
DOA—RIFFFERL FHEEFEICHE0N,
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2. AMRARICEADLLIREEEIAMECRBERAD

®ENEF v /ST o

AW BERES (Department of Human Resource)

AMBERES (HRD) MR EANMELEBILBIR
10m&Y, TR, BIEE 2 4. %61 - £k - &
HEED 3 MR TND, R2yTIE 15 &,
56 2 G ENRIEF ., EEOFEIL. FE
BEEZPOELERFIBREHNEDHIILABTNE
FEIZZLDEBEAMDEI AN TS,

R BEBFLEE - BIEE - FRARRE - IRATR -
BergsEDO—RXEHN—L, HEHET (TSMC &
4DMDRTC) #EBEEIH%EEZRHF>TND, =
KR, BEMEN)TFATLORNBRRLFIVIIANE
EDV—IL, MhoRBREEETHRD ASnL., #
BOE#H,{LEHRD TETERLTLND, 2000 £
LIBZEAIF 1T LLNMEEZREGBEEOCA
PEREREREHBHEOEIINEAL, HRD 8
YEAG O—XA)F215LORELEEROE
B EDREIEIHDEDDIREILE 271=5 HRD A
EHTOMNENEETRL, FEIERTCIZEES
RETHD| EBHFLTND, F-—FOFEYE
O—X (PNS x> PMW) (Zftb~DAMEEE D=0
DEPH LB TESMNIZIE 3 F£3—X (AND %
ADM). #LT 4 &£ Bachelor ICRETRETHD
EUOSREIMABERERE>TNS, HENDEZ2—
YV—ILIFERLEZEDD, RZYTMN2 ZLHIEDS
T HRD NEEHBORIGEHI NI TOE=2—
[EEBTETTLRL, 2002 EMbBBEN= RTC
© TSMC 12& 22 A CHAEDBERKILREL
THY, COLBIEEZF—DHEBEERZL TS,
HRD EL TSR IEZFIHE (A - FAIZL) OE=
R—HBEERIE T RNELEZ TSN, EREAEE
BRETTRETHAS,

ERBBEMMIEFTFEERERLHRD AEHE T2
L2 S=HMEE 7RARYIIZERKL., ENDOFED
BONELFHTHD, ELOXBRHENERS

TYUZAL - LiR—k vol.04 REAMEARES AT LD ETILERZER LEIZETSER

AT S AIZEKYERINTNDR TIOERFADKZEIA
BAfECIERL, BEREFIFIIAM T —EZR—X
DOAH (GTZI=&kY 2000 FEIZEA, 2EHEREAN
MEBHZESZELEZHFENEHZKSNATLNDS) LSO
EFRIFEALERL, T—EAR=ZAMF|HIhIE
(. [EIF7&LY, HRD £KELTIEZEEERFID 4 A
EREKEBMD 6 A, ZEFIEFD 2 AFHEL
TWHLDDERNGEEELTVSHRFITHEY
Eongly, AR SEEHTHRD DEEDERE
AEFERRE 2 ZDREIFI R TEREL TSI TH
N
HRD [FHIRIT—ILAKE (F—RNIUT7) H
SEMTXEE ST 2006 FIZ AMBERHETEEE
E L=, Workforce plan [XREZFHRTEES (De-
partment of Planning & Health information) = A
=8 (Department of Personnel) LFAEEL. EI
DELE (R2vT7H#H) &R hREHNICEER
FREITHNENHDHEHRD (FRH#MLTLDE (AE
SN TLRLY), F=PMW/PNS EREZE Rl
EFEEZTANDDIRESIAD B AFEBEDIFR
HEMES KSZG o7z, BRA—X FIZBIEERR)
DEBERDE. BEMBROF RO & RE
M AMBFEETE. Workforce plan, FIRDE &%
PERDFY RO TAIREDKD. FEDOE
BIZEDNWTRDODONTWV=EIEEZIKWNEEFHY
YN THD, EEREDBIERR 3 F£F31—X(ADM)
FBURRDEED—FE CTHREBMNRFYKTTTHEA
L=, REBIEMOZNEE LLTOREARELN
EEALBROBOVEXICBIEM I+ —F LDKER
ELTRESZ, BELWNSKRELDH D,

A EDENLGH ERE (REBAMDORE -
R - Bk BE) [EFEAEEATHEND, &
BENECETEETLHOLN., ERDODEDEIEHNE
LI DEON, ECEFTHHRD DEEABARETIEAR
WIEHFELTWDELSTH D,
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BE 2. BEAMERIATACETEIABREEZ (HVARST)

2)

3)

4)

46

AZEER (Department of Personnel)

BMEUTAA2YT 30 £, TORI[E, T—H2XR—X
[CKDREERAFIVTOEHRER. 65 - &BHLRE
DEE, NBEEFAFIIVT—av, BE, &
[C—E. FIEmBRICKREMRTHI22 —
3&TMRERZEKREFT S, HRD DT —2R—X
EANBEHOT—AR—X(FTBELTHEDT., AHH
FT. TAREFAT S, HRD LEHEL TEREE
BEDBITFTEZDECAETIEVLBRNESITH D,
IWIEWHO EGTZ M2 ERTDT —EARN—XEDLITF,
T—RADFBIZDWTTZRNA R EROECATH
Z

Rk —E R ERE &R (Department of Nursing)

AR Y —EREBOTRIZHY, BRERZVT 2 £,
96 M WHO A, FdD 1 French Cooperation A%
T TOLEICHEMODEXRDEEES, 1]
ETRNAF =TGR, ELFHTREDEE
HY—EXEK[EIEE S S, Regional Nursing Com-
mittee( £E6D. RRBEMRELZLZIEE ) A
i KEENDHSSP DXETFEMNDL&KIITHED
=M, RAZYITNNVEWNDTI rBIZ—ERE, M
fmAbeEEIL, RO BRERER. BFERRER
TW3, BEEDBAVEYTATOERIRTE=
2—DIFETRHHY. FEERHNDDE ALKk
FryIL TS, FOAENDGRNIE, TOREE
EARIEL NILDOHZRONTNT, FEBER
2RERETEHIHLNLSTHD,

B RER A

Cambodia Midwifery Association (CMA Bj EEEm
#<%), Midwifery Council [Z7FfEL. ZELREST
W3, ZREXRRSEOBEMZENERT, &
BEEEHST. RENRFEILHEYITHNTL
LN, BRI DBIERRICX 35 F BN KRECGE S
Eho, BEMBRIEESLEET. BEMT &
EOELEDEERELTLDS, 0 2 HEDEKRE

DEVEFEZREIREBTETCHELT. 7RERHY—
DETHEME THHEAERTH S, Medical Council,
Nursing Association, Nursing Council [ZDW\TOIF
WMIIEBOHEIN EAFTERN =, BIEMIC
BEEL T, UNFPA DM 7RNAH—DEZELT
(%. Midwifery Council (X, BhEEERZEFEDAZSF—
ROEZ. T4t XX Accreditation IZDWNTEE
AHY, CMA (L, ZEEBHE. thOBRERIREDEHE,
EOBEMBREDERE, BIEMOREEDR £
[CEELIHDEEZTND, —H, REEE LB
5D, RBEAEREINT. ThoOHEEDOE
| 0EBID A EMEIZ DN TIEBREE TIE AR o=,
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3. WUROT AMBRARL AT LOBREHER

B

HER

BR - RESAT L

AMBEARNMREBEROF TIOT T LEEW T S
BERBBELTMIEDITONTD
AMBARGENFEL, BEARE (BEM. A
MORE ) L ROBETHD
NEEHERENETHTHD

AT BT7RRAY —DIE DS
(BhEEER DA —T L, 72E)

AR EOEREZH=Y

Workforce plan EEIEEE D =HIZ AEE] -
BIFMELOEENRIESNDINENHD
TIAR—p 78— ORHEE (military) DR
AMIZEET HEFEHRM DAL

3k (EIfmkk - Er4—) OAMBEEE
EEAZN

AT —ER—=IAEERELCBRREIZF H
IN TR

it

REAMBERFLELAFGELHD

REAMIZBET DIRE. B R BB EALL

I E HAINEBBOEHDENRO
EEN)TATLMNMELN, FRITHEHBN| (RO ) HEBFHRI—IAH 70
EREIN TS HE - REEHEOEINT+5H
B HRD & RTC - yhJ—ohia{bshiz RBIREHINKRE N
BEDOFENEL
HERMEETE2EZ—HIENKRER
EHEOMMADEBEE BLEZFELOZKYSF | AMOLETIIZBE (BEMOVENANILZIEY
s BB B 2—1\BHD )
BIEETDBEE - BEROEN - EXBENLRET|EHLSOHE RN D BNz E DEREN
BIEERRDOUVRNAIL R 2—ASEA LTINS L
AV TATIZRYR R 2y T DU AL Z | | EARBHVEN
H—EROEIIZDHENOTIND SESERAVEVTATDRF—LHETE
NGO PERIOV I ALIZKYZEENE (BRI |[10ErTTREFORD, EFBUNDRZYT
o DERDHS N —ERZRHLLTND
BB FTEANZALELTOTFRA—/IR—ELavNET | FRPHEN I SN TR
JLELTERSN TS (JICA oYz oh) BREBSNBEMDIRMAT IV —EXDENE
ZR—TETLVRL
BEER AN R THD
HBXE TOR 235 PIEREBENDH DR ZYTMDIRN
" .an  |RTC - TSMC LD EEHR ARG ATEILLT= ZHTHBEDEHIZ HRD DLLDFEEFARANT
REEAMBRR | o0 s A\ SmoBRL BN LR AHEELSE |15,
oI ANV b ISV (P S| A Y fo AMBUR - AHIEE COEENEA TR
MEHBON)F1TLEY, FEOMGHAEE | BEEDEHRBTOERIEOE=2— HEEM -
RF—oFEA M. SESFEBRAF—LDAV U TATIZEDE | AMERE - AMHEEEHFEHLASIELTLDR

EREESEN T —NERLTEL TS,

F—IE DR,

THZAIL - LiR—k vol.04 REBEAMBEREVATLADITETILERE R FEIZET5ER
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V) F&ob

AVAKRSTIZBEWTRBAMIIREBREEROFTE
[CRKRICALE DA, BIEMOREEFREBAMD
RIEEWNIRBE R T DO ER AMBERETES
HFHET S, FIT2002FUE, BEMEEZDDEL
EOATA AL OB RHIEANRELL, EMET S TSMC/
RTC LBEE 9 5 HRD LD EMRFAREMNKELZ, T
AFEEDEENKRY, AMBREEEHNRRFIC
RETSh, BEBIZORADAMBERIAEAL, i
DAV TATOIFESERNTH VR
TATREDZBHIENAZYIDEEEREL, £
NICHERTRBAMOEFIER TOER (AMDOIHE
E. R - BE - B8 MNEhTWS, FEHED
BItkICEREEEENDETHDIN, TOXKITZE

e

Policy framework

MOH Policy & strategy
Health workforce plan

(LY —ERERBTIMEMICLENTIZEALRS
NTULELY,

NoEFRBEODIL—LFEDBE, Policy Frame-
work (X E A EBA TEIND2LDODHEEYDDHY,
Production-Deployment-Retention (X FEELTHE
SN FERBEEBATHIAN. RFEEH
EREZERITLKIRAMNTYSEI L ERYBE AN
EHESINATNT, BEELEITFO2H5, LHLEFNIC
LERTAMBEORBLLGLIRBAMDRE. BEXR
R - RHFBFEFIELONOE, BERNMRBEERY —
EXERETIREBAMOELZERT DHDFH EH
FHELBWANSBAVARSTOAM G EFEICET
WEITREREEZDND,

Production Retention
Pre-service education
Accreditation of institutes

Teaching capacity

Deployment

Continuous education
(In-service training )
Support mechanism
Financial. Technical
Administrative

Allocation
Civil service (Public)

Standard curriculum Private
Upgrading course
Monitoring mechanism

Legal framework

Regulation, Registration & Licensing of health personnel
Monitoring mechanism

e e e e, ——— o ——————
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BE 2. REBAMBERRATLALAIZETIAEREE (HRST)

BH. NEEHXEIAN

1. MoH, Cambodia.Health Sector Strategic Plan
2003-2007.

2. MoH, Cambodia. Health Strategic Plan 2008-
2015

3. MoH, Cambodia. Second National Health Work-
force Development Plan 2006-2015

4. MoH, Cambodia.National Health Statistics 2006.

5. MoH, Cambodia.National Health Statistics 2007.

6. World Bank Cambodia Health PETS (Public Ex-
penditure Tracking Survey Report) 2008.

7. MoH, Cambodia. Guidelines on Minimum Pack-
age of Activities for Health center development
2008-2015.

8. MoH, Cambodia. National guidelines on Comple-
mentary Package of Activities for Reproductive
Health development 2006-2010

9. MoH, Cambodia. Prakas on Identification of Role
and Responsibilities of Nurses. 2003

10.MoH, Cambodia. Roles and responsibilities of
nursing manager of national and regional levels,
Director of hospital, and chief of ward. 2003

11.Royal Government of Cambodia. Sub decree on
Health Training. 2007

12.MoH, Cambodia. Minimum Standard Associate
Degree in Nurse Midwifery (ADNM) Curriculum
2007.

13.MoH, Cambodia. Minimum Standard Associate
Degree in Midwifery (ADM) Curriculum (3-year)
2008.

14 .MoH, Cambodia. Guidelines on Primary Midwife
and Primary Nurse Curriculum 2006

15.MoH, Cambodia. Curriculum of Diploma of Nurse/
Midwife 2nd Edition, 2006

16.MoH, Cambodia. Guidelines for Diploma of Nurse/
Midwife Curriculum, 2006

17.MoH, Cambodia. Curriculum of Primary
Nurse-Midwife for North Eastern Region 2003

18.MoH, Cambodia. Indicators of the Quality As-
surance Program (QAP) in Education for Health
2008

19.JICA project for Improving Maternal and Child
Health service in rural areas of Cambodia. Per—
formance—-based Financing of Maternal and Child
Health Services: Financial and Behavioral Impacts
at the Field Level in Kampong Cham Province.
2009

20.MoH, Cambodia. Curriculum: Midwifery Training
Program for CPA level referral hospitals 2005.

21.MoH, Cambodia. Evaluation of training courses at
National Maternal and Child Health Center 2007

22.JICA The Development Study on Strengthening
MCH service performance in the Kingdom of
Cambodia (Interim report) 2007

23.JICA The Development Study on Strengthening
MCH service performance in the Kingdom of
Cambodia (Final report/draft) 2007

24.GTZ/EPOS Report on staffing and training needs
assessment in Kampong Thom and Kampot
Provinces 2008

25.JICA Project for Improving Maternal and Child
Health Services in Rural Area s in Cambodia.

26.MoH, Cambodia.. Report of needs assessment of
Public Midwifery education institutions and their
clinical practice sites in Cambodia. 2009

27 .MoH, Cambodia. Report of Comprehensive Mid-
wifery Review in Cambodia 2006

28. W AREE HUARTCTOBEMMKEHENE BL
S DA 2005

20. BB HAE U AR T EMIRIE R FR
BY—EXm LETOo o BRTEHE - 2R E
wEE 2007
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AR T DHERBIREEZTOHT

2000 2005 2007 2008
FLRFETEER (HE 1000 ) 95 66
bR TR (HEE 1000 *F) 124 88
HEERIFLTE (H4 100,000 x) 437 472
BETRGREHER 4.0 3.4
HIRREZHN—K (FE 1 [E) 37.7% 69.3% 68% 81%
MR DR K 11% 21% 25.5% 39%
SBA NHN—F BHEXR 32% 44% 46% 58%
DPT3 A/R—=K 43% 76%
DPT3-HepB H/8—=%& 87% 90%
IMCl 2L TW\BNILAEY2—DEIE 58% 69%
BEARER (—2SD) nE4& 39.5% 28.4%
LERBIKADT A (FHES / ERER) 67%/54%
— ANERYERBEE (US$) * 300 460 550
HV Bi=R (15-49 &%) * 1.6 1.0 0.8
MEBHETTE * 47 85
A0 (Census 2008) 13,388,910
#BrrERA O (Census 2008) 19.5%
EE 181,035 Km?

Data source :
Demographic Health Survey (2000, 2005);
Progress report HSP taskforce program area 1 RMNCH (2007, 2008)
* World Development Indicators database
* * General Population Census of Cambodia 2008

National Health Coverage Plan

Operational District: OD( fREFTEIX ) MIZXEH —EREHERRE (2009 £ 5 ARTE)

DR FRY—EX AN— A0 HEEX 48
Referral hospital CPA3 (CPA2 +m#%R1T. IRRIES%D) 60,000 — 200,000 CPA3 (21)
CPA2 (CPA1+ #\El - Fl=) CPA2 (39)
CPAT (NEMNERIEIF AL MEIE, CPA1 (16)
ERERRERETIR. ER)
Health center MPA (tEimieEe. HEE. FHER. LR, 8,000 — 12,000 960 (*)
EPI. #&#&%. ~2U7. BEHAERL)

(%) BYDHD MPANILAEVA— BYIHNIZNARZY TS non-MPA NLAEUZ—EREE
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BE 2. BREAMERSATACETEIABREE (HVARST)

RBEIZ—DRBAME ( NOHEYDER - B - BIEM#. FEMER - EfMOLE)

n AR 1000 A BERE /

2007 2008 by wiy —
Medical Doctor 2,162 E= A 0.95
Medical Assistant 1,267 3,429 '
Sgcondary Nurse or ADN 5,186 E D 0.65 399
Primary Nurse 3,534 8,720
Secondary Midwife or ADM, DMN 1,844 BhEEER 0.17
Primary Midwife 1,478 2,322 '

(National Health Statistics 2007 & 2008)
Total population = 13,388,910 (Census 2008) Z# ALOELTHALT=
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BE 2. BEAMERIATACETEIABREEZ (HVARST)

RF—#& AR
EFEPEBEODAMERANDORT—DOH AR
Policy framework | Legal framework Production Deployment Retention FDfth
WHO T—RAR—=X%JTIZ|MW Council % I |[BhERM#HBEHJF 215 L|HRD & Person- [ WHO H#fi iR
Workforce plan & |3 $2. Regulation, |fEAt 1B, WHO i |nel I2H BT — 2|54 DB
X8 (7R Registration THI& | (RS DEFRIRE R—ZAOFERXZ|E
4 — & 8 2009 [ AT BE ( # AL KR . Personnel ®
F4 AN 2FE) | EEH) MBPI, SOA *# {i
HLMWTF - TWGH T8 (PR —
REAIN— EHI 2009 4 B
w5 2 4)
UNFPA HLMWTF - TWGH|MW Council. MW |BI EE & & H)F 25 |ZEVIIL—kD=|PHD/OD i S|IBEDHV K
REA N— Association T3 ? | L - YV—ILERERIXZ|([HDO TV LS CH| O APOFO|Y—TOT S
. RTC/TSMC 1= #|E#H. AFEE~D|RMNCHOVR—| L& 2010 &£
BHEM(ETLAREF|AVIOT—yav|x 2 (B B, |F TRMNCH,
$200,000) # 5 (#|0EBAZZBE(E[(R—1—=EV3|AN & B A
B gk RE). HRD IZ | fEBl& Personnel)  [>7i2&) ~DE&E[HSSP @ 3 4
£BRTC E=ZH2—X#E. &8 (240D) |85, 2011 —
TOT EHRD ;MDY % 15 FE%H]E
IANMIISCHEERX TR R EAK
. RICHEIZxT 51 ERERIER
vy T47 (B (— WEB5ENT
R 2 FLRRE) OXER. &, HSP2 @
FHEOF AN TYNIE RH)—F—
T—=ILT7URABDE H M
HYETEE)
GTZ/EPOS HLMWTF - TWGH BETILT2—8EH)|HRD T—2 X —X|HC, RH @ MW
HEA IN— FATLERZE. Fv|IcEIEMZE | HEOHE (H
L AVRYS - XyAY vikyb, avR
N RTCH ZIZHHEE URL200) Iz
B, 32D RTC ~Di++ xf L RACHA &
EmE, FELTLSS %%
DED(JOCV [zdh1=% ) IZ& e, MERE
% 0JT(FrL-HoRyb- M > MCH F —
Ny BNy W RREIZER LlI2&B740
BENETHEDERE, TYTERE. R
B HC 2 &
TRHERT L
Aus AID TSMC BiE#H B LET #H T—ILTFY
Bk, EZEKHIEE k. UNFPA -
DI=HDFEAM 7R/ A — GAVAI ~n#n
(2009 E# ¥ LY 2 F) H
24
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BE 2. BREAMERSATACETEIABREE (HVARST)

