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RECENT DEVELOPMENTS IN EDUCATION AND TRAINING OF HEALTH PERSONNEL

AND WHO INTERESTS IN HEALTH MANPOWER IN AFRICA

1. The problem of health manpower and of education and training.of

health personnel in Africa is one of obviously formidable dimensions.

The shortage of adequately trained staff impedes the development of

health programmes and prevents developing countries from achieving

.technical independence in the provision of national health services.

2. This very complex and manifold problem cannot be defined with

precision, and its extent and magnitude cannot be measured without being

considered, in the first instance, in the demographic and statistical

context and against the broad background of the over-all manpower

situation in a given country.

3. Africa has, in recent years, shared in the general world population

growth, and it is anticipated that the population increase in Africa

will be accelerated in the future as a result of the continuing decline

in morxality without a parallel change in the birth rate. The decline

in the death rates which is particularly marked in the young adult

and childhood years, has been caused by changes in socio-economic

conditions as well as by the control or eradication of infectious and

parasitic diseases, extended public health measures and the improved

nutritional status of the population. The demographic evolution in

Africa is characterized by some trends which are particularly important

when assessing the medical care needs: the rapid urban growth, the marked

differences between urban and rural rates of increase and the young age

composition of the African population.

4. Although figures published on the several categories of health

personnel should be treated with a certain degree of caution, there is

certainly no doubt about the fact that Africa is grossly deficient in

staff of all grades and.in resources apt to make good the deficiencies.

Available published data illustrate strikingly the shortage of personnel

at all levels, but it is most serious in the professional categories.
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5- The best indicator or the staffing position - and in the case of

African countries the most conspicuous problem - is probably the doctor/

population ratio: for -broadly speaking a deficiency of doctors is

usually accompanied ^ a dearth of other professional grades. African

countries have a very low level of doctor availability. The standards

of medical coverage vary greatly from country to country, although it

is often impossible to obtain comparable data for the different countries.

The ratio of doctors to population for the whole continent is roughly one

to 20,000, whereas the world average is 1 to 3,000, and in many countries

of Europe and the Americas it oscillates around 1 to 1,000 and is often

even more favourable.

6. In Africa, the ratios range from 1 to 500 for Spanish Sahara (1962)

to 1 to 94,000 for Rwanda (1965). Of 47 countries and territories

belonging to the WHO African Region, only 15 have ratios of 1/10,000 and

below; 12 have ratios of between 1/11,000 and 1/20,000 and the remaining

20 have less favourable ratios. Countries in Northern and Southern

Africa experience the highest medical coverage, almost all ratios being

better than 1/10,000. It is obvious that such ratios demonstrate the

gap between needs and available manpower resources to meet them.

7- It will be appreciate that these general ratios have their

limitations. They can only project a rough indication of the current

situation, without necessarily providing a true picture which in many

instances appears even less promising.

8. The gross ratios of total medical practitioners to population do

not show the distribution of doctors within the country. They do not

indicate the availability of doctors to the mass of the population. The

doctor/population ratio is thus somewhat misleading. Urban areas are

generally better served than the rest of the country. For the predominantly

rural section of the population for which government services are almost

exclusively responsible, the doctor availability is very much lower. The

concentration of doctors in the capital city and in urban centres is a

well-known fact, though .supporting statistics are not readily available,
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or in most cases very incomplete. Ghe long distances, the lack of

communications and the generally low income level of the rural populations

aggravate the situation. It must also be borne in mind that the rural

populations will remain the majority population in most of the African

countries for some years to come.

9 In some countries a considerable number of physicians are engaged

in private practice and do not take part in the work of the public health

services. There is in addition a serious lack of medical personnel

qualified in public health. Many governments still rely heavily on

expatriate medical staff to fill the most urgently required vacancies.

Many of these expatriate doctors are leaving government services and

it seems unlikely that there will be any appreciable recruitment from

this source in the years to come. Very little is however known on the

actual losses through repatriation.

10. The dentist/population ratios in African countries are even less

favourable and indicate a very serious shortage of dental manpower. Tl

ratio of 1 to 5,000 in St. Helena (1962), 1 to 16,000 in Reunion (196l),

1 to 24,000 in Algeria (1961) and 1 to 21,000 in Mauritius (1962) con

stitute a relatively high standard of provision, more especially so when

compared with ratios such as 1 to 4,400,000 in Upper Volta (1961), 1 to

1,600,000 in Ethiopia (1961) and 1 to 1,450,000 in Niger (1961). The

average ratio lies between 1 to 10O,Q00 and 1 to 600,000. Though the

figures quoted here do not reflect the latest changes which have occurred

since 1961, it can be reasonably assumed that the situation has not

substantially evolved. What has been said about the maldistribution of

doctors between town and country applies even more so to dentists

practising in African countries.

11. It is estimated that there are roughly 10,000 pharmacists in the

whole of Africa. It is however not clear whether this figure indicates

practising pharmacists or those owing a pharmacy.

The
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12. The same difficulty of definition arises with regard to nurses and

midwives. The information available is of limited value, as the personnel

classified as nurses in many African countries is not necessarily engaged

in nursing services, "but often performs the duties of medical assistants

or laboratory technicians. It would therefore seem meaningless to quote

any number,

13. The number of midwives in African countries is equally difficult to

obtain, as in many countries midwifery is exercised by nurses with mid

wifery qualifications. These nurse-midwives are included in both categories,

14» The auxiliary health personnel/population ratios are clearly more

favourable, as the average ratios range between 1/3,000 and 1/4,000. Only

exceptionally do they reach 1/10,000.

15-. There is no doubt that the needs and demands for professional

manpower which forms the nucleus of health services are overwhelming

in African countries. Considering the needs represented by the gap

between the number of trained personnel available and the number of those

reasonably required at present and at specific stages, it appears that,

on the one hand short-term provisions have to be made to meet immediate

and urgent objectives, but also - and this is very important - long-term

provisions to achieve planned targets for the future.

16. It is estimated that, at the minimum required ratio of 1 doctor per

10,000 population, 1 dentist per 30,000, 1 pharmacist per 50,000 and 1

nurse and 1 midwife per 5>000, Africa, whose population in I965 is estimated

at 310 million, would need today 3l,000 doctors, 10,400 dentists, 6,200

pharmacists, 62,000 nurses and nurse-midwives, to staff its health services.

Kith the existing institutions and facilities for training there is little

immediate prospect of achieving the above goals. This does not obviate

the need for training increasing numbers of doctors and other health

personnel, but interim measures such as importing expatriate doctors.



E/GN.14/WP.6/13

Page 5

accelerated training of doctors, dependence upon auxiliary personnel,

etc. will help to meet some of the most urgent demands. Any rush

remedy for training of health manpower, however, bears the inherent danger

of knocking down high professional standards and of producing second-

rate professional staff.

17. A realistic solution to the problem of medical and health manpower

shortage must acknowledge a great number of factors which influence the

balanced growth of health services, such as development of health service

facilities, demographic growth trends, general education standards,

existing training institutions and their student output.

18. When assessing the need for professional health workers - in particular

doctors and nurses - and the production of such personnel, it is important

to relate this consideration to existing health facilities and potentialities

The economic law of the offer and demand also applies here. The development

of medical manpower resources is necessarily correlated to the expansion

of health services which, in turn, depends on the economic conditions and

material possibilities of a country. The existing and planned network of

health centres and hospitals at local, intermediate and central level must

be able to absorb the human resources, as they become available. It is

evident, that this responsibility rests with the government. It requires

careful planning and a rational organization of health services.

19. ^h& need to fill existing gaps in the medical personnel and to improve

present ratios is greatly enhanced by the imperative need to keep pace

with the demographic growth and to produce a greater number of graduates

than is required to meet the static demands. This involves a forward

estimation of long-run requirements for a period of perhaps ten to

twenty years.