RACHA/
USAID

TWGMCH A /x—

BIERMHBE AT 1T L -
Y — L{E B X . RTC
HE  RBHEDEM.
RTC oo, =
B (RHPHC mFRmE
FEBEREIDY)

xf & M 0D @
RH-HC 1= %t
33 LSS &,
PHD/OD 2 & %
X—/X—E¥3
v (E®) X
RH/HC 2 %&w =
ANDINTH—X
VALY T4
A

URC/USAID

HLMWTF - TWGH
REA IN—

£ - 0D &
gkt (HS&
£ ). RH/HC @
BEEBERAYT
ANDNTH—X
VARAVETA
7. Equity fnud,

Access/
JPHIEGO & @
BELRETH

RHAC/USAID

HLMWTF - TWGH
REA IN—

& & - 0D
Ay T~DIN
TH—X 2V ARA
T4 T

SHEMBET
TRV
&» B RHAC &
DZwoizkd
RMNCH # —
EXREMHE R
BRETEOT 1
JTUREM®O
=Mz =
TAEEIEE

French
Cooperation

TWGH 7@ EA N—

TSMC B EEO— RIZ AV
A5 ($20,000)

ACCESS/
UNICEF

HLMWTF A /R—

2 - 0D D
HC ¥ RH @ #r
ERTTI—
VTR,

ETEAL
= TE#%dEm
FHDE=HD
Hhisf TBA 2k
% Misoprostol
HR #RE
L7=HY MOH 1@
BEERTH
TEhiz,

USAID [ZZM3DM NGO (2, 5 FHTE 4K $30M DESXIE, 6. xtZHbigE 10 . 430D (FILHub, NuBUNY NUTFIVFA, YILITVT
D&M, IVRVFv L, TLARY OV, PTFX—YEI, AVKRIRT— TI/oRUO—EBD 0D), SHbldk USAID M| (OD) &72Y, RACHA, RHAC A

NIVAEUAR—EDZT2 =T 4HEDRE, MNCH DB TEE,
BHARIDIE., TENRNENERTEHD THD,
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B 2. RERAMBARVCATLACEATIABREE (HVARDT)

RREAMEBOBEK - I—RE. ANFEREGE
REBESEOHBTATL (As of June 2009)

1. BRO—X, &%

Higher Education (Bachelor ZE &)

Public university Private university
Medical Doctor University of Health Science (UHS) |International University (IU):
Dentist Phnom Penh

Pharmacist

Bachelor of Nursing University of Health Science (UHS): |International University (IU):
TSMC Phnom Penh
Life University: Sianouk Ville

Secondary Education (Diploma #hi%ES)

I . RTC RTC RTC RTC
Qualification Duration TSMC Kg, Cham Kampot Batambang Stung Treng
Secondary NS
(Associated Degree of 3 years O O O O O
Nursing)
Primary NS 1 year O O @) O
Secondary MW
(Associated Degree of 3 years O O O O O
MW)
Primary MW 1 year O O O O
Diploma NS/MW 4 years
ns3+uwn|  © © © ©

Laboratory technician 3 years O
X-ray technologist 3 years O
Physiotherapist 3 years O
Bachelor of Nursing 4 years O
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BE 2. REBAMBERRATLALAIZETIAEREE (HRST)

2. A\F - EXE

1) Medical Doctor, Pharmacist, Dentist, BcNS

| 12 grade + Bac |
National Entry Exam

!

| Foundation year (1 year) |

|Medicine |

|Pharmacy| |Dentistry| |Bache|or of Nursing |
!

National Exit Exam
!
|Dip|oma of Medicine, Pharmacy, Dentistry, Nursiné
sighed by MOE and approved by MOH

National Entry Exam (B R A = H B H & ) (X
2008 & LYBAts. National Exit Exam (B EE®D
FOOERARKRICHEY) (X2012 LKk BEL
TWv3%, Council Minister (Sok An BIE4E ) ARER
L) National Examination Committee A\ER B& & % g &
=L TWL3, *>/N—[% Council Minister, Secretary
of State (MoH and MoE), representatives of ACC,
professional board (Medicine, Pharmacy), Dean of
UHS and IU, & HRD/MoH,

2) Nurse, Midwife, & other comedicals

| 12 grade + Bac |

Entry exam | | Entry selection
Final exam Final exam
1
|Dip|oma signed by MOH|
- RTC o AzatEg

= - N\HALT ZEBRE. FEERICOL£I—
A2, MOH (285 National Committee (HE Dr.
Tey Kyu Sien, HRD, RTC) I[C&YUZEAEABIRSN D,
HEFER, . NAOLT7O A (9. #E.
%) T, BRBEFRICEEBEEIND,
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SMW & SNS oZFA#ITM A AIZKYRHSNE
RTC Iz&IY#k>+5 (Quota system), PMW & PNS
(et HC TORB & THY PHD oD AR R AE D
HEETICEIVIRDD. AZERHCZ PHD/RTC &2
BOFBEICET2ENERL SR, FEFELDOE
FrDE T 5 RTC LIALD RTC [ZIF AZFETEALY,

F38—
TSMC Phnom Penh, Kandal, Kg Chhnang, Kg Speu
RTC Kg Cham |Kg Cham, Kg Thom, Svay Rieng, Prey Veng
RTC Battambang, Siem Reap, Pursat, paillin,
Battambang Bantemeanchey, Odymeanchey,
RTC Kampot Kampot, Takev, Koh Kong, Sianouk Ville, Kep

RTC Stung Treng, Kuratie, Preah Viher, Mondolkiri,
Stung Treng Ratanakiri,

LURTIZEE X T TSMC ®» RTC [Z A A&7 Y,
Bac DRAIT7ICKYBIKTHEBDOIFEA L TTE
TSMC [ PNS/PMW I—X%EZERELTLEWND T,
PNS/PMW & % %€ 9 % Kandal M= 4 (£ RTC Kg
Cham IZ. Kg Speu O % & [& RTC Kampot, Kg
Chhnang 1& RTC Batambang IZAZ3 5,

Diploma NS/MW (4 year) (XBIEEER T B #RH%E
BrELT 2003 &KYRAtE, SNS DEEREICXL
1 FOBEMBBERELMENMELD, LHMLE
ERMEBERMOIBEER T — LA RELCIE o= FE
EnDiemotz, oL OBEERMEBEUE ChERD
DG RT—ILNEEEICEANTEA >0
LELRIKYIEZ TWNBEDTE, HRD S5 EZD
O—REESBEBIINSERETTHENDIE (B
1E. BcMW 975, 72&)

- RTC Dz ZEHER
HRD/MOH & RTC/TSMC (d 2R 25 BR AR 2R _E
Ex2El. BEKRICIEIOHRMSHEBERVZE
EHRET D, BRARBHLIRETMAM (Fvy
DAR) ZEM. BENCHICEDEFEDRKREE
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Y5, FEABROEMEKRFERTICIZELY 40%
— 80%EENH DN, FE=—EFRIFTHY.
KABRIELFTESNTULVAELY,

- TSMC M AZFZE AR
TSMC (% Autonomous (2006 &£ &Y) &k o7f=
f=h, ANFFEARET LECEEMEELEETF VY
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25%NFERRDFEE. Y 75%H4[E 800 R
IWDFEEZHD,
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SUMMARY

People are the core at the center of the opera-
tion of any organization; considered as a form of
capital which adds value to all other resources by
allowing them to become socially useful products.

In its 2006 World Health Report, the World Health
Organization condemns a crisis of human resourc-
es for health which has beset the world for some
years; no continent immune to the problem.
However, this crisis is particularly acute in African
nations. This report highlights in particular how
Human resources for health (HRH) are one of the
bottlenecks which prevent international aid from
materializing into improved health outcomes in
developing countries.

The DRC, like most developing countries, faces
multiple problems concerning human resources
for health (HRH). These include: inappropriate
production not taking any planning into account,
unfair distribution among provinces, inappropriate
retention measures, lack of coordination among
national and international actors and the lack of a
reliable system of information on HRH, including
production of substandard health workers.

Since 1998, the country has been implementing
a HRH development system. In 2006, with the ac-
cession of the Health System Reinforcement Strat-
egy (HSRS), the process was accelerated, finishing
in 2010 with the creation of the National HRH
Development Plan (HHRNDP, 2011-2015) which,
in turn, is an integral component of the National
Plan of Health Development (NPHD) to obtain the
Millennium Development Goals.

To facilitate the implementation of the HHRNDP,

a project to support the development of HRH (PS-
DHHR) was initiated by the Management in charge
of HR at the Ministry of health (D1) supported by
the Japanese International Cooperation Agency
(JICA). The flagship activities of the project, name-
ly clarifying the content of actions of national and
international partners in the HRH area and sharing
information among stakeholders in the National
HRH Observatory were cited as priorities.

It was necessary to analyze stakeholders via a sur-
vey to map out the latter as a key tool for the or-
ganizing authority to coordinate the interventions
of all actors implementing the HRH development.

The overall objective of this analysis is to establish
a Status Report of stakeholders in HRH develop-
ment in the DRC.

In specific terms, 6 objectives were chosen:

1.Analyze stakeholders monitoring their mis-
sions and respective priority areas in HRH in
the DRC.

2.Analyze stakeholders according to their HRH
activities and their areas of engagement in the
HRH development process.

3.Compare stakeholders according to their areas
of interest in this process.

4.Map out details of all stakeholders in the de-
velopment process of Human resources for
health.

5.Analyze the HRH development system of the
DRC via the key informants.

6.Formulate recommendations.

From a methodological perspective, it involves a
cross-sectional study with descriptive intention. It
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was initiated primarily utilizing qualitative meth-

ods for collecting data, namely interviews center-

ing on focal points of stakeholders and semi-struc- performed in 2010; which shows that the im-

tured interviews with the key informants. In total, plementation of the HHRNDP is still lagging

31 stakeholder structures were visited and 10 key behind.

informants interviewed. eQOther partners, previously unknown in terms
of their interest in the HRH issue, were discov-
ered, and can be capitalized with a number of
opportunities.

e Finally, other considerations not mentioned in
the HHRNDP such as strategies to sustain the
current gains of countries in terms of HRH de-

eIn qualitative terms, the study results cor-
roborate the situational analysis of the HRH

Main study results:

eThe areas of interest and engagement for
stakeholders concerning the National Develop-
ment Plan of Human resources for health were

identified. In fact, the study points out that the
4 sectors of HHRNDP, namely career manage-
ment, basic training, continuous training and
retention, are of interest to all stakeholders.
However, their interest seems stronger in the
area of continuous training compared to other
sectors.

eAs for areas of engagement in the HRH de-
velopment process, according to “the house
model”, apart from consultation, which is of
interest to almost all parties (72%), continu-
ous training (69%) and reinforcement of insti-
tutional capacities (69%) headed the field in
terms of interest of stakeholders; while there
was much less commitment to career manage-
ment (21%) and funding (39%) of HRH. Never-
theless, there are specific features of interest
or commitment according to the categories of
stakeholders.

*The lack of commitment among stakeholders
to fund the agenda of the HHRNDP was cited.
In fact, this analysis shows that only around
13% of stakeholders offered funding to MPH as
opposed to 81% which were ready to offer it
expertise.
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velopment were discussed with the key infor-
mants.

e|n sum, the analysis allowed mapping of the re-
quired data for the HRH National Observatory
and facilitated the coordination of stakehold-
ers in HRH development by the Management
responsible for HR within the MPH.
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1. INTRODUCTION

1.1. Context and justification

In all nations in the world, Human Resources rep-
resent the key element of any organization, since
over and above their economic impact, it is they
which add value to other resources by allowing
them to become socially useful products. (1, 2).

In its 2006 World Health Report, the World Health
Organization condemns a crisis of human resourc-
es for health which has beset the world for some
years; no continent immune to the problem. How-
ever, this crisis is particularly acute in African na-
tions. In fact, according to this report, 57 countries
are affected worldwide, 36 of which in Sub-Saha-
ran Africa, with a cumulative lack of 4.3 million
health workers and 1 million in the African conti-
nent alone (3). As regards the glaring inequalities
observed in quantitative and qualitative terms,
firstly between developed and developing coun-
tries, and secondly between rural and urban ar-
eas, especially in Africa, this Report clearly shows
that Human resources for health (HRH) are one of
the major bottlenecks preventing international aid
from materializing into improved health outcomes
in developing countries. (3, 4).

Developing human resources is thus the main-
stay of efforts to ensure the adequate operation
of a health system. In fact, “Human resources,
alongside material resources and infrastructure,
constitute the factors for establishing care in a
health system” (Kashala®, 2008). “Given their im-
portance in the organization and especially in the
implementation of healthcare to benefit the com-

munity, it is crucial for countries to strive for a sus-
tainable development perspective of these human
resources for health” (Youssouf Ould Limam)®.

HRH development transcends the administrative
management function of health professionals;
rather, it is a more strategic approach of assess-
ment and recognition of the latter as compelling
and irreplaceable human capital for the provision
of quality healthcare, the sole guarantee of at-
taining the Millennium Development Goals in the
health field. This makes it the benchmark and the
catalyst for the adequate operation of a health
system. (5).

The DRC, like most developing countries, faces
multiple problems in terms of human resources
for health (HRH). These most commonly involve:
inappropriate production not taking any planning
into account, unfair distribution among provinces,
inappropriate retention measures, lack of coor-
dination among national and international actors
and the lack of a reliable system of information on
HRH, including production of substandard health
workers.(6,7).

In 1998, initial discussions on HRH development
in the DRC were held during the country’s partic-
ipation in the HR development strategy for the
WHO region formulated in Lome, Togo. Regarding
this strategy, the DRC set out its first document on
HR development policies, but no implementation
followed. In fact, the country suffered from a leth-
argy due to armed conflicts up until 2006, the year
prescribed by the WHO to health workers.

'Kashala : First Professeur Noir of human resource management lessons, at the School of Public Health of the University of Kinshasa/DRC. In “course module on

human resource management, Academic Year 2008-2009" .

*Youssouf Ould Limam provided the preface for the Development Plan of the RHS of the Islamic Republic of Mauritania ; he is in charge of the Computer-aided

HR Management Office at the Ministry of Health and Social Affairs in this country.
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The participation of countries in international fo-
rums on human resources, particularly in Douala
(with the preparation of the Douala plan in 2008)
and in Kampala (notification of the Declaration of
Kampala), allowed the DRC to identify the major
weaknesses which assailed its human resources
for health system, namely the lack of a reliable
information system on HRH(1, 2). Instead, without
available data on human resources, workers will
be raised without planning and coordination, and
with no guarantee of the quality of training. (8).

This situation prompted the country, via a mul-
tisectoral committee, called “Commission of hu-
man resources for health”, in collaboration with
development partners, GAVI and cooperation
agencies namely JICA, to set up a National De-
velopment Plan of Human resources for health,
HHRNDP for short, since November 2010. This
plan fits into the general framework of the Health
System Reinforcement Strategy and the National
Plan of Health Development of the country, which
retained HRH development as one of the strategic
priorities to support the development of ZS. In
fact, the development of human resources is one
of the key aspects of the health system reinforce-
ment strategy (5,7).

Moreover, the HHRNDP-DRC, for its part, retained
the reinforcement of the intra- and inter-sector
partnership in the HRH sector as a strategic priority.
It commences, among other things, with the cre-
ation of a framework for dialog with all stakehold-
ers (MESU, users, unions, orders and professional
associations...) (1,6).

In view of the implementation of Planning, a
Project of the Ministry of Health initiated by the
Management responsible for Human Resources
(D1) partnering the Japanese International Coop-
eration Agency (JICA) entitled: “Project to Support
the Development of Human resources for health
(PSDHHR)” was established. The main activities
of the project, including clarifying the content of
activities performed by national and internation-
al partners intervening in human resources for
health and sharing information between stake-
holders were retained as priorities (9).

To ensure feasibility, a process to set up the Na-
tional Observatory of Human resources for health
(NHWO) was launched within the Ministry of
Public Health thanks to technical support pro-
vided by the WHO. This set up should proceed in
stages, the most important of which consists of
the identification, analysis and involvement of all
stakeholders involved in the HRH issue. The first
sector of this stage was completed since August
2011, with the adoption of job description by the
NHWO, involving preparation of the list of stake-
holders committed and allocation of roles for each
of them to play in this process.

This should lead to the second sector, which
consists of analyzing stakeholders to clarify the
content of their respective activities related to
the development of human resources for health
with a view to improved involvement. Therefore,
it proved necessary to embark on a study, in the
form of a survey, initiated among all stakeholders
to facilitate analysis and preparation of efforts to
map stakeholders. This is the context to the pres-
ent study report.
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1.2. Conceptual framework

The analysis of stakeholders for the development
of Human resources for health in the DRC, was
conducted with regard to the elements of the
Human resources for health development system
such as illustrated in the conceptual model below:
(House Model)

Health system to
meet public needs

<Production> <Appropriation> | |<Retentions>
Establish R i IConti training

Career management |  Coordination
[Working condition,
incentives

E
Monitoring Instructors Deployment
Students Private sector

[ POTicy and planning

| Legal and regulatory framework |

capacity

Finance |
Available human resources |

Figure 1: Conceptual model of HRH development " House Model” (10).

The conceptual framework above shows a health
system which responds adequately to the needs of
the population like the framework of an organiza-
tion which must be constructed on a cornerstone
of available human resources, of high quality and
in sufficient quantity.

To achieve this, the HRH development must itself
be built on its three main pillars, namely produc-
tion, deployment and retention. Those, in turn,
must be founded on an effective policy and plan-
ning, a consistent and well-adapted judicial and
regulatory framework, a reliable and concrete
system of funding and institutions with reinforced
capacities. All architecture constructed in this
manner should be supported by a coherent and
functional coordination and dialog mechanism in-
volving all stakeholders.

1.3. Objectives

The objectives pursued in this study are given be-
low:

a) General objective:

Establish an inventory of stakeholders in-
volved in the development of human re-
sources for health in the DRC.

b) Specific objectives:

1. Analyze stakeholders, monitoring their
mandates/missions and their respective
priority areas in HRH in the DRC.

2. Analyze the stakeholders according to
their activities in HRH and their areas of
engagement in the HRH development pro-
cess.