20. The present and future professional needs of the African continent

have to be viewed in the content of general education, as total self-

sufficiency in technical and professional personnel depends upon an
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adequate general education standard, and in particular a sufficient level

of secondary education. The serious situation regarding general education

in Africa represents one of the most conspicuous obstacles in the planning

of health personnel training, as the paucity of secondary school graduates

adequately prepared for admission to higher education is "bound to paralyse

all progress in training health personnel. Promotion of primary and

intermediate education is essential for training of auxiliary health

workers. Low primary school enrolment, high premature-leaving rate in

primary school, a serious fall-off in numbers "between the primary and the

secondary level, low percentage of enrolment in secondary school are

features common to nearly all African countries. The study of a random

number of primary and secondary school enrolment figures for countries

in the WHO African Region show that in all countries the secondary school

enrolment is below 10 per cent of the primary school enrolment and in a

majority of countries this percentage is lower than 2.

21. The reservoir for suitable candidates for medical and allied education,

as well as for all technical fields, is thus very restricted. But as the

nonprofessional level with lower general education requirements there is

a relatively large source of available school-leavers. It is clear that

the development of primary and secondary education has. to be actively

promoted to enable it to produce a sufficient number of candidates for

medical studies and auxiliary, training. ..

22. It is obvious that the available human manpower resources in .develop-

■ ing countries have to be utilized for a considerable number of purposes

and the proportion available for work in the health field is determined

by a variety of factors. There is thus a strong competition between

professions to attract the small, eligible group of secondary school.

graduates. This is illustrated by the distribution of the. students over

the various fields of study. University entrants are attracted to an

increasing extent to professions involving shorter studies, more

.immediate opportunities and better financial prospects. This often results

in a high drop-out rate among medical students during the years of under

graduate training.
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23- Another important point to be mentioned here is the acute staffing

problem in African schools and universities which show a very low staff/

student ratio.

24. Because of the serious shortage of manpower in professional health

categories, the role of the sub-professional or auxiliary staff has

assumed increasing importance. It is becoming more and more evident that

the problems of modern medical care cannot be solved by doctors only and

that health services have to rely heavily on personnel with less than

professional training. The auxiliary plays a very important part in the

provision of medical and health care both in developing and developed

countries, first of all because of the steady expansion of health services

and the relative shortage of professional personnel, but also because of

the development of new patterns of health services which rely mainly on

auxiliary cadres (chronic diseases, geriatrics, rehabilitation, eradication

campaigns, vaccination programmes, etc.). This evolution results in a

redistribution of functions among health team and consequently in an economy

in professional manpower. The auxiliary worker is available in greater

numbers than the professional worker, since his general education requirements

are lower and his period of training shorter.

25. The essential character of auxiliary practice is that it requires the

supervision and guidance of a professional worker of the same category.

The auxiliary is, by definition, a person trained to perform specific

duties with definite responsibilities and considerably less independence

of action than the professional category. Supervision by a professional

worker of the same category is an absolute prerequisite for his effective

contribution to the country's health services. The auxiliary must receive

direction, guidance, instruction and support aimed at improving the

knowledge and skills he is using and at making him a useful member of

the health team.

26. Within the category of auxiliary personnel there is a considerable

range of functions in the fields of medicine, nursing midwifery and

sanitation, tyie to the limited number of supervisory staff in most
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African countries, auxiliary health workers are often engaged in work

involving professional qualifications and high professional responsibiliiy.

These auxiliaries often replace qualified doctors, nurses, midwives,

public health inspectors and other professional staff, particularly in

remo te rural araas,

27. The utilisation of auxiliary health personnel in health services

has long been recognized not as an expediency but as an essential means

Of providing the basic health services in the most practical and economic

manner.