3. Compare stakeholders according to their
areas of interest in this process.

4. Map out details of all stakeholders in the
Health Human Resource development
process.

5. Analyze the HRH development system of
the DRC via the key informants.

6. Formulate recommendations.
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2. STUDY METHODOLOGY

The methodology followed in this analysis is the
same as that used for qualitative studies. In fact,
it comes into its own when used for an analysis of
stakeholders as a tool to identify the needs, issues
and/or interests of the various parties concerned
by what is often too wide a question, based on the
model of the development of human resources for
health. The goal here is to improve understanding
of the areas of interest and mutual perceptions
for the development (11, 12). Nevertheless, be-
fore proceeding with the qualitative analysis,
some qualitative data were also collected with the
intention of measuring simple indicators.

The SD 21000 standard (Sustainable development
for the 21st century) defines the “relevant parties
or stakeholders” as “any individual or group which
may affect or be affected by, directly or indirectly,
in the short- or long-term, by strategies, actions,
messages (and their consequences), that the or-
ganization implements to attain its objectives”.
More recently, the ISO 26000 standard on societal
responsibility invites companies to identify their
“stakeholders”: “The stakeholders are the organi-
zations or individuals which have one or more in-
terest/s in a decision and any activities performed
by an organization”. They may also provide genu-
ine development opportunities for the organiza-
tion(13).

2.1. Type of study

It is a cross-sectional study with descriptive inten-
tion primarily based on qualitative methods.

2.2. Site of study

The study concerns all three levels of the health
pyramid of the DRC. However, this report centers
on collected data mostly in Kinshasa, provincial
city and capital of the DRC. In fact, this first sec-
tion of the analysis of stakeholders focused ini-
tially on Kinshasa; based on the idea that starting
with Kinshasa, which is at the center of the health
system and which encompasses almost all head
offices of official institutions active in the country,
this would allow information on most stakeholders
operating in the country to be obtained. Lessons
learnt from the survey in Kinshasa could allow
the scope of the analysis to be extended to other
provinces subsequently.

2.3. Population of study

The population of this study constitutes all stake-
holders involved in the area of human resources
for health.

At a central level, the study targeted the Ministry
of Public Health (MPH), namely the Secretari-
at-General, as the administrative authority and two
other central divisions, namely that responsible
for studies and planning (D7) and that responsible
for partnership (D12). The three Management
arms of MPH directly involved in HRH, namely
the Management of General Services and Human
Resources (D1), the Management of the Teaching
of Health Sciences (D6), and the Management of
Continuous Education (D11), as integral compo-
nents of the research and/or analysis team, were
not targeted by the analysis.
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The other Ministries involved in HRH were also
targeted, namely, the Ministry of Higher and Uni-
versity Education (MIHUE), Ministry of the Civil
Service, Ministry of Labour, Employment and
Social Benefits, Ministry of Planning, Ministry of
Finance and Ministry of the Budget.

Furthermore, the other stakeholders, particularly
the training institutions, the private and religious
sector, the orders, unions and associations of
health professionals, development partners, and
some NGOs were also involved in this analysis.

2.4. Variables, indicators and expected results

In the course of this study, some variables of inter-
est were analyzed, including:

eCategories of stakeholders involved in HRH de-
velopment in the DRC.

eLevels and priority areas of stakeholders in the
health system.

eAreas of interests of stakeholders in the HRH
development process;

eNature of available resources for stakeholders
to support the HRH development process.

eLevel of interest of stakeholders in the HRH de-
velopment process.

Indicators:

The analysis allowed us to measure certain indica-
tors; such as:

eNumber of stakeholders involved in the HRH
Development process.

*Proportion of stakeholders by level of interven-
tion in the health pyramid.

eProportion of stakeholders by areas of inter-
vention.

eNature of information on HRH available from
stakeholders.

eList of main actions of stakeholders by level of
intervention.

eExistence of mapping of stakeholders imple-
menting the HRH Development.

Main study results:

*Mapping of information on HRH linked to the
prepared NHWO.

e Mapping of stakeholders: localization, seniority
and areas of interest in the HRH, available.

eQualitative analysis of the HRH development
system implemented.

2.5. Sampling
a. Sampling technique:

Based on a previously drawn-up list of stake-
holders having participated in the preparatory
workshop of the National Health Workforce
Observatory (NHWO), the research team
members used brainstorming to complete the
list, while ensuring all categories of stakehold-
ers involved in the issue of human resources
for health were represented. In fact, given the
multisectoral nature of the structures involved
in human resources for health, it was a matter
of ensuring all sectors could at least be rep-
resented in the sample analyzed, namely, the
public sector, private sector, religious, civil so-
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ciety as well as development partners.

The ideal was to list up the stakeholders visit-
ed using the snowball sampling technique but
constraints of time, namely just two weeks
in which to collect data, did not allow sorting
to proceed. In other words, the sampling was
performed out of convenience, made up ac-
cording to professional networks.

b. Choice of key informants.

In the course of the workshop for adoption
of job discription of NHWO, each stakehold-
er structure designated a focal point, which
would represent it within this forum. The latter
was officially identified as a target to respond
to a questionnaire concerning its holding struc-
ture.

For stakeholders not having participated in this
workshop, the contact person was the manag-
er of the targeted structure or similar around
the same, who guided the investigator on the
ground.

As regards key informants for the qualitative
analysis of the HRH development system, this
was chosen based on a profile: their knowl-
edge, experience and responsibility in the re-
search, training and/or management of human
resources for health. A shortlist of 14 infor-
mants was compiled, 10 of which were found
and 4 were unavailable.

c. Size of the sample

In total, the scope of this analysis included

meeting with 41 stakeholders, 31 of whom
responded to the questionnaire survey tar-
geting their structures as stakeholders and 10
key informants who were interviewed in depth
about the HRH development system of the
country.

Among these stakeholders, two were por-
trayed using two types of tools via two dif-
ferent respondents, namely, one focal point
having responded to the questionnaire survey
as a structure stakeholder, and a key informant
who was passed on to the interview guide. (see
diagram of stakeholders grouped according to
the tool used to collect the data, lower, in the
results section). From here, a difference is seen
in the addition, namely 39 stakeholders, in the
mapping of annexed data.

2.6. Data collection techniques

As already detailed above, the data used for this
analysis were collected by two main techniques,
namely, documentary review and questionnaire
interviews and by an interview guide based on
target informants.

The documentary review allowed a summary of
the background to the evolution of the develop-
ment process of human resources for health in
the DRC as well as the major challenges it faces at
this time. To do so, a certain number of normative
and other documents were reviewed and the in-
formation within was summarized and used in the
introductory section of this report.

The directed interviews, meanwhile, were con-
ducted using a pre-established questionnaire sur-

THZAIL - LiR—k vol.04 RBEAMBERERATLDITETILERER LEIZBTSER 71



vey, intended for the structural analysis of stake-
holders for the observatory of HRH. This tool is set
out in the annex of this report.

The conversations or semi-structured interviews
with key informants were conducted using an in-
terview guide. (See tool in annex).

To guarantee the quality of the collected data by
interviews, interviewers were briefed for two days
on the methodology of how to conduct interviews
(qualitative method) and on the data collection
tools; this briefing also allowed supervisors to
ensure that all interviewers had the same under-
standing of the importance weighted on different
questions based on role-playing games in the
classroom with feedback. Finally, the tools were
pretested with the intention of perfecting their
formulation.

Aiming to maximize the potential information
provided by the key informant, each interview
was conducted by three interviewers, namely one
main interviewer and two note-takers. The study
did not use recordings to avoid any misunder-
standing on how such recorded information would
be used on the part of the interviewees.

In total, the data collection lasted two weeks and
was performed by a team comprising 12 inter-
viewers divided into 4 groups of 3 interviewers by
work team. The 3 initial teams were tasked with
collecting data from stakeholders with the ques-
tionnaire survey, while the fourth team was ear-
marked to conduct the semi-structured interviews
with the key informants. The interviewers were
accompanied on the ground by a team of supervi-

sors, including two Central managers of MPH and
a JICA consultant.

2.7. Data processing and analysis

After having collected data on the ground, the
interviewers should consult at the end of the day
to compile the notes for the interviews completed
and/or duly complete the questionnaire survey.
These field notes should be entered before being
passed on to supervisors, who should validate
them before passing them onto the consultant for
compilation.

Once all the entered questionnaires have been
collected, all data of the structural analysis were
centralized in a summary matrix, bringing together
the main questions and their responses for each
stakeholder. This file, which was created in Excel,
was debugged to reduce typing and transcription
errors as far as possible and then used as the base
document for analyses performed on the collect-
ed data. Moreover, the quantifiable information
was summarized using the cited statistical meth-
ods: frequency, percentage, etc. to calculate the
relevant indicators.

The data collected via semi-structured interviews
with key informants, meanwhile, was subject to
manual qualitative analysis.

In fact, an analysis team comprising 7 persons
was assembled, including interviewers having col-
lected the specific data in question (namely, the
3 interviewers of group 4), D1, and three public
health experts, of which 1 short-term Japanese
consultant, the head of the PSDHHR project and 1
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Congolese consultant.

Following a careful reading through all the inter-
view notes, the team proceeded to the identifica-
tion of concepts, and labeling, coding and group-
ing the same before the analysis in real terms got
underway.

The information thus compiled allowed the main
tendencies of the points made by informants to
be aired, also by category, from which useful les-
sons could be learnt. Nevertheless, attempts were
also made to respect the terms, points and key
words or verbatim responses used by respondents
to preserve the original flavor of the same.

Moreover, to create schematic representations
of the qualitative analysis results, the Mindjet
Mind-Manager 9 software package was used.

In absolute terms, all the information analyzed al-
lowed the results of this analysis to be presented
in the form of a narrative report, summary tables,
graphics, and finally mapping of stakeholders in
relation to the conceptual framework of the study.

2.8. Timetable of activities

The activities performed as part of this study were
initiated from August 2011, with the assembling
of the research team and the preparation of the
draft list of stakeholders to visit.

This is followed by the recruitment of a consultant
who should support the team already assembled
by members of the Ministry of Health and those
of JICA, to prepare the study protocol, the data

collection tools as well as a combined timetable of
activities. This preparatory period lasted nearly 3
months; from September to November 2011. The
activities summarized in the timetable are those
included with effect from the finalization of the
protocol and the data collection tools until the
submission of the final study report. (see timeta-
ble of activities below).
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2.9. Ethical considerations

Given that this analysis started with the collec-
tion of data from human subjects, primarily by
interviews, ethical considerations were taken into
account, in this case, those concerning the 3 fun-
damental principles of respect for the individual,
respect for benefaction and for justice.

In fact, reflecting our respect for human rights,
we obtained the verbal and voluntary consent of
interviewees to respond to the study questions.
Their right of refusal to respond to our interview
was respected. Furthermore, they were assured of
confidentiality of the information provided to us
as follows: “the names of interviewees will never
be associated with their contacts and will not be
included in any report of this analysis”. Moreover,
to provided even more reassurance of confidenti-
ality, it was decided to avoid using recorders when
collecting information for this study since the re-
sults of the analysis will not be used for reasons
other than those cited in the context, namely,
those facilitating coordination of the actions of
stakeholders harmoniously in terms of alignment,
efficacy and efficiency of interventions made as
part of National Development Planning of human
resources for health.

The principle of justice was respected for selecting
all the categories of stakeholders and administer-
ing them all with the same questionnaire.

In addition to taking into account these three fun-
damental ethical principles, interviewees were
reminded that the study did not involve any signif-
icant ethical risk. Furthermore, the stakeholders

would be the prime beneficiaries of adjustment
measures resulting from this analysis.
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3. STUDY RESULTS

The study results in “analysis of stakeholders in
HRH development in the DRC” are collected in two
sections based on the tool used to obtain them.
The first section known as the “structural analysis
of stakeholders” summarizes the results of struc-
tures analyzed via the questionnaire survey. The
second section presents the results of the quali-
tative analysis of the HRH development system,
scanned using in-depth interviews with key infor-
mants.

In the first section below, apart from the char-
acteristics of the sample, the study results are
presented in three sections, namely general infor-
mation, the characteristics of stakeholders con-
cerning the HRH and finally their interest in the
HRH development process in the DRC.

3.1. STRUCTURAL ANALYSIS OF STAKEHOLDERS
3.1.1. CHARACTERISTICS OF THE SAMPLE

The stakeholders visited are presented in table
1 below, which shows their spread by category.
Based on the group to which they belonged, the
stakeholders were divided into seven categories
namely:

The Ministries/Central ministry departments;
Specialized state services;

Training institutions;

Medical departments of religious orders;
Orders, unions and Professional associations;
Partners, Donors, NGOs and others.

A.Table 1: Number of stakeholders surveyed by category

No. |Categories of stakeholders Number | Percentage

1 |Ministries/Central departments of Ministries. 10 25.60%

2 |Specialized state services 5 12.80%

3 |Training institutions 6 15.40%

4 | Medical departments of religious orders 3 7.70%

5 |Orders/unions and Professional associations 7 18.00%

6 |Partners, Cooperations, 6 15.40%
Donors and NGOs

7 | Others 2 5.10%
Total 39 100%

The table shows that the those responding to
the study came from 7 structural categories of
stakeholders. These are Ministries, their General
secretariats and/or Central departments (25.6%),
Specialized state services (12.8%), Training insti-

tutions (15.4%), Medical departments of religious
orders (7.7%), Orders and Health professional as-
sociations (18%), development partners, donors
and NGOs (15.4%), and others (5.1%).
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B. The distribution of stakeholders based on the tool used for collecting the data

Figure 2: Stakeholders and key informants interviewed

Key

Stakeholders

informants
DSP (MPH)
D12

Min. Plan SG/MPH

SG/MPA
DSP/MIHEU
WHO/RDC
DPS/KIN
DOMW
NMC
UCK

Min. Budget
Min. Finance
Min. ETPS

ESP/
Unikin

CSTS/

AFDRC /health Monkole

CNRT

CCC/SANRU
KHD

NUD
NUPC

NUDS
NUEAESS DPSD/
Unikin

NANC

AHAM N 3.1.2. GENERAL INFORMATION ON STAKEHOLDERS

BTC

JICA HITEM . . . .
UNEPA In this paragraph, some general information is

provided on stakeholders visited. This information
primarily concerns their mandates and/or mis-
sions in the DRC, their priority areas or those of
interest in general as well as the spread of their
service scope nationwide.

Benelux Afro-Center
OCM

The above diagram illustrates the spread of re-

spondents according to the tool used to collect 3.1.2.1. Areas of intervention and interest of
the data. In total, 31 entities were surveyed via stakeholders by category

a questionnaire targeted at their structures, and

10 were questioned with an interview guide in Before specifying the activities performed by
the capacity of key informants. Moreover, the stakeholders directly linked to HRH, there was a
diagram shows 2 stakeholders who were target- need to explore their areas of priority or of gener-
ed with two types of tools simultaneously. These al interest in the DRC. Table Nos. 2, 3, 4, 5, 6 and
are two training institutions: the School of Public 7 give a description of the main areas of priority
Health of the University of Kinshasa (ESP/UNIKIN), and interest by categories of stakeholders, such as
and the Training Support Center of Monkole (CE- received from interviewees on the ground.
FA-Monkole).
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Table 2: Description of missions and priority areas of Ministries and Central departments visited

No. Stakeholder Missions DRC Areas of mte.rventlon or
general interest
DSP/ 1.Prepare a macroeconomic diagnosis of the health sector; | - Planning
MPH(D7) 2.Prepare, monitor and evaluate macroeconomic and sec-| - Studies
toral policies, strategies and plans, projects and health| - Reform
1 programmes - Mobilization of resources.
3. Prepare and/or update legislation on procedures to pre-
pare the framework law and the Hospital Act...;
4. Promote the partnership for the mobilization of resources.
Management of|1. Manage partners administratively and technically. * External partnership (coop-
Partnership/MPH eration agencies and inter-
5 (D12) national NGOs;
Internal partnership/na-
tional NGOs;
- Intersectoral collaboration
Ministry of the ESU/ | The Ministry of the ESU has a triple role: Higher and university edu-
Secretariat-General | 1. Teaching, cation
3 2. Research (fundamental, operational, applied) and * Research
3. Service for the community (which includes professional| - Services to the community
support for young graduates).
Ministry of 1. Planning of socioeconomic development of the DRC (the| - Intersectoral coordination
Planning main mission); - Investments and devel-
4 2. Technical coordination of all interministerial committees| opment projects/pro-
working in the development sector; grammes.
3. Monitoring and evaluation of all development projects. |- Monitoring/evaluation
Ministry of 1. Preparing the State budget - Identification of number of
the Budget 2. Preparing and monitoring the budget. executives and state offi-
5 cials;
* Preparation of budget en-
velopes.
Ministry of Finance | 1. Management of public State finances in various forms:| - Finances.
6 mobilization of receipts, exchange rate, currency moni-
toring, framework for expenditure, etc."
Ministry of the La-|1.The Ministry deals with national policy for employment| - Employment
7 |bour, Employment| and benefits or social security. - Social security
and Social Benefits
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NB: The official duties of all Ministries of the DRC are stipulated in Ordinance No. 08/074 of 24 December,
2008. (see Official journal of the DRC).

Table 3: Description of missions and priority areas of Specialized state services visited

No. Stakeholders Missions in the DRC Areas of mte_rventlon or
general interest
National Institute|1. Produce and distribute encrypted data (statistics) in the| - Production of statistics
01 | of Statistics (NIS) DRC
2. Train personnel in statistics.
National Employ-|1. Produce statistics on workers (as an adviser to the State).| - Employment
ment Office(NEO) |2.Manage databases concerning jobseekers, employee
needs or employment markets and possible resulting job
placements."
02 3.Dealing with unemployed (jobless): Receiving offers of
employment; Intervention in social security (health and
education); recommendation from Employers as re-
quired)
4. Certifying contracts from employers.
Department of Mi-|1. Management of national frontiers (main mission); - Safety
gration (OM) 2. Control of stays of foreigners/expatriates; Issuing visas to | - Education, training
foreigners; - Health
03 3.Management of repatriated refugees (in tandem with
the High Commission for Refugees);
4.Collaboration with Interpol or International Police (as a
member).
Health Services|1. Help improve health and food safety of servicemen by| - Basic training of A2 nurs-
Branch/AFDRC reducing morbidity and mortality and physically and| es and combat stretch-
mentally boosting troops, particularly during military op-| er-bearers.
04 erations. - Readying troops for com-
2. Facilitating reconciliation between army and public by| bat.
relief actions for the population in the event of catastro-| - Relief for the population.
phes.
Congolese National| 1. Inform, train, educate and entertain the Congolese pub-| - Audiovisual press
05 Radio and Televi-| lic - Communication broadcast
sion and television
(RNTC)
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Table 4: Description of missions and priority areas of training institutions visited

No. Stakeholders Missions in the DRC Areas of mte'rventlon or
general interest
Department of 1. Teaching of population sciences (Demography) and of | - University teaching;
Population Sciences| development (Economics, etc.): * Research in all areas linked
and Development| a. Methods of collecting, monitoring and evaluating proj-| to the population.
(DPSD)/UNIKIN ects and programmes, analyses of sociodemographic
data;
b. Analysis of sociocultural, environmental and economic
factors affecting the population and analysis of influ-
01 ences of the various demographic components on
development;
2. Research:
a. Fundamental research covering varied themes and
b. Applied research targeting the service to the com-
munity (Preparing policies in the area of population,
Evaluation of programmes and projects, Consulta-
tions, sub-contracting, etc.).
School of Public 1. Training of health workers of the DRC and elsewhere * Training;
Health of the 2. Research into health; - Research;
02 [University of 3. Assistance to the community (reinforcing the capacities| - Social intervention.
Kinshasa of the MPH in areas combating HIV, monitoring avian flu
(ESP/UNIKIN) and Monkey-Pox; etc.).
Kinshasa University [ 1. Provision of tertiary care,
Hospitals (BTC) 2. Basic training and training courses for students studying
03 .
medicine and at the ISTM;
3. Training during employment.
Higher Institute for |1. Train quality nursing staff (multi-skilled nurses and mid- | - Training of HRH in the care
04 [Nursing Services| wives); sector.
(1SSI) 2. Contribute to the ongoing training of nurses.
Higher Institute of |[1. The training of nurses at secondary level (A2), higher| - Training and follow-up of
05 |Medical Technical level (A1) and laboratory technicians. pupils and students in hos-
Teaching (HITMS) pitals.
Center de 1. Ensure ongoing training of health professionals based at| - Coordination of medical
Formation and the Monkole Hospital Center; training activities;
06 o L . - . . .
Support Sanitaire | 2. Ensure post-university training of nurses, lab technicians, | - Fight against sickle cell;
(CEFA) Monkole etc. * Practical laboratory work.
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Table 5: Description of missions and priority areas of medical departments of religious orders visited

No.| Stakeholder Missions in the DRC Areas of intervention or
general interest

Diocesan Office of |[1. Coordinate health services in line with national and pas-
01 Catholic Medical toral policy of the Catholic church.

Work (DOMW). 2. Promote access to healthcare to the poorest sector of

the population in Kinshasa and its surrounding area

Church of Christin | 1. Restore the health of the Congolese public * Health of the population
02 the Congo/Project by PHC with three main

Health Rural (CCC/ areas: malaria, HIV and

SANRU) vaccination.

Kimbaguist De- 1. Participate in the State health campaign - Basic training (ITM and
03 E)artm”ent of Health medical faculty);

KHD Setting up hospitals and
health centers.

Table 6: Description of missions and priority areas of orders and associations of health professionals vis-

ited
No. Stakeholder Missions in the DRC Areas of mte_rventlon or
general interest
National Union of |1. Defend the interests of all member doctors; - Socioprofessional aspects
01 |Doctors (NUD) 2. Protect the medical profession against charlatans; of doctors (remuneration,
3. Organize cultural activities for doctors. working conditions).
Order of doctors/ | 1. Including doctors in the order before engaging in profes-
National council of sion (requirement of the Law);
02 the Order of doc- | 2. Ensuring compliance with medical deontology; the order
tors (NMC has the power to sanction doctors either by apportion-
ing blame, temporary suspension, suspension or striking
them off.
National Union of |1. Defend the interests of the pharmaceutical profession/| - Constitution of the union
Pharmacists of the professional union. in federations according to
03 Congo (NUPCQ) institutional affiliation

- Continuous training
- Partnership for ongoing

training
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04

National Union of
Dental Surgeons
(NUDS)

1. Defend the social benefits of members;

2. Monitor changes in membership numbers;

3. Check diploma qualifications (authentication of academ-
ic titles).

- Ongoing work training for

members;

- Verification of academic

title before posting by the
Ministry.

05

National Associa-
tion of Nurses of
the Congo (NANC)

1. Gather together nurses in their capacity as professionals
and ensure their awareness of professional, deontologi-
cal and ethnic issues;

2. Offer training during employment, seminars and studies;

3. Establish partnerships with national and international
organizations.

4. The main mission involves protection of the nurse’ s
job.

- Sectors of care in pediatric,

surgery and obstetric care
etc.;

- Interventions for HIV/

AIDS, and other infectious
diseases (malaria, TBC..)
in collaboration with part-
ners;

- Interventions in the zoo-

nosis in collaboration with
FIS (Federation In Health).

06

National Union of
Executives, Agents
and Employees

of Service Sectors
(NUEAESS)

1. Defend its affiliates, collectively and individually;

2. Protect their employment and promote their sociopro-
fessional and moral interests aiming to constantly im-
prove their working conditions and standing in life.

* Working and social condi-

tions in view of the reten-
tion of unionized employ-
ees.

07

Association des As-
sociation of Health
structure Manage-
rial administrators
(AHAM).

1. Contribute and help facilitate intellectual and social pro-
motion of members.

2. Lead members;

3. Defend the interests of members.

- Actions on members who

are Management Admin-
istrators of health institu-
tions.

Table 7: Description of missions and priority areas of partners, Donors and NGOs visited

No.

Stakeholder

Missions in the DRC

Areas of intervention or
general interest

01

World Health Orga-
nization/DRC-Kin-
shasa (WHO)

Institution of the United Nations, having a support man-
date at the Ministry of Health: “We are so to speak, an ad-
viser of the MPH, and provide it with logistical support” .
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02

Belgian Technical
Cooperation (BTC)

The BTC is an agency for funding bilateral cooperation in
the form of projects in various sectors not for profit.

- The BTC intervenes in ar-

eas of health, agriculture,
roads, bridges, ferries,
teaching and good gover-
nance projects.

03

Japanese Interna-
tional Cooperation
Agency (JICA)

1.
2.

Cooperation: bilateral,

Technical cooperation: non-refundable financial aid,
construction of infrastructure; training courses in Japan
for Congolese in multiple areas, and other modalities of
funding or refundable loans.

- Public health (HRH and

health establishments)

* Professional training
* Road infrastructures (urban

roads),

* Urban water supply,
+ Safety: support for training

of police and judiciary;

* Environment.

04

United Nations
Population Funds
(UNFPA)

1

. Promote the rights of each woman, man and child to live

with good health and enjoy equal opportunities;

. Assist countries which use data relating to population

to devise policies and programmes for efforts to reduce
poverty and help ensure that each pregnancy is wanted,
each childbirth is safe, young people do not contract
HIV/AIDS, each girl and woman is treated with dignity
and respect.

- Universal access to health

in the area of reproduc-
tion, including family plan-
ning and sexual hygiene;

* Support for population and

development strategies;

* Promotion of awareness

of problems of population
and development;

* Advocating the mobilization

of resources and Political
will to succeed in this area.

05

United States Agen-
cy for International
Development
(USAID)

. Promotion of peace and stability in the DRC;
. Contribution to establish viable democratic institutions

in the DRC;

. Macroeconomic growth and stability ;
. Intervention in social security (basic social services:

health and education);

. Intervention in humanitarian crises (epidemics, volca-

noes...);

. Diplomatic field; etc.

* Training
- Research;
- Intervention to benefit the

population;

* Peace and security (social

stability);

* Health (70% of the budget);
* Economic growth;
+ Social protection

(vulnerable groups)

- Education (primary and

secondary).
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06

Benelux Afro-Cen-
ter

1. Ensure support for the reform of the HRH management
with the expertise of the Congolese diaspora;

2. Ensure support for computerization of the health sector;

3. Ensure institutional reinforcement of health NGOs;

4. Ensure reinforcement of the role of civil society organi-
zations in the health sector;

5. Ensure efforts to combat the digital divide in the social
sector.

 Health;
* Social area (efforts to com-
bat the digital divide).

Table 8: Description of missions and priority areas of other stakeholders visited

No. Stakeholder Missions in the DRC Areas of mte'rventlon or
general interest
Observatory of 1. Self-regulation of media with the role of: - Media: Pedagogical role of
Congolese Media | 2. Helping enrich the public with educational programmes journalists.
01 [(OCM) 3. Helping journalists do their jobs professionally;
4. Policing the media (while ensuring compliance with the
code de deontology of Congolese journalists).
Provincial division |1. Intermediary level of the health system, responsible for
02 |of health/Kinshasa technical and logistical support - on a peripheral level
(ZS) in the provincial city of Kinshasa.

To depict the actual scope of the field on which
this analysis is based via the structures visited, fig-
ure 3 below shows the distribution of frequency
of stakeholders according to the spread of their
service scope nationwide.

3.1.2.2. The service scope of stakeholders visited
throughout the provinces.

The study focused on specifying the scope of ser-
vices offered by stakeholders visited in Kinshasa,
aiming to obtain a relatively precise overview of
the scope of data collected by reports nationwide.
Therefore, the question was raised to determine,
as of the day of the survey, in which national prov-

inces the services of the stakeholder structure
were offered? Table 9 below summarizes the in-
formation.

Table 9. Frequency of the scope of services offered
throughout the provinces

Spread of the offer via the

. . Frequency | Percentage
national provinces
All provinces 22 71
Some provinces 9 29
Total 31 100

The table above shows that of the 31 stakehold-
ers visited, 22 (71%) offered their services in all
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national provinces including the provincial city
of Kinshasa, against 9 (29%) of whom, who only
offered services in some provinces as well as Kin-
shasa. The details on the provinces covered by
each of the stakeholders are listed in the annexed
summary table of mapping.

3.1.3. CHARACTERISTICS CONCERNING HRH

As regards human resources for health (HRH), the
survey explored multiple elements of stakehold-
ers.

Among other things, areas covered included the
types of information at their disposal concerning
HRH, the activities each of them performed and
their seniority in the work for human resources
for health .

The analysis also sought to specify the current lev-
el of intervention and/or the activity of stakehold-
ers in the health system of the country; whether
they encompassed provincial branches capable
of offering equivalent services to their central of-
fices/services in Kinshasa and finally, the services
they offered for the Ministry of Public Health con-
cerning the ongoing reform of human resources
within this Ministry.

The results corresponding to all this information
are listed in tables 10, 11, 12, and 13 below.
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3.1.3.1. Information available from stakeholders

on HRH

Table 10: Types of information offered by stake-

holders on HRH

Types of information Frequency Percentage
offered (n=31)
On training 26 83.9
On use 17 54.8
Others 16 51.6
None 2 6.4

The table above shows that the stakeholders vis-
ited had more information on HRH training itself
(83.9%) rather than its actual use (54.8%). This
also reflects the far greater interest in training
compared to that for its use. However two stake-
holders visited (6.5%) declared that they did not
have any information concerning the HRH, namely
the OCM and the Min. of the Budget. In fact, the
observatory of Congolese media as well as the
Ministry of the Budget did not engage in any activ-
ity directly targeting HRH.

Apart from these two types of information, more
than half (51.6%) of the structures visited indicat-
ed that they also had other information, details
of which are listed in the summary tables of infor-
mation concerning the NHWO in annex. Neverthe-
less, for information, here is a summary of some
other information available from stakeholders:

P Information on staff numbers in various cat-
egories of HRH and the different promotions
of degree-qualified health workers since
1984 (USAID, ESP)

P Information on unmet needs for qualified

85



&¥ 3. Study Report on Stakeholder Analysis in the Development of HRH in the Democratic Republic of the Congo

personnel in Bandundu (DPSD);

P> Statistics on the categories and movements
of nurses (ISSI);

P Bank of data concerning human resources
applying for employment in all categories
combined (NEO);

P Migratory movements of HRH (OM);

P Information on active and deceased phar-
macists (NUPC)

P Information on the job profile to facilitate
the selection of civil service officials (BTC);

P A databank on HRH of the Congolese Dias-
pora (BENELUX AFRO CENTER) etc.

3.1.3.2. HRH activities performed by stakeholders

Figure 5: Activities performed by stakeholders concerning the
HRH as percentage
l Others
Usage 46,2 Usage
W Training
Others 76,9
0 20 40 60 80 100

The graphic above shows that in terms of HRH,
the stakeholders visited engaged in more activities
concerning training (64.1%) than those concerning
usage (46.2%). It also transpired that apart from
the activities concerning training and usage, other
types of activities were performed by nearly 77% of
stakeholders, summarized in the paragraphs below:

1° Activities concerning the control of staff:
inventories of active personnel (SG/MPH and
WHO), HRH staff active in the catholic religious

network (DOMW), the registration of doctors
in the table of the order (NMC), number of
unionized employees among health service ex-
ecutives and officials (NUEAESS), etc.

2° Activities concerning the viability of HRH
training establishments and programmes: Sur-
vey of viability of secondary and superior level
training establishments performed with the
JICA support (SG/MIHUE), project to support
the training programme of the midwife branch
with the UNFPA and USAID (DSP/MIHUE).

3° Activities concerning the reinforcement of
HRH capacities by specialization, recycling, and
refresher training courses and/or the awarding
of grants for doctorate (USAID, UNFPA, ESP/
Unikin, BTC) and training of ZS executives and
community liaisons in PHC (CCC/Sanru, KHD ).

4° The partnership for HRH development: co-
operation contract with MPH/Human resourc-
es department for collaboration with HRH of
the diaspora (Benelux Afro-Center), partner-
ship for the training of executives (General
Health Service Management of AFDRC) and
partnership for ongoing training of pharma-
cists (NUPC).

5° Other specific activities of certain stakehold-
ers, particularly the recording movements in of
HRH (OM), recording of jobseekers and appli-
cants placed among HRH(NEO), etc.
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3.1.3.3. Mapping of stakeholders according to
their seniority involved in HRH work

Table 11: Seniority of stakeholders visited by age

Figure 7: Level of intervention in the health
system as percentage

3,2

W Central, intermediate and peripheral

M Central and intermediate

I Central and peripheral

M Only central

7 Only intermediate

ranges
Age range/number of Frequency Relative
years frequency
0to9 9 29
10to 19 8 26
20to 29 6 19.5
30to 39 4 13
40to 49 1 3
50 and more 2 6.5
ND*? 1 3
Total 31 100

The table shows that of the 31 stakeholders vis-
ited, only 9 (29%) had less than 10 years of se-
niority, while 1 (3%) did not specify seniority. In
contrast, all others (21) had seniority of more than
10 years in their work for human resources for
health, among which, 2 for more than 50 years.

The data received shows significant variation in the
seniority of stakeholders involved in HRH work. The
average age is 19.2 years, peaking at 52 years and
with a minimum of 0.7 year (namely 8 months). It
was seen that among MPH partners, the USAID (ex-
ternal partner) and religious orders (internal part-
ners) already have a history of more than 30 years
spent involved in HRH work in the DRC.

The response to the question posed to determine
the level at which the stakeholders visited actually
intervened in the health system of the country in
terms of HRH is shown in figure 7 below.

The figure shows that most stakeholders visited
intervened at all 3 levels of the health system at a
time (58%), others intervened in at least 2 levels,
including the central level (nearly 39%); only 3%
(one single stakeholder) who only intervened at
an intermediary level.

3.1.3.4. Stakeholders with offices throughout the
provinces

Table 12. Existence of provincial branches among
the stakeholders visited

Stakeholders Staff Percentage
With provincial branches 20 64.5
Without provincial 1 355
branches
Total 31 100

The table above shows that of the 31 structures vis-
ited, 20 declared that they had provincial branches
capable of providing services equivalent to others
at a central level, namely nearly 65%, compared to
11(35%) who did not. Related details are listed in
table 12 below, bringing together by category the
stakeholders with and without provincial branches.

*ND* : not done= pas des données.
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Table 13. Spread of stakeholders according to the
number of provincial branches owned

Categories of With provincial | Without
stakeholders branch provincial
branch
Ministries/Central |D12, PLAN, DSP/health,
Divisions BUDGET, MIHUE,
MEWSW Finance
Specialized state | NIS, NEO, OM, |CNRT
services AFDRC/Health
Training ISSI/Monkole, |DPSD/UNIKIN,
institutions CEFA, HITMS ESP/UNIKIN
Medical/religious |CCC/SANRU,
services KHD
Orders and NUD, NUDS,
Professional NUPC,
associations NUEAESS,
NANC, AHAM.
External partners, |UNFPA USAID, BTC,
Donors and NGOs JICA,
BENELUX- AFRO
Others OCM

The table above reveals that all Medical depart-
ments of religious orders as well as Orders and
Health professional associations, have provincial
branches which can perform work equivalent to
their central divisions in Kinshasa. Furthermore,
apart from the UNFPA, the main development
partners and donors with an interest in the HRH
issue, along the lines of USAID, JICA, BTC..., cur-
rently lack provincial representations capable of
completing tasks equivalent to their Central de-
partments in Kinshasa.

3.1.3.5. Types of services to be provided at the
Ministry of Public Health

Table 14. Distribution of frequencies of services to
be provided by types

Types of services |Frequency of |Percentage
to be provided responses (n=31)
Expertise 25 80.6
Finance 4 13

Material support |5 16.1
Others 18 58.1

The table above shows that most of the stakehold-
ers visited provide expertise to MPH (80.6%); but
are lacking in terms of material support (16.1%)
and funding (13 %) for HRH development. The
graphic below better illustrates this result.

Figure 9: Services to be provided at
MPH concerning the HRH
100,0% 1 8o 6%

A% 58,1%
60,0% -
40,0% )

12,9% 16,1%
20,0%

0,0% T T T
Expertise Financing Material Others
support

However, apart from the three types of services
detailed above, other services on offer were cited
by stakeholders (58%), including:

P Contribution to planning and studies (DSP/
MIHUE),
P Preparation of a plan of advocation by part-
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ners (Min. Plan)

P Contribution to reflections on reform, re-
search and in-depth analyses of HRH (ESP
and DPSD/Unikin);

P Contribution to enhance the visibility of re-
search work by publication via their web site
(CEFA/Monkole).

P Provide various information on HRH in the
form of data banks or databases (MEWSW,
OM, NEO, NIS, CEFA and ISSI Monkole,
HITMS, etc.);

P Contribution to basic training and ongoing
lessons of HRH (UNFPA, ESP/Unikin, CEFA/
Monkole, KHD, etc.).

P Assistance from MPH to control staff (NUE-
AESS), to assess each profession and im-
prove retention (NUPC), to promote the
available quality of HRH in the DRC (AHAM);

P Reinforcement of the capacities of the MPH
through technical cooperation and construc-
tion of the IMS as part of the HHRNDP(JICA).

3.1.4.Interest of stakeholders in the HRH develop-
ment process

As stated above, the analysis of stakeholders pri-
marily aims to map and give a perspective of their
activities and particularly their areas of interest in
HRH development. Following are the results con-
cerning the interest expressed by stakeholders in
the 4 sectors of the National Development Plan
for Human resources for health (HHRNDP 2011-
2015), the functions attributed to the National
HRH Observatory and the HRH development pro-
cess in general such as illustrated in “the organiza-
tional model” stated above.

3.1.4.1. Priority areas of stakeholders compared to
HHRNDP

Table 15. Spread of stakeholders according to their
interest expressed in the 4 sectors of
HHRNDP

Priority areas Frequency of |Percentage
responses (n=31)

Contmt.Jous 75 306

education

Basic education 17 54.8

Career 16 516

management

Retention 16 51.6

The table above points out that all 4 sectors of
the HHRNDP involve the stakeholders since the
data on responses in each of the 4 sectors exceeds
50%; although the key interest is in continuous
education (80.6%).

The figure below better illustrates this result.

Figure 10: Priority areas of stakeholders for the HHRNDP

100,0 4
80,6
80,0 -
54,8
60,0 - 51,6 51,6
5 =
40,0 1 W% (N=31)
20,0 4
0,0 T T T 1
Career Basic Continuous ~ Retention
management  training training
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3.1.4.2. Key functions for the HRH National Obser-
vatory

Faced with the crisis involving health workers,
which is a global problem and particularly acute
in African nations, the World Health Organization
has recommended that all countries establish Na-
tional HRH Observatories. The DRC, as one of the
signatories to the Declaration of Ouagadougou, on
Primary Healthcare and health systems, made the
commitment, along with all other African coun-
tries, to meet this recommendation. Therefore
since June 2010 up to the present, the country has
been in the process of setting up the NHWO.