-28-. The auxiliary category is a fully recognised cadre in its own right

and not a temporary expedient to bridge a gap. It is thus important that

the.auxiliary;s functions and responsibilities be clearly outlined and

his position within the health services clearly defined. The full recogni

tion of this category of health workers not only facilitates recruitment,

training and employment of suitable candidates but also contributes to

a greater efficiency within the health service.

29. Training and utilisation of auxiliaries must be brought into

numerical relationship with existing and planned health services. It is

not advisable to have raor* p.yyiliaries trained than the health services

can reasonably absorb. It has thus been agreed that the use of auxiliaries

in an organised health system must be included in the formulation of the

health plan.

30. The training of auxiliaries should be practical, simple and short,

offering the candidates the most suitable qualifications and experience

for their job. The level of education required for auxiliary training

should be set lover and clearly distinct from the standard required for

access to professional education. It is also advisable to avoid the

training of single-purpose workers who are mainly used in short-term

campaigns and whose subsequent absorption into the general health services

very often proves difficult. In general, as the utilization of auxiliaries

varies widely fioi* country to country, their training has to be adapted

to the local conditions.
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31. It is one of the functions of the World Health Organization, as

stated in its Constitutions "to promote improved standards of teaching

and training in the health, medical and related professions". For many

years it has "been the Organization's special interest to speed up to

the greatest practical extent the education and training of medical and

health personnel in African countries and to enable the newly independent

and emerging countries to meet priority needs in this field. IJHO's

customary forms of aid in this field can be summarized as follows: surveys

and studies of particular aspects of educational problems; assisted field

projects? courses and educational meetings; fellowships; assigning of

visiting professors and teaching staff to medical teaching institutions;

provision of teaching equipment and books.

32. The number of professors, lecturers and other teaching staff assigned

"by WHO to medical schools and to public health, nursing and other training

institutions in the whole African continent during the period 1 January

to 31 December 1965 was 102 out of a total of 255 assigned to all regions.

33. During 1965, WHO granted fellowships to 278 candidates from the countries

of the WHO African Region to enable them to acquire a broad knowledge and

practical experience not available in their countries. Of these 278 fellow

ships, 72 were for nursing studies, 58 for studies in clinical medicine

and 49 fox studies in communicable diseases. The number of fellowships

provided for students of the African Region represents nearly 16 per cent

of all fellowships awarded. During 19^5, 118 fellowships were also awarded

to candidates from African countries in the Eastern Mediterranean Region,

which raises the proportion of fellowships for Africa as a whole to 23

per cent.

34* In addition to this usual pattern of assistance, two training schemes

to speed up the production of an increased number of doctors may "be

mentioned here. At the Medical School in Jerusalem, 1JH0 is assisting a

special training programme for students from African countries, which has

been added to the normal medical course in order to prepare future

teachers in basic medical sciences for medical schools in Africa.
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35" Hie special programme which has "been set up by WHO for -training

"assistants me&icaux11 from the Democratic Republic of the Congo to

. complement their medical education at European Universities is nearing

completion. The total number of Congolese doctors trained under this

scheme will "be about 135.

36. In 1965 over 50 teachers participated in 35 projects for the develop

ment and establishment of schools of medicine, nursing and midwifery in

the WHO African Region.

37* There are many other activities of MO which are indirectly or

directly related to education and training of health personnel in Africa.

TIHO assists governments through the Regional Offices in assessing their

needs and in.preparing an educational programme. MO also offers its

services to explore the willingness and ability to certain European

governments and medical schools to provide individual teachers and teach

ing teams for African countries or to provide places for students from

these countries in European schools, especially for pre-clinical studies.

Conclusion

38. Since development of human resources is closely related to improvement

of health conditions, progress in health manpower should play a constructive

role in the over-all development in Africa, At the same time, the health

manpower problem depends on the general educational progress, and thus the

inter-related elements of educational, social and economic development

and health development should advance through well-balanced programmes.