In addition, in August 2011, the Ministry of Public
Health organized a meeting with the stakeholders
to adopt the terms of reference of this forum. In
the course of this workshop, 11 main functions
were attributed to the NHWO. Including:

1. Sharing of experiences and information on
planning for HRH development;

2. Analysis of tendencies of the HRH situation in
the DRC;

3. Support for research/study activities to facili-
tate evidence-based decision-making;

4. Redynamization of the information system by
improving the quality and coverage of the data
on HRH;

5. Improvement of the quality of tools and data
collection mechanisms;

6. Support for management of networks of ex-
pertise in the HRH area to reinforce national
capacities;

7. Reinforcement of national capacities for moni-
toring and evaluating HRH;

8. Availability of reliable information for national

HRH development;

9. Development of collaborative links for the col-
lection and storage of data as well as sharing;

10.Contribution to the mobilization of resources
for the HRH agenda;

11.Sharing of available strategies on the retention
and equitable distribution in HRH.

In the course of this analysis, it was a matter of
the stakeholders confirming their interest in iden-
tifying the functions which particularly interested
them and in which they could be involved as part
of the effective implementation of the Observa-
tory. The figure below shows us the frequency of
choice of stakeholders for the 11 functions.

Figure 11: Frequency of choice for each function of
the Observatory as percentage

X ———— 64,5
X  —— 51,6
X —— 54,3
Vil — 64,5
VIl —— 54,8
VI s— 355
V e 45,2
IV —— 54,8
I —— 54,8
| ———— 61,3
| ————————— 80,6

W Frequency (%)

0,0 20,0 40,0 60,0 80,0 100,0

This figure shows that all functions attributed to
the NHWO are significant for the stakeholders but
to differing extents. The most significant is the first
function, which comprised nearly 81% of votes,
followed by the XI and VIII functions (64.5%);
while the least popular choice was the VI function
(35.5%). Given the importance of managing net-
works of expertise in the HRH area, this function
must be scrutinized more closely by the organizing
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authority.

Moreover, to further refine the choice of functions
of interest by stakeholders, they were asked to
identify the most specific function based on their
mandate. The straw graphic and table 10 below
respectively represent the frequency of choice of
the most specific function and the details of stake-
holders based on the chosen specific function.

Figure 12: Frequency of choice of the specific function to
the mandate of stakeholders

ul
mll
mil
uyv
mv
mvi
mvi
mvil

mX

According to the choice made by interviewees to
go for one specific function or the other, it emerges
that two functions of the NHWO seem non-specific
to any stakeholder visited; namely functions Il and
IV.

Table 16 below shows the spread of stakeholders
based on their choice of one NHWO function, iden-
tifying them as the ones which were most specific
to their mandate or the mission of their organiza-
tion.

Table 16: Spread of stakeholders according to the specific NHWO function in their mandates

No. | Most specific function chosen Stakeholders Comments
| [Sharing of experiences and information on DSP/MPH, SG/MIHUE, |Includes all categories of stakeholders,
planning for HRH development? HITMS, except orders, unions and religious

AFDRC/health, CNRT, orders
BTC, UNFPA, OCM

Il |Analysis of tendencies of the HRH situation
in the DRC

Function not identified as specific in
the mandate by any stakeholder

tate evidence-based decision-making

Il | Support for research/study activities to facili- | ESP/UNIKIN, CEFA/
Monkole,

Significant function, primarily for train-
ing and research institutions, higher
level

IV |Redynamization of the information system
by improving the quality and coverage of the
data on HRH?

Function not identified as specific in
the mandate by any stakeholder
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V |Improvement of the quality of tools and data | DPSD/UNIKIN, NIS Function conforming to the mandates
collection mechanisms of these 2 institutions
VI [Support for management of networks of ex- |D12 Of specific interest for the manage-
pertise in the HRH area to reinforce national ment of partnership
capacities
VIl | Reinforcement of national capacities for JICA A more specific function for partners
monitoring and evaluating HRH AHAM, NUD, with technical expertise in monitoring/
oM evaluation of HRH
VIII | Availability of reliable information for nation- | Min. of Planning, Min. | Almost all categories of stakeholders
al HRH development of the Labour, Employ- |included, except external partners
ment and Social Ben-
efits, 1SSI/Monk, KHD,
NANC,
IX | Development of collaborative links for col- |NEO Function not very specific to the man-
lection, storage and sharing of data dates of stakeholders involved
X | Contribution to the mobilization of resourc- | Min. Budget, Min. Fi- Relevant function of the specific re-
es for the HRH agenda nance, USAID sponsibility of the State and partners
XI [Sharing of available strategies on the reten- |[NUPC, NUDS, NUEAESS, | More significant function for the
tion and equitable distribution in HRH CCC/SANRU, unions, religious orders and NGOs
Benelux Afro-Center

This table shows us that based on their respective
mandates, no stakeholder visited could identify
functions Il and IV of the NHWO as specific to
their institutional mandate. It is thus incumbent
on the organizing authority to take all responsibili-
ties for organizing activities which may help imple-
ment these actions within the NHWO.

92

TUOZAIL - LiR—k vol.0d REAMEARES AT LD ETILERRE R LEICETL7EFA




&# 3. Study Report on Stakeholder Analysis in the Development of HRH in the Democratic Republic of the Congo

3.1.4.3. Spread of stakeholders according to the areas of engagement in HRH development organization.

Figure 13: Areas of commitments in HRH development organization
Others :|J=l 23,1
Reinforcement of capacities 1 l 1 69,2
Coordination | 1 J 71,8
Monitoring/Evaluation 1 J 56,4
Financing | %= 38,5
Legal and regulatory framework 1 l 4 61,5
Policy and planning 1 1 4 53,8
Continuous training 1 ! <J 69,2 m%
Retention (incentives/working conditions) 1 J 61,5
Retention (career management/promotion) 4- 20,5
Appropriation (recruitment and deployment) _— 20,5
Basic training 1 4 53,8
0,0 50,0 100,0

The graphic shows that the stakeholders are clear-
ly committed to all stages of the HRH develop-
ment process. Nevertheless, as for the 4 sectors of
the HHRNDP, apart from consultation, which is of
interest to almost all parties (nearly 72%), contin-
uous education (69%) and reinforcing institutional
capacities (69%) still hold the record in terms of
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stakeholder commitment; while little commitment
is shown by the same for career management
(21%) and funding (39%) of HRH.

These results are best shown by reporting them
within “the Congolese house” of HRH develop-
ment reconstructed in figure 14 below.
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RHS Development System

“HOUSE MODEL”

Health system to meet
public needs

@® @ @ @
<Basic <Career <Retention> <Continuous
training> m > - incentives/ training>
working
conditions ®
Coordination
(@Monitoring
and evaluation
(BInstitutional (®Policy and plant 54
capacity of s
ministry (DLegal and regulatory
framework
@Others @ ®Finance

Figurel4: HRH development system; Congolese organizational model.

NB: In questions corresponding to the conceptual
organizational model, for career management,
two components came to light: the posting (re-
cruitment and deployment) and promotion (prog-
ress in grades). In each case, the percentage of
commitment of stakeholders was 21%. Moreover,
as well as the components summarized in the
model, other areas of engagement were highlight-
ed (23%) such as coordination, supervision, tech-
nical assistance, conflict management, follow-up
of internal and external HRH movements and
monitoring of the implementation of NHWO.

In addition to this overall tendency in the results,
also revealed are specific tendencies within cate-
gories of stakeholders, as can be seen in the two
graphics below, which respectively illustrate the
areas of engagement of orders, unions and pro-
fessional associations and those of development
partners.
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Figure 15: Areas of engagement of orders, unions and
associations of professionals
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The graphic shows that the main areas of engage-
ments for the orders, unions and associations of
health professionals appear to be the legal and

regulatory framework, continuous education, con-
sultation then the monitoring/evaluation of HRH.

Figure 16 - Areas of commitments of partners
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The areas of engagement of development part-
ners appear to be mainly reinforcing institutional
capacities followed by support for basic education,
continuus education and finance.

All other specific features of these points can be
explored in the mapping of the data which will be
annexed to this report.
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Since the main results of the mapping of stake-
holders have been presented, the purpose of the
following section is to indicate outlines of the
results of the qualitative analysis of the HRH de-
velopment system performed thanks to in-depth
interviews with key informants pre-identified
among the stakeholders.
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3.2. RESULTS OF QUALITATIVE ANALYSIS

The in-depth interviews completed with key infor-
mants generally targeted a comprehensive analy-
sis of the HRH development system of the country
through specific questions focusing on the past
and future. From here, we distinguish the two
sectors in terms of the results presented in this
section.

3.2.1. RETROSPECTIVE VIEW OF SYSTEM

Six fundamental questions allowed analysis of the
HRH development system in terms of the retro-
spective plan; namely:

ewhat major changes were observed in the last
5to 10 years?

ewhat events influenced these changes?

ewhat were the main contributory factors?

ewho were the key players involved in these
changes?

ewhat main partners contributed to it? and

ewhat results were obtained thanks to these
changes?

The responses obtained to these questions are
summarized in the paragraphs below.

A.MAJOR CHANGES IN TERMS OF THE HRH.

In response to the question of determining the
major changes which have marked the DRC over
the last 5 to 10 years, in terms of HRH develop-
ment, three major trends emerged in the re-
sponses from respondents; a minority thought
that there was no significant change: “not much

change; nothing at all in qualitative terms”. but
the vast majority acknowledged that major chang-
es had indeed effectively taken place. The latter
were observed in four main areas: policies, gover-
nance, training and service delivery.

In terms of policies, the following positive chang-
es were noted:

- The political will which enabled effective
collaboration between the Ministry of Pub-
lic Health and that of Higher and University
education;

- The key place earmarked for Nursing as na-
tional policy.

Nevertheless negative change was also noted:
“unregulated exploitation of human resources for
health”, with disorderly appropriation not always
taking account of needs.

In terms of governance, numerous positive chang-
es were noted; primarily including:

- The reform of Human resources deployed
within the MPH

- The determination and monitoring of an
MGS for the remuneration of health profes-
sionals;

- The special status of doctors prescribed by
Ordinance law

- The risk premium of doctors;

- Completing inventories of the health sector

- Management autonomy accorded to public
hospitals; and

- The special status of other health profes-
sionals.
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As for negative changes in terms of governance,
key informants deplored the following:

- The catastrophic management of HRH,

- Appropriations not taking into account basic
needs expressed;

- Substandard conditions of living “and work-
ing”, not appealing for health workers in
rural areas;

- Many executives trained in public health
working outside the health system;

- The hospitals and ZS served are managed by
young doctors without experience.

In terms of training, the positive changes signaled
were:

- The training of health professionals by
stakeholders involved with national strate-
gies or standards;

- The change in qualification of nurses from
A3 to A2 level, by reinforcing their capaci-
ties using a short-term training programme;

- The reform of Higher and University Educa-
tion with the uniformization of medical fac-
ulty programmes; and the introduction of a
degree course in Nursing Sciences.

- The training of the 3rd cycle of central level
executives in Public Health ensured by the
School of Public Health of the University of
Kinshasa.

Nevertheless, in terms of training, some negative
changes were also noted:

- The disorderly production of HRH, both
quantitatively and qualitatively;

- Lack of specialists in health structures: “too
many generalists, very few specialists”.

- Not enough pharmacists

- Many executives trained in Public Health
working outside the national health system.

In terms of service delivery finally, a single positive
change was cited, namely the introduction of the
community sector in all health-related activities.

B.WHAT MAJOR EVENTS INFLUENCED CHANGES?

In response to this question, the informants
briefed the research team by citing certain events
sorted into two main sectors: health and socio-
economic-political. The cited events included
those which could be classed both positively and
negatively.

In the health sector, tables 17 and 18 below sum-
marize events cited by key informants:

Table 17: Sectoral events having influenced the
changes in HRH

No. | Positive events No. | Negative events

01 |The accession of the | 01 |The poor HRH
NPHD and HHRNDP management

02 |The setup 02 |Lack of planning for
of technical HRH management
committees within
the MPH

03 |The reform of health | 03 |Many agents in
sector funding health institutions at
all levels

THZAIL - LiR—b vol.04 REBEAMBERVATLADTETILEEER LEIZRTSFER 97



accompaniment
of JICA for the
MIHUE and MPH
collaboration

04 |"The Health report 04 [The
card of the country underqualification of
established based personnel
on surveys/studies
(EDS, Inventories,
reports etc.)"
05 |The support and 05 [The lack of

description of jobs
and tasks

06

The support of
development
partners

07

The onset of Global
Funds

08

The orientations of
the WHO: MDG and
HRH development
pillars

In socioeconomic and political sectors, the cited
events are listed in the following table:

Table 18: Socioeconomic events having influ-
enced the changes in HRH

No. | Positive events No. | Negative events
01 |The dialog between | 01 |Political instability
the State and
Professional
associations
02 [The political will of | 02 |"The events in the
the Government to EAST of the country
create the School of (war, humanitarian
Public Health catastrophes---), and
shift of partners of
Kinshasa toward the
EAST"
98

The national and
global economic
crisis

03 |Internationalization | 03
and
globalization

04 |Striking by doctors in| 04 |The social discontent
an attempt to gain a

specific status

C.FAVORABLE FACTORS:

In posing the question of determining the fac-
tors which encouraged the changes observed in
relation to the HRH, multiple responses were re-
ceived. Analysis allowed them to be categorized
and grouped, as shown in table 12 below:

Table 19: Factors having favored the HRH chang-
es observed

Factors Positive Negative
Internal Political will of the |Situation of
institutions [government political, social,

economic and
financial crises of
the country

Problem of good
governance

Awareness within
the MPH

Transition of
foreign teachers
by nationals to
the ESP (adequate
transfer of
competences)

Abuse noted in
HRH management:
career poorly
defined (MPH)

Substandard
working conditions

Openness to other
public and private
institutions

Based on young
teachers
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External
institutions

Reinforcement of
procedures of the
Global Funds

The IHSDG (Inter-
Donor Group of
the Health Sector)

Contribution of
development
partners

People/
individuals

Engagement of
Actors

Availability of
interested experts

Capacity to take
initiatives

Surge in demand
for medical
candidates

Social
factors

Pressure of
professional
associations

Demographic
growth with
insufficient
infrastructure

Increased demand
for healthcare

Cost of living

Dynamism of
Congolese people
(willingness to
study)

Scientific
factor

Development of
Science

Technology
factor

Technological
development

D.KEY PLAYERS AND PARTNERS.

As for the question of determining who were the
key players involved in the changes respectively
and which main partners supported these devel-
opments, the informants identified the main ac-
tors involved and the partners.

In terms of the main actors involved, these in-
clude:

1) The Government.

The Congolese government, via the Ministries
directly concerned by the HRH issue, namely
the MPH, MIHUE and MPA, were identified as
key players in the development inventory of hu-
man resources for health.

Moreover, within the Government, some indi-
vidual entities were cited for their personal in-
volvement in these developments; namely the
Minister of Public Health, the Secretary-General
for health, and some Central Directors of MPH;
Governors of provinces and head doctors of the
Health Zone.

2) The community or civil society

Civil society includes all active social structures
in the community which are involved one way
or the other in the production, use or con-
sumption of services involving human resourc-
es for health (beneficiaries of health services);
including: churches, schools, companies, unions
and associations of professionals, non-govern-
mental organizations and private profit-making
bodies.
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3) The development partners
The results of interviews clearly show that the
country benefits from the support of multiple
partners in sectors implementing HRH develop-
ment, which include an impressive number of
external partners and some local partners.

ities respecting the HRH development process
building on support in the process of planning,
basic training and during employment, includ-
ing reinforcing institutional capacities (logistical,
technical and financial support) up to retention.

All, in general terms, are involved in the activ-

The list of partners collected according to their af-
filiation is shown in the table 20.

Table 20: List of partners having contributed to changes observed(No-exhaustive)

French cooperation,
Spanish cooperation, Italian
cooperation.

Swedish cooperation
Canadian cooperation

United Bilateral and multilateral Banthat NGO, External universities |Local partners and
Nations partners Fund stakeholders
System
WHO, USAID, WB CBM (German NGO), Government/DRC
UNICEF BTC, CARITAS Spain, MISEREOR (completion point PPTE
UNFPA UE, (Spanish NGO)... initiative)

JICA,

DFID,

CORDAID
UNDP/GSP | Chinese cooperation Indian  |FM GAVI |Handicap International Catholic and protestant
project cooperation Bill Gates |CICR (Red Cross churches

International)
CEMUBAC

Unions

SAR (South African Republic).

World Medical Association

UCL FUB

E.MAIN RESULTS OBTAINED.

result yet.

In posing the question of determining the main
results which were obtained thanks to changes
mentioned above, most respondents oriented
their responses in three ways in which, according
to them, despite some tangible results; a minority
believe that to date, there has been no notable

1) Results in institutional terms.

- Reform underway within the MPH, which
according to a respondent, should be inter-
preted “more as an indicator than a result,
given its sectoral character”;
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- The HHRNDP is available within the MPH;

- Retaining directions of HRH and Teaching of
Health Sciences despite the reform within
the MPH;

- The effective collaboration between the MlI-
HUE and MPH

- The effort to clean up the Health Education
Establishments within the MIHUE

- The restructuring of public hospitals with
“collaboration and complementarity” of
doctors-nurses

- The Kinshasa University Hospitals equipped
with the latest materials and equipment
thanks to the support of partners (Japanese
Cooperation, Indian cooperation, Belgian
universities etc.);

- Reinforcement of capacities of health work-
ers

- The significant boosting of remuneration of
State doctors.

- The return of certain doctors toward struc-
tures of State.

2)Results in terms of training

- Post-university training of health workers
(ESP/BTC);

- More than 1000 health executives trained
for the 3rd cycle by the Kinshasa ESP;

- Relaunch of the IMS as a Pilot training
school with JICA support;

- Existence of ITM for nursing training of A2
quality level, managed by private religious
partners, like DOMW.

NB: Concerning the 3rd cycle training of health
executives at the ESP, this institution reveals a

negative result, based on the fact that the prima-
ry objective set, namely to train 5 executives to
operational level by ZS (LDHZ, MA, Pharmacist,
Sanitation engineer and nurse supervisor) remains
a distant goal. In addition, numerous trained exec-
utives remain outside the health system.

3)Results in terms of the delivery of care

- Construction of more than 50 CS and 1 HGR
by the DOMW in Kinshasa to provide local-
ized care according to the national policy of
primary healthcare.

F.CONSTRAINTS AND DIFFICULTIES ENCOUNTERED.

The entire development process has always been
confronted with constraints or difficulties; this
certainly also applied to the experience of estab-
lishing the current gains in the area of HRH devel-
opment in the DRC.

As for determining the nature of the main con-
straints or difficulties encountered in establish-
ing the current gains on HRH, the respondents
blamed the following elements:

D.ifficulties linked to governance:

- Lack of clear vision of the government on
HRH management

- Lack of specific orientations on HRH reform

- Quality of HR in the management responsi-
ble for HRH at MPH poses problems;

- No HR management specialists in the DRC

- No estimated management mechanism of
HRH (planning,...);
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- Correct management constraint of resourc-
es (difficulty in managing correctly);

- Inappropriate and/or disorderly frequency
of appropriations

- Inadequate work tools (materials, equip-
ment, conditions, infrastructure,...);

- No-compliance with contractual clauses
agreed with the State;

- Enormous needs (in the sector);

- Lack (or weak) engagement of local authori-
ties;

- Threats faced of the hierarchy (by the lower
level);

- Failure indicated by the retirement of per-
sonnel in the other ministries;

- Aging of personnel: replacement, learning
and innovation become difficult.

- Lack of capacity of directors.

Financial difficulties or constraints:

- Low State budget for health

- (Many) budgetary constraints

- Limited duration of support from partners

- Strike of health workers following poor
working conditions;

Self-funding of hospitals due to a lack of
subsidies from the State;

No leave taken by personnel, due to a lack
of holiday pay.

Constraints linked to HRH production:

- Function of ITM left to be tackled by parents

- Nursing training having become a commer-
cial matter

- Reduction in the quality of the basic train-

102

ing: ITM, ISTM, Medical faculty...).
- Limited number of entrants to ESP/year
(limited number of grants).

Social constraints:
- Low socioeconomic level of the population.
3.2.2. PROSPECTIVE VIEW OF SYSTEM

As for the retrospective sector above, the prospec-
tive sector of the analysis of the HRH development
system of the DRC covered specific questions, the
results of which are presented in paragraphs, ta-
bles and illustrations below.

ATHE MAIN PRIORITIES.

As for determining the main priorities for HRH de-
velopment in the DRC in the next 5 to 10 years ac-
cording to the opinion of interviewees, the latter
indicated multiple priorities, which were grouped
into four categories below:

1)Priorities for HRH development:

® Implement the HHRNDP

m Ensure strong management of HRH within
the MPH

= Modernize the HRH

= Control numbers of health workers

m Establish an inventory of personnel by ser-
vice

m |dentify personnel eligible for retirement
and retire them

m |dentify deceased officials

m Prepare the job description for personnel
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m Appropriate HRH logically according to
needs and competences

= Covering personnel

m Sense of responsibility and transparent
management of personnel at MPH

= Accountability

= Computerization of HRH management

m Fitting-out BTC with adequate infrastructure
and equipment

m Ensuring good health and good working
conditions for agents

m Define a good salary scale.

m Regularly evaluate the assigned objectives.

2)Priorities for training

m |dentify personnel training needs

= |[mprove the quality of basic training

m Create reference ITM and ISTM

= Promote the training of specialists

= Promote the training of (quality) nurses

m Promote moral education and correct train-
ing of personnel.

3)Priorities for service delivery

= I[mprove the tools of work, namely working
conditions (for personnel)

= Provide ease of access to healthcare

= Reduce maternal mortality.

4)Priorities for social issues:

= Develop social and psychological assistance
resources
m Develop social security.

B.INSTITUTIONAL COMMITMENTS.

Regarding the cited priorities, key informants
were asked to determine the areas in which their
respective institutions could commit or continue
to be committed with fulfillment of these priori-
ties in mind. The following table summarizes the
main areas of commitment of each institution
concerned.

Table 21: Areas of institutional commitments of

key informants

dialog with MPH, to eval-
uate the real need;

- Initial training respond-
ing to quality criteria;

- Creating reference es-
tablishments with the
accompaniment of part-
ners

Institu- | Areas of priority commit- |Comments
tions ments
MPH - Re-evaluate HD and HO |Via these 4
to the first direction priorities, the
- Transparency in HRH MPH commits
management itself to good
- Accountability at all lev- |governance
els
- Sense of responsibility
MPA - Take into account the The FP has a
assets of HRH reform of |significant role
the MPH (remuneration, |in the reform
promotion, and prog- of HRH
ress).
MIHUE |- Continuous training, in
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WHO-
DRC

- Controlling numbers of

personnel

- Setting up the HRH Ob-

servatory

- Encouragement for per-

formance

- Contractualization with

HRH

As adviser
of the MPH,
the WHO is
deployed to
do what the
latter asks

C.KEY OPPORTUNITIES TO SUPPORT HRH DEVEL-
OPMENT.

Two main groups of opportunities were identified:
those originating from Government and key Min-
istries (actually, the forces) and those offered by
the presence of external and local partners of the

ESP/
UNIKIN

- Training of health work-

ers and

- ldentification of overall

needs, by research activ-
ities

BTC

- Planning first; then,
- Basic and continuous

training

CEFA/
Monkole

- Provide ongoing training

in nursing, medicine and
ethics

DOMW

- Basic and continuous

training

- Institutional develop-

ment: supervision, moni-
toring...

Order of
doctors

- Ensure the quality of the

training of health service
providers (doctors).

DPS/Kin-
shasa

- Retirement of eligible

official s

- Ensuring a reliable HRH

database

The solution
would be to
apply decen-
tralization

MPH. They are summarized in table 22 below.

Table 22: List of opportunities and/or forces cited
(No-exhaustive)

the Government

multiple partners

Government External and local |External
and key partners conditions
Ministries

(forces)

Political will of [Presence of Social peace

to introduce

definition of HRH

of the MPH
Political will of |Presence and Introduction of
the government [support of WHO: |the NTCI (on an

international

general status of
State personnel

NTCI pillars level)
Reform of Intervention of

the judicial JICA for HRH

framework/

aced with development priorities of human re-
sources for health in the DRC, multiple opportuni-
ties can be taken according to key informants; this
is covered in the following paragraph.

Attaining the
completion
point of the
PPTE initiative

Bilateral
cooperation from
South Korea
(KOICA)

The existence of
the NPHD

and the
implementation

of the HHRNDP

Bilateral Indian
cooperation
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The presence of
experts in the 2
key ministries:
MPH and
MIHUE

AMPS/GWHA

Result-based
funding and
Barem de
Mbudi*

Global Funds

The existence
of the School of
Public Health
for training

and research;

Presence of

pressure groups:

unions and
corporations
of health

Academic professionals
personnel
available

Need for

HRH renewal
(perceived at a
local level)

As regards results-based funding, this strategy has
not yet been applied in the public state-managed
institutions. However, according to a high-level of-
ficial of the Ministry of Health, the successful track
record of this strategy elsewhere means it should
be imported for use within the MPH.

As for the implementation of the HHRNDP, one
informant thought that this would be an opportu-
nity provided that “this implementation was com-
pliant and correct, respecting all other legislative
and regulatory material drawn up”; this is the only

way in which, he added, “things will run smooth-
ly”.

To demonstrate the importance of compliance
with judicial legislation, another informant in-
sistently stated that: “the reform of the judicial
framework or the general status of personnel of
the administration of State officials and civil ser-
vants, remains the obligatory path for any reform,
and as long as this framework is ignored, reform
will be blocked”.

D.THE SUSTAINABILITY OF RESULTS.

The objectives of the dialog with informants in-
cluded asking them about the strategies needing
to be implemented to ensure the sustainability of
the current gains of the country in the area of HRH
development. The responses obtained to this is-
sue are listed in the form of actions to implement,
with the level of responsibility shared between
the key players: the government and its partners
(stakeholders in general).

The responsibilities of the government:

- Acknowledge its role as the organizing au-
thority;

- Increase the budget allocated for health;

- Pay good salaries to health professionals;

- Apply positive and negative sanctions;

- Promote general reform of the civil service;

- Ensure compliance with regulation and
standards;

“The Mbudi accord, or Mbudi social contract, is an accord signed on 12 February, 2004 in Mbudi, a suburb to the west of the capital Kinshasa, between the
transitional Government of the DRC, represented by the former Vice-président Z’Ahidi Ngoma responsible for social and cultural matters and the trade unionists
of the public administration which provided for the payment of 208 USD to bailiffs and 2080 USD to the Secretary-general, by applying a salary scale going from
1 to 10. The Mbudi scale should be applied progressively in three tiers, over a period of eight years. To date, eight years on, this scale has still not been applied.
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Ensure the continuity of NPHD and HHRNDP

activities;

- Ensure effective planning of HRH deploy-
ment and the setting-up of bodies;

- Implement (make functional) the frame-
work for consultation;

- Maintain active collaboration between MI-
HUE and MPH;

- Assign a key place to training of nursing per-
sonnel in the reform;

- Ensure the stability of personnel involved in

the reform and the implementation* of the

same.

As regards the stability of personnel involved in
the reform, and the retirement of eligible officials,
one informant declared: “we have to save per-
sonnel involved in the reform of HR; no disorderly
forced retirement as in 2009, 2010”; while anoth-
er, discussing the HHRNDP continued as follows:
«... because, its success depends on the mobili-
zation of funds and the stability of personnel in-
volved in its implementation”. A latter went even
further in declaring: “a permanent minister would
perpetuate reform”.

The shared responsibilities of the Government
(MPH) and its partners:

- Advocate to support gains

- Administer the HHRNDP budget

Exercise good management of resources
Ensure compliance with mutual commit-
ments

Develop a reference system for successful
experiences

Promote sharing of knowledge and transfer

of competences.

- Create good working conditions, by improv-
ing the working tool, ensuring a good atmo-
sphere and innovation in the employment
field.

Responsibilities of Partners:

- Demand competences from promoters of
training schools, to ensure the quality of
basic training.

NB. It is also necessary to underline the fact that,
according to an informant, there is a need to ini-
tially develop gains before considering how to sus-
tain them, since according to him, to date, there
had not been “any clear gains yet in HRH develop-
ment in the DRC”.
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4. DISCUSSION OF RESULTS

Given that it involves an initial analysis concerning
the stakeholders involved in the issue of human
resources in the DRC, the discussion of the results
of this analysis will focus mainly around the three
following points: the lessons learnt from the study
results, the proofreading of the conceptual “House
model” in the HRH development process in the
DRC with regard to HHRNDP and finally, the study
constraints.

4.1. Lessons learned

The analysis of the results of this study allowed
us to make discoveries from which we could learn
some lessons.

4.1.2. The discoveries

The results of the structural analysis of stake-
holders and those of the qualitative analysis of
the HRH development system in the DRC allowed
some discoveries to be made.

a) ldentification of the areas of interest of part-
ners concerning the HHRNDP.

It is noted at this point that all four pillars of HRH
development are of interest to stakeholders, in-
cluding basic education, career management,
continuous training as well as retention. The same
applies to areas of engagement, as specified in
the conceptual organizational model. In fact, the
stakeholders all showed real commitment with an
acceptable balance in all areas, which is evidence
of the ample interest of stakeholders in all aspects
of human resources within the Ministry of Health.
Nevertheless, some differences came to light in

terms of the sector of interest chosen by stake-
holders, some details of which are listed in the
following point.

b) The tendencies of interest of key players for
continuous education.

In fact, the results show that overall, the stake-
holders show more interest in continuous educa-
tion (80 %) than all other sectors of the HHRNDP,
with average interest around 53%. This reality is
not a one-off, since it is also reflected with refer-
ence to activities performed by partners favoring
HRH, namely that training on the job has always
been given preferential treatment in budgetary
terms compared to other aspects of HRH develop-
ment.

In its Global Health Report, the WHO speaks of
the rocketing training on the job (WHO 2006).
Over and above the real needs to reinforce the
capacities of health professionals faced with ev-
er-growing innovations due to the evolution of
health science, a system of motivation for person-
nel by performance premiums and a per diem sys-
tem during training activities is at the heart of this
epidemic. This explains the multiple distortions
observed within the health system of the country
(multiple absences due to training, fees for ser-
vice, contradicting the overall approach advocated
by national health policy of Primary Health Care,
a shift toward activities financed by performance,
etc.)(14).

Moreover, in terms of activities of stakeholders
concerning HRH, the results show that they en-
gage in more activities concerning training in gen-
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eral (64.1%) than those concerning usage (46.2%),
the scope of which includes activities of recruit-
ment, appropriation, career management and re-
tention.

In fact, apart from the weaknesses linked to the
sampling effect which could be used to explain
such a result in quantitative terms, the reality
emerging from qualitative analysis is that “the
training of health professionals has become a
commercial matter in the DRC”, explaining the
proliferation of training establishments and the
increasing decline in training quality, since it often
takes place without any prior planning (7). This
could be easily explained from one perspective,
namely the fact that stakeholders have more in-
formation on training of health professionals than
their usage. Set against the background of a lack
of resources, usage being more constraining, in
terms of the duties and responsibilities of the em-
ployer, whether public or private, HRH production
seems more significant for stakeholders.

This clearly reflects what has been observed for
some decades, namely the fact that the DRC pro-
duces human resources for health, but has no
idea how to use them; or even less retain them.
In fact, multiple health professionals, especially
in the teaching profession, tend to emigrate to
neighboring countries and the north, hoping to
find employment, and a better situation in socio-
economic and safety terms and improved working
conditions. This situation is likely to have signifi-
cantly contributed to impairing the quality of care
and the tertiary training in the country (15). While
the country itself lacks sufficient qualified human
resources for health especially in remote areas

(5, 7). In addition to the economic losses linked to
the costs of training such qualified professionals,
the country experiences an outflow of its human
capital, which it needs to provide healthcare to
its population. This phenomenon of an exodus of
skills: “brain drain”, although a global problem, is
especially acute on the African continent (16, 17).

Furthermore, while considering the areas of com-
mitment in the HRH development process and
monitoring the organizational model, the same
tendencies can also be seen. In fact, putting aside
the specific interest in consultation noted (72 %)
and in reinforcing institutional capacities (69%),
continuous education still holds more interest
(69%) comparatively than other areas.

Accordingly, there is a need to indicate that the
authors of the conceptual framework model pro-
posed in response to the global issues concerning
HRH, that reflections on the development of the
system must be made within a more global and
holistic framework going beyond solely traditional
considerations, where the initial training is em-
phasized, during employment, to cover the man-
agement of training and personnel (10).

Fuijita and her colleagues believe that the HRH
development system in post-conflict countries
like the DRC, require all other components of the
organizational model to be taken into account, up
to sociocultural aspects and that the collaborative
links between them must be guaranteed, giving all
those involved the opportunity to work together
and harmoniously in a well-coordinated system
(10). The interest shown by stakeholders in con-
sultation suggests their tendency to favor a frame-
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work for proposed consultation within the MPH.

In contrast to what is recommended, however,
it is noteworthy that stakeholders, the Govern-
ment and development partners in general, focus
more on certain components of the system, such
as reinforcing the institutional capacities; while
the teaching institutions converge their efforts on
training, while neglecting other aspects, like the
judicial, policy and planning framework etc. (18).

c) Weak commitment of stakeholders to fund the
agenda of the HHRNDP

Regarding the results concerning the services to
be provided at MPH and the areas of engagement
of stakeholders, there is undeniably a lack of com-
mitment of partners and interventionists in gener-
al in funding of the HHRNDP.

In fact, while two years have already passed
since the MPH gained the HHRNDP 2011-2015,
it is clear that the implementation is still making
no headway. Moreover, this analysis shows that
only around 13% of stakeholders offered funding
to MPH against 81% which were ready to offer
expertise; Moreover, in areas of engagement for
HRH development, less than 40% (38.5%) made
financial commitments. Furthermore, as with the
category of development partners, cooperations,
Donors and NGOs visited, funding commitments
were only made by 4 of the 6 parties.

This situation is at odds with the recommendation
of the WHO which, in its 2006 World Health Re-
port, namely recommends development partners
to adopt a “50:50 approach” whereby 50% of

external aid is dedicated to reinforcing the health
system, half of which for human resource develop-
ment strategies” and to orient their financial and
institutional support toward supporting the health
system and implementing policies. However, the
scope of this analysis did not extend to analyzing
the budget allocated to the HRH development sys-
tem, but to assess the willingness of partners to
fund the activities of the HHRNDP.

A look at literature shows that some decades ago,
Development Partners and Donors hardly funded
HRH. For example, while most projects funded by
the World Bank include activities linked to HRH,
they would only have equated to 10% of budgets
allocated between 1970 and 2002 and mainly
focused on specific training activities rather than
overall plans to reinforce HRH (19). However,
there are signs that despite the change of course
since 2007 with its new strategy for Health, Nutri-
tion and Population centering on Reinforcement
of health systems, “human resources will only be
one of many points”(20, 21).

Faced with a lack of commitment of stakeholders
to fund HHRNDP, there is a need to plan more ac-
tivities to advocate the mobilization of resources,
local as well as external, for the implementation
of this Plan. In fact, regionally as well as globally,
the lack of financial resources dedicated to health
remains a major cause of the shortage of HRH (3,
20).

d) Specific commitment of technical and financial
partners to reinforce institutional capacities.

Despite the reduced number of development
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partners visited, it was nevertheless clear from
the results that all are engaged in reinforcing in-
stitutional capacities. This engagement should be
capitalized on as far as possible to further rein-
force the central level, where the weaknesses still
present in the management body overseeing HRH
are still all too obvious. In fact, reinforcing institu-
tional governance and the leadership of bodies in
charge of HRH development, is one of the major
strategic objectives of the HHRNDP.

Furthermore, there are very few development
partners engaged in working to retain and moni-
tor/evaluate HRH. Only the BTC commits to fund-
ing the retirement of eligible personnel, while this
is a key priority for the Government. Moreover, it
is involved in ongoing reform within Public Admin-
istration in the sense of rationalizing human re-
sources; it also accompanies bodies compared to
the selection of profiles responding to position (job
description) as part of its institutional support. As
for the WHO, it commits to the implementation of
the NHWO.

e) The availability of stakeholders to support the
NHWO

The majority of stakeholders visited expressed
their full support for the process of setting up and
operating NHWO in the DRC. In fact, the results
show that a significant proportion (nearly 81%)
of stakeholders are interested in the first function
attributed to this forum, namely that of sharing
experiences and information on planning for HRH
development. Nevertheless, a significant function
attributed to this forum does not seem to take
sufficient account of the interest of stakeholders,

namely the support for management of networks
of expertise in the HRH area to reinforce national
capacities (35.5%). It is noteworthy, nonetheless,
that this function seems to be specific to the man-
date of the Central Management of the MPH re-
sponsible for partnership (D12).

f) Availability of information needed for the coor-
dination of partners.

Important information has been made available
thanks to this analysis: the stakeholders involved
in the HRH issue and their respective activities are
identified; the information and other resources
on HRH which they have are detailed; the services
which they could potentially provide at MPH are
identified; the localization and spread of activities
performed by these latter in the health system of
the DRC are clarified, etc. All this information have
allowed mapping of the latter variables to a cer-
tain extent, which is a key tool provided to the or-
ganizing authority to coordinate the interventions.

For the qualitative portion of the analysis, as well
as what was discovered, lessons were also learnt.

g) Comparison of study results for the situational
analysis of HRH of 2010.

One key question was raised in the course of
analyzing the results of this analysis. Namely
“What link can be made between the study and
sectoral diagnosis made in 20107 Since according
to the questioner, the problems identified in this
study are the same as those cited in 2010, which
prompted the establishment of the HHRNDP.
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The discussion of the points around this question
led to the finding that this study, despite having
differing goal and objectives from those involved
in analyzing the situation preceding the process
of drawing up the HHRNDP, can be considered an
evaluation of the process in some ways and could
allow for some adaptation of the actions to be im-
plemented based on actual events.

In fact, the study results corroborate the sectoral
diagnosis used to draw up the HHRNDP and are
perfectly aligned with the same. This provides re-
assurance that despite the fact that the situational
analysis of 2010 was not implemented in the form
of a study, it still managed to target real problems
and it is on this basis that strategic priorities were
developed in the HHRNDP 2011-2015. This cor-
relation is in addition to the common vision be-
tween the MPH and other stakeholders on ques-
tions of HRH. Moreover, it also shows that the
implementation of HHRNDP is still taking time. In
fact, two years after the validation of the HHRNDP
by the Government and its partners, the picture
of HRH remains almost unchanged even now.

h) Compliance with MPH policy by certain local
partners

One of the key discoveries made in the course of
this analysis was that of the application and ap-
proval of the national policy for Primary Health-
care by certain local religious partners and their
involvement in training of health workers in the
management of PHC.

i) Identification of constraints which could hinder
the implementation of the HHRNDP

The retrospective sector of analyzing the HRH de-
velopment system allowed identification of some
constraints which would have to be taken into
account when implementing HHRNDP to avoid po-
tential hindrances. These would primarily include
poor governance, budget shortfalls for health, a
lack of control over production and decline in the
quality of health professionals trained and finally,
the general poverty of the population.

j) ldentification of some strategies for sustainabili-
ty of gains

The prospective sector of qualitative analysis al-
lowed key informants to determine some tried
and tested strategies to ensure the sustainability
of the current gains of the HRH development pro-
cess in the DRC.

In fact, sustainability is only possible given effec-
tive and responsible involvement by the State and
its partners. Using the proposed strategies, the
leadership of the State is again highlighted in the
sense of awareness of its role as an organizing au-
thority and to increase the budget to be allocated
to health. Moreover, the State must also ensure it
channels the reform of the MPH in the shape of a
general reform of public administration. Moreover,
in terms of the choice of strategies and actions, it
is easier to promote experiences which have al-
ready proven successful instead of reinventing the
wheel, which underlines the need for a framework
for dialog and to promote the sharing of experi-
ences and information through the NHWO.
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k) Discovery of other partners with an interest in
the HRH issue

Studying its qualitative aspect allowed us to iden-
tify some key partners for which the nature of in-
terventions for HRH development were not well-
known. These subsequently became potential
partners to support the implementation of the
HHRNDP.

[) Some points to be clarified.

Among the points made by informants, some re-
quire further clarification.

- Among the major changes cited concerning
HRH, apart from the special status of doc-
tors among the public services of the State,
the special status of other health profes-
sionals was underlined. However, it should
be noted that at this time, the special status
of other health professionals remains an
ongoing project within the MPH.

- It was also signaled that the reform of HR
at MPH would represent a jump start to
trigger reform in all other Ministries of Pub-
lic Administration. Considering the scope
and speed of health reform, it is quite easy
to understand although expressed by the
informant in these terms. However, the re-
ality is that the reform of Public Administra-
tion came before that of the MPH. In fact,
the South African Republic, which champi-
oned support for reforming the public ad-
ministration, preceded partners which sup-
port health; hence health reform is more a

consequence of the reform triggered within
public administration.

- Certain informants, discussing opportunities
to be taken concerning the National Plan of
HRH development indicated between the
Government of the DRC. It is clear that the
government, which is the internal and main
player of the action cannot simultaneously
be an opportunity in the form of external
factors which can be exploited to reinforce
the system. It is therefore more a strength
and not an opportunity.

4.2. Congolese House of Development for HRH

The National Plan of HRH development in the
DRC describes 4 sectors in this process, the devel-
opment of which was based on 4 cornerstones.
These are career management, basic education,
continuous education and retention. However,
the conceptual framework of HRH development
according to the organizational model referred to
in this analysis, represents 3 pillars on which the
process should be constructed, namely produc-
tion, as the equivalent of basic education, posting
which could correspond to the management ca-
reer (recruitment, distribution, promotion...) and
retention which includes continuous education,
working conditions and incentives.

The organizational model, as its authors state, “of-
fers a symbolic opportunity to reconstruct key ele-
ments in the health system, while underlining the
overall functions required to respond effectively
to the needs of the community and highlighting
the manner in which the components supporting
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the model must slot in and reinforce each other, if
a durable structure is to be established”(10).

Therefore to better measure the progress from
the perspective of activities outlined in the 4 sub—
plans of the HHRNDP, it was crucial to reconstruct
the HRH development organization while monitor-
ing the Congolese model; the latter of which in-
cludes 4 pillars instead of 3 listed in the Japanese
organizational model.

With this result, in this analysis, all components of
the conceptual framework were taken in isolation
in the areas of commitment of stakeholders in-
volved in the HRH development process.

4.3. Study limitations

The results of this study do not reflect the fact
that the situation observed for some stakeholders
showed a less than representative selection. In
fact, as well as the study being limited to Kinshasa,
and the limited number of observations, the sam-
ple observed did not list all categories of stake-
holders, since there is a key lack of international
and national NGOs. Moreover, the profit-making
private sector was not cited, especially among
HRH users.

Another limit was exposed in the choice of re-
spondents. In fact, apart from the qualitative por-
tion, for which key informants were selected con-
sidering well-established criteria by those seeking,
the respondents for the quantitative portion were
not chosen taking into account carefully chosen
selection criteria. In fact, as indicated above, this
concerned focal points delegated by their bodies

for the National HRH Observatory. With this in
mind, we cannot be sure that they are those best-
placed to give us the precise answers to all the
guestions posed.

In all cases, the tendencies revealed by the results
of this analysis are worthy and likely to inform de-
cision-makers when coordinating stakeholders in
HRH development.

Furthermore, the huge field of human resources
for health and the limited resources available to
conduct this study limited what could be achieved
in this initial phase. Moreover, since the process of
analyzing stakeholders happens dynamically over
time, extending the scope of this analysis should
be envisaged to sectors not yet covered as well as
facilitating periodic updates.
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5. CONCLUSION AND RECOMMENDATIONS

Based on what precedes, the following conclu-
sions are drawn from the analysis:

¢+ The HRH issue is of interest to multiple
stakeholders in the DRC, but none have yet
become involved in the HHRNDP process.

+ The clarification, thanks to this analysis in-
volving mapping of stakeholders in terms
of their missions, activities and areas of
engagement for the HRH in the DRC, is ob-
tained for the existing coordination bodies
within the MPH for the effective organiza-
tion and coordination of interventions on
HRH in the sense of the HHRNDP.

+ The persistent nature of problems linked to
HRH highlighted in this study and resembling
those described in the situational analysis of
2010 underlines the urgency of the imple-
mentation of the HHRNDP. This also high-
lights the need to proceed with reinforced
advocation and marketing among stakehold-
ers to accelerate the implementation.

To achieve the advocated development in the HRH
area in the DRC, and with regard to the results
presented and discussed above, some recom-
mendations should be formulated. They are all
expressed in the form of proposals for optimal use
of the results of this analysis.
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+ There have been persistent problems concern-
ing the HRH illustrated from 2010 to date, and
a lack of commitment of stakeholders to fund
the HHRNDP, It is imperative that the MPH re-
inforce advocation activities; starting with the

publicity of the study results via all possible
channels and in the short term, organizing a
restoration at the major TCC forum.

+ The MPH must also organize a round table
meeting of stakeholders to discuss the im-
plementation of the HHRNDP (PAO 2012)
and provide specific orientations using con-
straints clarified in this analysis.

¢ The Management responsible for HRH
within the MPH must use the results of this
analysis to reinforce the coordination mech-
anisms of stakeholders via
o The HRH commission and reinforce-
ment of its capacities (CNPSS).

¢ Accelerate the process of setting up a
framework for dialog between the key min-
istries and the NHWO for all stakeholders.

+ The need to engage in interventions to ac-
celerate the training of specialists in the
area of health in general, and those in HRH
management in particular within the MPH.

+ Briefly, with all stakeholders, collaborate to
transform all the negative points cited in
this report into positive situations or objec-
tives to be achieved with the intention of
approach the desired level of development;
which would achieve quality HRH for the
DRC, with sufficient manpower, sufficiently
motived and equally distributed targeting
theMillennium Development Goals.
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ANNEXES:

Annex 1: Questionnaire survey from stakeholders

DEMOCRATIC REPUBLIC OF CONGO/MINISTRY OF PUBLIC HEALTH/SECRETARIAT GENERAL/HEAD OF HU-

MAN RESOURCES

21.World Bank (2007), Healthy Development
The World Bank Strategy for Health, Nutri-
tion, and Population Results, April 24, 2007.

ANALYSIS OF STAKEHOLDERS IN THE DEVELOPMENT OF
HEALTH HUMAN RESOURCES IN DRC

QUESTIONNAIRE SURVEY

0. WORK TEAM

3. Interview start time.:.............. H....... MIN...............
4. Province/district/tOWN/CItY: .o.ooieceeeierieeee et
5. Work team:
Members Surname and given name Date Signature Code
Interviewer —/ /2012
Note-taker —/ /2012
Supervisor —/ /2012
2012
Data inputter —/ /20
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I. IDENTIFICATION OF THE STAKEHOLDER

No. Questions Responses Code
Q1 |Denomination of the
stakeholder
Q2 |Localization of the office 1. Streeti e,
2. NO s
3. COMMUNE:.ccciiiiiiiciee e
4. Gty
5. ProvinCe:...ceeiiviiieiiiiiieiiiieees
Q3 |ldentification of the 1. NAME i,
respondent/focal point? 2.Sex:1.M2.F
3. Telephone NO.:...cceevciieeeeeieeee e,
4, E-mailieeeecccciiiiiiiee e,
5. Function:...cccoovveiiiiiieiin,
6. Seniority:....cccccvviiiiiiiiieiiieniininnnn,
Q4 |Address/contact details
Il._ GENERAL INFORMATION:
No. QUESTIONS RESPONSES CODE
Q5 |What is the mandate/ mission
Of YoUr INSTItUTION/STIUCTUIE? | 1oieiiieee ettt et et e eree e evae s
Q6 |What are your areas of
INterventions or Of INTEIrEST N | .eeeeeiiiii e e e e e e e e e
ThE DRC? e e e e e e e e bbb arraaaeeeaaan
Q7 |For how long has your your

institution/body existed in the
DRC?

TOZAN - LR—b vol.0d REAMBARS AT LANETILERARE LECHTLER

117



Q8 | Currently, in which National [
PrOVINCES Qre YOULN SEIVICES | iiiiiiiiiiiiiiiiiiiiiiiiiiteitiiiiiiassssssssesseseseeeeeeeaaaeaaaeeeaeeesesenens
(o} 1 174 =T I OO U P PPPP
Q9 |[When exercizing your mission, 1. Yes
do you think you have a role
to play in the development of 2. No
human resources for health?
If Q9= 1, ask Q10.
If Q9=2, proceed directly to Q11.
Q10 |[Ifyes, at what level of the 1. Central level
health system of the DRC do you | 2. Intermediate level (province/district)
currently intervene? 3. Peripheral level (ZS)

ll. INFORMATION ON HUMAN RESOURCES FOR HEALTH

No. QUESTIONS RESPONSES CODE
Q11 |What type of information do 1. Information on training
you have on human resources | 2. Information on usage
for health? 3. Other information (please specify)
Q12 |What are the main activities 1. Training
performed by your institution 2. Usage
concerning human resources for | 3. Other (please specify)
Y=Y 1o 1 SRR
Interviewer: ONly SUZEESt the | .....ooooiiiiiiieeeee et e e e e e e e e eee e
ANSWENS OPPOSItE if reQUITE. [ et e e e e e e e e e e e e aeeanee
Q13 |Have you already been 1. Yes
approached by the Ministry of |2. No
Health to help resolve problems | 3. If yes, how did you proceed?
of human resources for NEAIth? | ... e
Instruction: interviewer, do [ ... e e
NOt ask this QUESHION If the | ... e e e e e
stakeholderis Part Of the IMIPH. [ ............ooooiiiiiiieeeeeee e e e e e e e e e e e

118  FTUZHL - LiR—kvol.04d REAMBRARIATLARPTWETIVERREE LEIZHITSER
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working for HRH development?

Q14 |Do you have an office, service 1. Yes
or cell capable of providing 2. No
information on or resolving 3. If yes, which?
a problem linked to hUmMan | e e
resources for health? | e e
Q15 |Do you have provincial branches| 1. Yes
which can accomplish the same |2. No
tasks as those in Kinshasa? 3. If yes, specify which provinces (and in the province:
town or city)?
Q16 |For how Iong have YOU DEEN | ..t e e areeaeas

IV. INTEREST IN THE PROCESS OF DEVELOPMENT OF HRH.

resources for health, there are
4 main sectors. Which of these
sectors interest your service?

b) Basic training

c) Continuous training

d) Retention

Instruction: check the box corresponding to the
response.

No. QUESTIONS RESPONSES CODE
Q17 |[The Ministry of Health wishes  |a) Expertise
to involve you (more) in the b) Finance
development process of Human | c) Material support
Resources, which service(s) can |d) Other to be specified
YOU OFfEI? e
Multiple responses POSSIDIES. | ...........cooouiiiiiiiiiiic e
DO NOT SUZZEST F@SPONSES. | oottt e e e e e e e e e e e e eeeeeeaeaaaaseeeeeeeeesenens
Q18 [Inthe development of human a) Career management
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Q19 |In August 2011, the Ministry of |1. Sharing of experiences and information on planning
Health organized a workshop for HRH development
on the observatory of human 2. Analysis of tendencies of the HRH situation in the DRC
resources for health. 11 3. Support for research/study activities to facilitate
functions were retained as part evidence-based decision-making
of this observatory - which are |4. Redynamization of the information system by
of interest to you? improving the quality and coverage of the data on
HRH
(Instruction: suggest functions |5. Improvement of the quality of tools and data
to the interviewer; multiple collection mechanisms
responses possibles). 6. Support for management of networks of expertise in
the HRH area to reinforce national capacities
Circle the number(s) 7. Reinforcement of national capacities for monitoring
corresponding to the chosen and evaluating HRH
function. 8. Availability of reliable information for national HRH
development
9. Development of collaborative links for collection,
storage and sharing of data
10.Contribution to the mobilization of resources for the
HRH agenda
11.Sharing of available strategies on the retention and
equitable distribution in HRH
Q20 |Among the functions cited
above, which is the MOSt SPECITIC | ..uuvrriiiiiiiii e e
compared tO YOUr MISSIONT | oiiiiiiiiiiie et e e e e e e e st e e e e e e e e e e e seasrarreeeeeeeeeeessnnnnns
Q21 |Please help us identify the activities performed by your institution concerning HRH more
specifically by assessing them in the areas of engagement listed below. Please identify
them in increasing order of priority and estimate the percentage of time that you spend
on this activity during a working week.
No. |Area of engagement Check the Order of %
activity priority
01 Basic training
02 |Appropriation (recruitment and
deployment)
03 Retention (career management/
promotion)
04 |Retention (incentives/working conditions)
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05 | Continuous training

06 |Policies and planning

07 |Legal and regulatory framework

08 |Finance

09 | Monitoring/evaluation

10 |Concertation

11 |Reinforcement of institutional capacities

12 | Other (please specify)......cccoeeevvveeecureenns
Interview end time: ........ H......... minutes.

THANK YOU FOR YOUR CONTRIBUTION.

Annex 2: Interview guide from key informants

DEMOCRATIC REPUBLIC OF CONGO/MINISTRY OF PUBLIC HEALTH/SECRETARIAT GENERAL/HEAD OF HU-
MAN RESOURCES

ANALYSIS OF STAKEHOLDERS IN THE DEVELOPMENT OF

HEALTH HUMAN RESOURCES IN DRC
In collaboration with the Japanese International Cooperation Agency (JICA).

INTERVIEW GUIDE

0. WORK TEAM

1.

e WwWN

Interview start time................ [ R MIN...cvveeen..
Province/district/tTOWN/City: ....ccooeeeverieecececeereee e
Work team:
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Members Surname and given name Date Signature Code
Interviewer _/___j2012
Note-taker _ /[ /2012
Supervisor _/____ /2012
Data inputter _/_J2012

I. INTRODUCTION:

Nous sommes entrain d’essayer de comprendre le development of human resources for health in the DRC
and to identify the main problems and the priorities for son development futur.

Il would be bon, for nous, de commencer by recevoir des explications on your mission in the DRC and par-
ticularly your engagement in the area of human resources for health. Nous allons for cela, we entretenir
with vous en vous posant some questions.

Notre interview comprend two parties principales; la first section includes des questions on the past (partie
retrospective) and the deuxiéme, des questions concerning the future (partie prospective) of the develop-
ment process of human resources for health in the DRC.

Following avoir collected all information utiles, we allons rediger un report qui rendra available the results
of this survey.

Notre conversation with vous pourra prendre around 45 minutes.

SVP, MLt ; pouvons- nous commencer maintenant?
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associated institution

No. Questions Responses Code
1° Identity of the respondent

2° Capacity of the respondent?

3° [Current function

4° Denomination of his/her

lll. INTERVIEW TOPICS:

Q1. Could you tell us more about the main activities performed by your institution related to human re-
sources for health?

Q2. Please help us identify the activities performed by your institution concerning HRH more specifically
by assessing them in the conceptual framework of our analysis (HRH development organizational body).
Please identify them in increasing order of priority and estimate the percentage of time that you spend
on this activity during a working week.

No. |Activities deployed Check the Order of %
activity priority

01 Basic training

02 |Appropriation (recruitment and deployment)

03 Retention (career management/promotion)

04 |Retention (incentives/working conditions)

05 |Continuous training

06 |Policies and planning

07 |Legal and regulatory framework

08 Finance

09 Monitoring/evaluation

10 [Concertation

11 [Reinforcement of institutional capacities

12 [Other (please specify).....cccccoueeeeecrrennnnn.

Q3. In your opinion, which major changes have marked our country over the last 5 to 10 years, concerning HRH development?
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Q4. What are the major events which have influenced these changes?

Q5. Who were the key players behind these changes?

Q6. What were the key factors having encouraged these developments?

Q7. Who are the main partners having supported these developments?

Q8. What have been the main results obtained thanks to these changes?

Q9. Which constraints or major difficulties have been

L] Telo YU o1 =T Yo ISP

Q10. In your opinion, which are the key priorities for HRH development in the DRC in the next 5 to 10
years?

Q11. Among the main priorities of HRH development you have just cited, in which areas does your
institution continue to be engaged or still intends to engage? Please explain and give details of the scope of
your engagement.

Q12. In your opinion, what are the key opportunities which could encourage HRH development in the DRC?
Q13. At this time, who are your main partners in HRH activities?

Q14. In your opinion, what are the specific features of the health system of the DRC in general and its
human resource system in particular compared to other pays with which you are famliar? Please make a
parallel comparison, indicating the differences and common areas?

Q15. Considering all the gains made in the area of developing human resources for health in the DRC, how
do you think we can make them sustainable?

Q16. Is there anything else concerning your experience on HRH in our country which you would like to
share with us?

Q17. As regards the the HRH issue, do you know anyone else whom you could suggest to us as an interview
candidate?

THANK YOU VERY MUCH FOR YOUR CONTRIBUTION.
Interview end time.:............. [ min.

SUMMARY TABLE OF MAPPING. (See below).
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RESEARCH TEAM

Study coordination:

Interviewers tasked with data collection by stake-

holders:

No. [Surname and given name Institution
1 |A.G. MBAYO MPH
2 |A.G.NGOLE MPH
3  [Mr. EMELEMEKA MPH
4 [A.G. MATAMBA MPH
5 | Mme BITANGILAYI MPH
6 |A.G. MUSENGA MPH
7 | Mr. KIYOKO MPH
8 |A.G. KAPAFULE MPH
9 [Mr. KINGOMBE MPH

Interviewers tasked with in-depth interviews with

key informants

No. [Surname and given name Institution
Mr. MAMBU (HD, 6" division) MPH
"A.G. ABABA (HO, 1* division)" |MPH
Mr. KASONGO (1" division) MPH

No. |Surname and given name Institution
(function)

1 Dr. LOKADI Pierre (Secretary- MPH
General)

2 |Mr. NGUMBU Epiphane MPH
(Directeur 1* Department,
and coordinator of PSDHHR
project)

3 Dr. SHIMIZU (Head of PSDHHR  [JICA/NCGM
project)

4  |Dr. NORIKO FUJITA (short-term |JICA/NCGM
consultant)

5 Dr. ZANDIBENI KAKU Jacques JICA
(consultant)

Members of the working team

No. [Surname and given name Institution

(function)

1 |Dr. ILONGA BOMPOKO MPH
(Directeur 11" division)

2 Mr. KOMBA DJEKO (Directeur 6™ | MPH
division)

3 MA MATOKO NICAISE (HD RH) MPH

3 Dr. MUFWAYA RAYMOND (head |JICA
of health programme health)

4 | Mr. MUKUNU GUY (Technical JICA
assistant)

5 Mme KAYO KANEKO JICA
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Glossary by World Bank

http://web.worldbank.org/WBSITE/EXTERNAL/
TOPICS/EXTHEALTHNUTRITIONANDPOPULA-
TION/EXTHSD/0,,contentMDK:20190578~me-
nuPK:438351~pagePK:148956~-
piPK:216618~theSitePK:376793~isCURL:Y,00.html
(Accessed 26Februayl 2013)

[Balanced distribution]

Refers to appropriate allocation of health person-
nel, geographically and among levels of care and
types of services, to ensure equitable provision of
quality health services to all.

[Brain drain]

Outflow of health professionals to other countries,
or from the public to the private sector within
a country, or out of the health sector, usually in
search of more employment opportunities, and
better working and living conditions.

[Capacity building]

Continuing process of strengthening existing ca-
pacities and introducing more efficient technolo-
gies and systems in order to address a problem in
a more effective manner. UNDP defines capacity
building as “the process by which individuals,
groups, organizations, institutions and societies
increase their ability to (1) Perform core functions,
solve problems, define and achieve objectives and
(2) Understand and deal with their development
needs in a broad context and in a sustainable
manner.”

UNDP, Capacity Development, Technical Advisory
Paper Il. In: Capacity Development Resource Book.
Management Development and Governance Divi-
sion. UNDP, 1997.

[Career]

The movement of individuals from one job or

position to another job or position which has dif-
ferent (usually higher) levels of authority, income
and or skills/requirements.

[Career structure]

Planned set of differentiated steps, posts or jobs
through which one can progress professionally
within a specific position or across positions along
time to ensure the continued effectiveness of an
organization.

[Career management]

Process of setting goals, identifying specific skills,
capabilities, interests, and implementing a career
plan. Providing career management assistance is
one of the strategies employed to retain health
professionals (see Retention of staff)

World Health Organization, Public Services Inter-
national (PSI) Terms of Employment and Working
Conditions in Health Sector Reforms: Points for
discussion, 2001. In: Workshop on Global Health
Workforce Strategy. Annecy, France, 9-12 Decem-
ber 2000. Retrieved 03/18/02.

[Competences]

Knowledge, skills and attitudes which an individu-
al possesses. Competencies are accumulated and
developed through education and training and ex-
perience.

[Continuing professional development]

Process of systematic learning that allows health
professionals to continue to meet the needs of
the population being served by updating and en-
hancing their skills, whilst addressing health pro-
fessionals’ career and educational aspirations.
[Coping strategies]

Approaches employed by health personnel to
overcome unsatisfactory remuneration or working
conditions in order to fulfill professional and ma-
terial expectations. Examples of coping strategies
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are: (1) undertaking extra duties to supplement
income (see fragmentation of work), (2) migrating
to private practice or out of the health sector (see
brain drain) and (3) being in a payroll without pro-
viding services (see ghost worker).

Ferrinho P, Van Lerberghe W, Providing health care
under adverse conditions: Health personnel per-
formance & individual coping strategies, Studies in
Health Services Organisation & Policy, 16, 2000.
[Deployment]

Refers to the process of allocating personnel
among types and levels of services and among
regions and sub-regions of a country. (Dussault
G,1999)

[Discipline]

A generic term covering the process and methods
in an organization through which the conduct/be-
havior of the workforce is managed.

[Education; basic, specialization, continuing]
Education — development of competencies, or the
process by which the appropriate number of each
category of providers is produced and equipped
with the knowledge, skills and attitudes needed
to produce the kind of performance necessary to
achieve health services objectives.

Basic - acquisition of fundamental professional
competencies by new personnel. Provision of ba-
sic education is usually under the responsibility of
professional schools and universities.
Specialization — process of acquiring specific com-
petencies in addition to basic education.
Continuing education — all educational experienc-
es, activities and resources engaged by a health
professional after completion of professional
training.

[Employment status: full-time, part-time, tempo-
rary, permanent]

Full-time (whole-time) — employment for or work-
ing for the amount of time considered customary
or standard.

Part-time — employment for or working for less
than the amount of time considered customary or
standard. The trend towards part-time or tempo-
rary employment with lower salaries is attributed
to attempts by employers to develop more flexible
employment practices, but can also be used pos-
itively as a way of retaining workers who wish to
work reduced hours.

Permanent — Employment contracted for an inde-
terminate period.

Fixed term — employment contract for a fixed peri-
od of time

Temporary — short-term contracts or “casual”
work, either for a definite period or for a specific
activity.

[Feminization] —

Process by which number of female workers pro-
portionately increases in specific occupations.
[Flexibility]

“Flexibility in the use of labor can be of two types:
time-based, to match staffing to workload (use
of different shift patterns, working hours etc.); or
contract-based, for organizational flexibility (use
of temporary staff and fixed-term contract staff,
and even contracting-out whole sections of the
service).” (Martineau, Martinez, 1997). Flexibility
can also cover pay flexibility and skill flexibility as
well as other aspects.

[Fragmentation of work, multi-employment]
[Roenen et all 1997]

Process by which health personnel seek alterna-
tive ways to increase income by undertaking other
forms of paid employment either after or during
official working hours. (Machado, 1997)
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[Gender]

Socially defined aspects of being male or female.
Gender roles refer to those activities considered
by a given culture to be appropriate to a woman
or a man. When applied to human resources in
health, gender refers to an understanding of the
significance of gender in (1) employing people in
the health sector workforce, (2) recognizing how
gender affects occupational choices, career pat-
terns and working practices and (3) considering
the non-institutional care of the sick, usually car-
ried out by female family members (see Gender
Imbalance). (Dussault, 1999)

World Health Organization, “Public Services Inter-
national (PSI) Terms of Employment and Working
Conditions in Health Sector Reforms: Points for
discussion”, 2001 In Workshop on Global Health
Workforce Strategy. Annecy, France, 9-12 Decem-
ber 2000. Retrieved 03/18/02.
http://www.who.int/health-services-delivery/hu-
man/workforce/papers/PSl.pdf

Moser C, Tornqvist A, Bronkhorst B, Mainstream
gender and development in the World Bank: prog-
ress and recommendations, World Bank Report,
Washington, DC, 1998

[Ghost Worker]

Personnel formally on payroll but providing no
service (See coping strategies)

[Grievance]

A generic term covering the processes and meth-
ods through which members of the workforce
may express disagreement with the conditions of
employment.

[Human capital]

The stock of accumulated skills, experiences and
personnel that make workers more productive.

Or

Human skills and capabilities generated by invest-
ments in education and health. (WHO)

[Human resources development]

Human resource development (HRD) refers to
functions involved in planning, managing and
supporting the professional development of the
health workforce within a health system, both at
the strategic and policy levels (Martineau,Marti-
nez, 1997). HRD aims at getting ‘the right people
with the right skills and motivation in the right
place at the right time’. (Hornby, 1980)

Hornby P, Ray D, Shipp P, Hall T, Guidelines for
health manpower planning: a course book. World
Health Organization, Geneva: 1980.

Or

Systematic effort, within the limits of what a coun-
try is prepared to spend, to maximize the effective
utilization of the workforce in the health sector
(Dussault, 1999)

[Human resources management]

Process of creating an adequate organizational
environment and ensuring that the personnel per-
form adequately using strategies to identify and
achieve the optimal number, mix and distribution
of personnel in a cost-effective manner (Martin-
eau, Martinez, 1997)

[Human resources planning]

Process of estimating potential requirements for
human resources in health and of designing ways
of fulfilling those requirements (see Workforce
planning).

[Human Resource Policies] Guidelines and direc-
tions that regulate the utilization of workforce
both within the health sector and within the wider
context (socio/political/economic)

Martineau and Martinez, 1997.

[Imbalances: regional, service, occupational, gen-
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der] An imbalance occurs when there is shortage
or surplus of health personnel as a result of a dis-
equilibria between demand and supply for labor.
In the health sector, imbalances can be of the
following types: (1) Profession/specialty imbal-
ances, related to a disparity in various health pro-
fessions, such as doctors or nurses, as well within
professions, for example, a shortage of one type
of specialist, (2) Geographic imbalances, which
refers to urban-rural and poor-rich regions dispar-
ities of health personnel, (3) Institutional and ser-
vices imbalances, related to differences between
health care facilities, as well as between services,
(4) Public/private imbalances, associated with dif-
ferences in human resources allocation between
the public and private health care system, and (5)
Gender imbalances, which refers to disparities
in the female/male representation in the health
workforce.

Zurn P, Dal Poz M, Stilwell B, Adams O, Imbalanc-

es in the health workforce: Briefing paper, World
Health Organization, Geneva, 2002.

[Industrial action]

Collective activities of workers to pressure man-
agement into agreeing to some demands. It can
include strikes, demonstrations and other forms
of expression of discontent.

[Job analysis]

Process of identifying the requirements and defin-
ing roles of specific tasks.

[Job equivalence]

The weighted values of the skills requirements
and work conditions of a particular job that allow
comparison to other jobs in an organization, most
normally used to determine career development
and pay.

[Labor legislation]

Policies and guidelines regulating the labor mar-
ket. Laws and regulations that govern the func-
tioning of the labor market.

[Labor markets]

Institutions and processes through which em-
ployment and wages are determined, affecting
the supply and demand for labor. Labor markets
can be divided into regional, occupational or skills
segments. Health labor market is the segment
concerned with human resources in the health
sector. Factors affecting health labor market are
imbalances, mobility, and migration.

Mehmet O, The emerging global labor market:
some implications for international health, report
prepared for WHO Consultation on Imbalances in
the Health Workforce in Ottawa on 10-12 March
200. WHO, Geneva.

[Job analysis]

Process of identifying the requirements and defin-
ing roles of specific tasks.

[Job equivalence]

The weighted values of the skills requirements
and work conditions of a particular job that allow
comparison to other jobs in an organization, most
normally used to determine career development
and pay.

[Labor legislation]

Policies and guidelines regulating the labor mar-
ket. Laws and regulations that govern the func-
tioning of the labor market.

[Labor markets]

Institutions and processes through which em-
ployment and wages are determined, affecting
the supply and demand for labor. Labor markets
can be divided into regional, occupational or skills
segments. Health labor market is the segment
concerned with human resources in the health
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sector. Factors affecting health labor market are
imbalances, mobility, and migration.

Mehmet O, The emerging global labor market:
some implications for international health, report
prepared for WHO Consultation on Imbalances in
the Health Workforce in Ottawa on 10-12 March
200. WHO, Geneva.

[Labor relations, bargaining, conflicts]

Labor relations — relations between management
and employees in relation to collective bargaining
and maintenance of contract.

Bargaining — negotiation over the terms and con-
ditions of an agreement or contract.

Conflicts — opposition or disagreement between
parties that calls for an agreement or a contract.
[Lay-off, downsizing, redundancies]

Staff reductions resulting from organizational
changes or budget cuts; form of termination of
employment without negative evaluation of per-
formance.

[Management of change, change management]
The concept of change management encompass-
es three basic definitions: (1) the task of man-
aging change, referring to (a) making changes in
an organization in a planned and systematic way,
or (b) “responding to changes over which the or-
ganization exercises little or no control”, such as
legislation, social and political upheaval, changing
economic situations, etc; (2) “an area of profes-
sional practice,” referring to experts or firms en-
gaged in planning and managing change for their
clients; (3) a body of knowledge, consisting of “
models, methods and techniques, tools, skills and
other forms of knowledge that go into making
up any practice.” (Nickols,2002) http://home.att.
net/~nickols/change.htm

[Migration]

Process of movement of people from one country,
region or place to settle in another. In the health
sector, when related to movement of health work-
ers, this process is also referred to as brain drain.
[Mismatches]

A bad match, a discrepancy, or a lack of corre-
spondence between the competencies of a person
and the requirements of a job, or an imbalance
between required numbers/skills of staff and staff
available.

[Mobility]

The capacity or facility of movement of personnel
between positions, organizations and regions.
Mobility of health care personnel is an import-
ant issues in the allocation of personnel within
a health care system (see deployment and brain
drain).

[Motivation, satisfaction]

Motivation — individuals’ degree of willingness to
sustain efforts towards achieving certain goals.
(See System of Incentives)

Satisfaction - Contented state of mind that affects
or motivates behavior. (See Systems of Incentives)
[Outsourcing, Outcontracting]

To obtain goods or services (sometimes already
provided by the staff of the organization, thus
implying a process of transfer) by contract from a
source outside an organization or are.

[Payment mechanisms]

Methods and systems through which health care
service providers are reimbursed. Examples of
payment mechanisms are fee-for-service, capita-
tion, bonus payment and case payment.

Hicks V, Adams O, Pay and non-pay incentives,
performance and motivation, prepared for the
Global Health Workforce Strategy Group. World
Health Organization, Geneva, December 2001.
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Performance management, evaluation]
Performance Management — Process of optimizing
productivity and quality of work of the workforce.
This includes designing or adapting performance
management and performance appraisal systems.
Martineau and Martinez, 1997)

Evaluation - assessment process that provides
feedback to workers on their performance and
ensures the quality and effectiveness of services
provided.

[Personnel information system]

National and/ or local information system that
provides, analyses, evaluates and distributes in-
formation needed to support decision-making and
health personnel management and practices.
[Productivity]

Refers to outputs extracted from given inputs,
such as patients seen per doctor, number of pro-
cedure per provider, and so on.

[Psychological contract]

Describes a reciprocal relationship which may be
defined as the mutual expectations of the indi-
vidual and the organization with each other. The
psychological contract is often unwritten and un-
spoken, but nevertheless represents each party’s
expectations for the relationship’s continued exis-
tence . Adams, O., Hicks, V.:Pay and Non-Pay In-
centives, Performance and Motivation, Prepared
for WHO’s December 2000 Global Health Work-
force Strategy Group, Geneva.

[Recruitment]

Process of searching for personnel to enter a par-
ticular job or position.

To strengthen or increase the supply of personnel
to perform services.

[Regulation of practice: certification, licensing,
accreditation, professional discipline monitoring

and dealing with professional errors)]

Regulation of Practice — Formal recognition grant-
ed by a representative body (usually at national
level) to an individual or group to verify that
certain predetermined educational requirements
and/or professional standards have been met.
Such mechanisms are implemented to ensure
maintenance of standards and the quality of
health care services provided. In some systems
there will be a requirement to re-certify or re-ac-
credit at specified time intervals.

Accreditation — approval of an educational pro-
gram or an institution by a governmental or volun-
tary body.

Certification — process by which a non-govern-
mental agency grants recognition to an individual
who has met certain qualifications.

Licensing — (of health personnel): governmental
authorization of a person to engage in a health
profession occupation.

Registration - (of official recording of the names of
persons who have certain qualifications to health
personnel); practice a profession or occupation.
World Health Organization. HUMAN RESOURCES
FOR HEALTH: A Toolkit for Planning, Training and
Management, WHO, Geneva, 2001
[Remuneration]

Payment of an equivalent to a person for a service
or expense.

[Retention of staff]

Maintenance of health personnel by offering ad-
equate opportunities for re-training and career
management assistance (see career manage-
ment).

[Skills mix]

Refers to the mix of posts in the organization, the
mix of employees in a post, the combination of
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skills available at a specific time, or it may also re-
fer to the combinations of activities that comprise
each role, rather than the combination of different
job titles. Skill mix is a strategy used to ensure the
most cost-effective combination of roles and staff.
Buchan J, Ball J, O’'May F, Skill mix in the health
workforce: Determining skill mix in the health
workforce: guidelines for managers and health
professionals, WHO working paper no.

[Staffing]

Process of recruiting, allocating and retaining
staff or personnel, in terms of mix and number of
personnel (the right combination of categories of
personnel and adequate numbers per category),
and its deployment, of its distribution by region
(including internal migration pattern), by level of
care, by type of establishments, by gender, in or-
der to meet the service objectives.

(Martinez and Martineau, 1997)

[Stock]

Quantity of accumulated productive assets. In
workforce planning, “stock” refers to the current
composition of the workforce. In budgetary terms
it can refer to mobile clinics as well as fixed assets
are part of the capital stock of the health care sys-
tem.

[Stress : occupational stress]

An individual may perceive stress related to their
occupation or job because of the interaction be-
tween personal factors and workplace character-
istics; especially specific job role demands. Occu-
pational or job-related stress adversely impacts
productivity, absenteeism, worker turnover, and
employee health and well-being (Reissman, D.;
Orris, P.; Lacey, R.; Hartman, D.: Downsizing, Role
Demands, and Job Stress. Journal of Occupational
& Environmental Medicine. Volume 41(4) April

1999 pp 289-293)

[Substitution]

Process of delegating tasks to less qualified per-
sonnel with the goal of improving cost-effective-
ness.

[Systems of incentives]

Sets of rewards and sanctions to improve staff
performance and motivation by providing financial
and non-financial benefits such as flexible working
schedule and training, education and career de-
velopment opportunities.

[Teamwork]

Work done by a group formed by associates with
different skills and backgrounds, with each doing a
part but all subordinating personal prominence to
the efficiency of the whole (see Skills Mix)
[Training: in-service]

Training — maintenance and adaptation of the
competencies of existing personnel within the
context of their current position.

[Unemployment, underemployment]
Unemployment — The condition in which person-
nel available for work in a labor market are not
employed.

Underemployment - The condition in which per-
sonnel available for full-time work in a labor mar-
ket is (1) employed at less than full-time or regular
jobs or (2) in jobs where their full skills are not
utilised, or are inadequate for economic needs.
[Trade unions, Unions]

Representative bodies of personnel that act to
protect and defend the legal rights and interests
of their members. Unions influence the contents
and the pace of implementation of reforms agen-
das, especially in issues involving conditions of
pay, terms of employment or job specifications.
[Work organization]
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&H¥ 4. Glossary

Process of defining arrangements of work in an
organization, coordinating tasks and assigning
responsibilities. Coordination of clinical depart-
ments in hospitals, which brings together profes-
sionals from different disciplines, is one example
of work organization. (see Teamwork)

[Workforce dynamics]

The way the stock changes through movement
into (entry of newly trained individuals, immigra-
tion, re-entry) and out (retirement, death, emigra-
tion, exit of the occupation) of the workforce.
[Workload]

The amount of work expected or assigned to a
specific position or to one person (can also be a
technical term related to “measures” of activity by
individuals or teams.).

[Workforce planning: needs, supply and demand,
surpluses, shortages]

Comprehensive process to provide a framework
for staffing decision-making based on an organiza-
tion’s mission, strategic plan, budgetary resources,
and a set of desired workforce competencies. It
incorporates an analysis of present workforce to
identify competencies needed in the future and
possible gaps and surpluses, preparation of plans
for building workforce (See Capacity building), and
evaluation process to assure objectives are being
met. (See Performance Management and Human
Resource Planning)

[Working conditions, terms of employment, ben-
efits]

Working conditions - Characteristics of the envi-
ronment in which a person is expected to work.
Includes terms of employment, benefits, physical
and social climate.

Terms of employment - Conditions that regulate
and define employment contracts (See Job Analy-

sis)

Benefits - Advantages that a person is entitled to
such as maternity leave and health insurance (See
System of Incentives)

Thanks to the contribution of the following in-
dividuals: Dr. James Buchan (Queen Margaret
University College, Edinburgh), Dr. Paulo Ferrinho
(Department of Health, Lisbon, Portugal), Dr. Pe-
ter Hornby (Keele University), and Dr. Felix Rigoli
(Paho), for their valuable comments and sugges-
tions.
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