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Can we make a difference? 

• NO! 
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Thank you for coming. 
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Density of health workers and 

probability of survival 

Source: World health report 2006: working together for health. WHO, 2006. 



Presentation to 12° Congresso Brasileiro de Medicine de Familia e Communidade 

11 

135

102

55

53

50

37

31

20

17

0 20 40 60 80 100 120 140 160

WC

GP

FS

KZN

MP

NC

EC

NW

LP

South Africa’s regional distribution of 
doctors per 100,000 

(public & private), 2010
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Resource Supply Constraint: The Case of Doctors, 

2010,
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Slide courtesy of Professor R Bowman 
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Rural/urban worldwide distribution of 

physicians, nurses and population 
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Guidelines exist 

• WHO Global policy 

recommendations:  

 Increasing access to 

health workers in 

remote and rural 

areas through 

improved retention 

 

Available at 

http://www.who.int/hrh/en/ 

 

http://www.who.int/hrh/en/
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• 2 year process by WHO Expert Panel 

• Evidence-based 

• Approved by WHO Guidelines Review 
Committee  

• Companion to: 

– WHO Global Code of Practice on the 
International Recruitment of Health 
Personnel, adopted by the Sixty-third World 
Health Assembly in May 2010 

Development of the guidelines 
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Solutions 

• ONE SIZE DOES NOT FIT ALL 

• National Human Resources Plans 

– Must take rural and remote health care into 

account 

– Most include specific rural health strategy 

– Must be based on international evidence 



 Development of South 
Africa’s Human 
Resources for Health 
Strategy 2012/13–2016/17 
(SA HRH Strategy) 

 Role of the Rural Health 
Advocacy Project 
(www.rhap.org.za) 

 

 

http://www.rhap.org.za/




 Development South 
Africa’s Human 
Resources for Health 
Strategy 2012/13–2016/17 
(SA HRH Strategy) 

 Role of the Rural Health 
Advocacy Project 
(www.rhap.org.za) 

 8 sets of 
recommendations 

 

 

http://www.rhap.org.za/


1. LEADERSHIP AND GOVERNANCE  
2. INTELLIGENCE AND PLANNING FOR HRH  
3. A WORKFORCE FOR NEW SERVICE STRATEGIES  
4. UPSCALE AND REVITALISE EDUCATION, 

TRAINING AND RESEARCH  
5. ACADEMIC TRAINING AND SERVICE PLATFORM 

INTERFACES  
6. PROFESSIONAL HUMAN RESOURCE 

MANAGEMENT  
7. QUALITY PROFESSIONAL CARE  
8. ACCESS IN RURAL AND REMOTE AREAS  

 



 8.1: Implement short-term strategies on access to 
professionals in rural and remote areas 

 8.2: Design and implement an educational strategy based 
on WHO guidelines for rural and remote areas  

 8.3: Develop regulatory strategies to improve access to 
health professionals in rural and remote areas and quality 
of care 

 8.4: Develop financial incentives to attract health 
professionals to work in rural areas 

 8.5: Provide personal and professional support to health 
professionals working in and training health 
professionals in rural areas  

 



 Not OUR plan 
 Critique 

 



 Not OUR plan 
 Critique 

 



 Not OUR plan 
 Critique 

 Continuing advocacy and lobbying 

 The issue of implementation  
 Problematic 

 But it is a basis for action 

 And there has been progress 

 



Buchan J, Couper ID, 
Tangcharoensathien V, 
Thepannya K, Jaskiewicz 
W, Perfilieva G, Dolea C. 
Early implementation of 
WHO recommendations 
for the retention of health 
workers in remote and 
rural areas. Bulletin of the 
WHO. 2013; 91(11):834-40. 

 

 



 Lessons from South African and elsewhere 

 



1. Appoint a rural HRH strategy task team  

 First meeting in February 2014 
 Taking a lead 

2. Community service 

Ensure: 

 that allocation is focused on underserved and 
rural areas 

 that they are supported, nurtured and 
incentivised to stay on in rural sites. 



3. Provinces should not freeze critical medical posts in 
rural areas to deal with overspending 

 Development of norms for minimum numbers of health 
professionals for district facilities. 

4. Revise foreign and local recruitment and retention 
policies and processes 

 Issues of foreign doctors 
 Necessary in short-term (while working on long-term) 

 Importance of fairness 

 Global code: appropriate implementation 



1. Development of targeted admission policies by 
faculties of health sciences 

 Students from rural areas about 2.5-5 times more likely 
to go rural on graduation 

 Wilson NW, Couper ID, De Vries E, Reid S, Fish T, Marais BJ. A 

 critical review of interventions to redress  the inequitable 
 distribution of healthcare professionals to rural and remote areas. 
 Rural and Remote Health 9: 1060. (Online), 2009. Available from:  
 http://www.rrh.org.au  

 Government to provide funding for rural student 
cohorts.  

 Use example of rural scholarship schemes 

 

 



 Wits Initiative for Rural Health Education 
(WIRHE) scholarship programme 
 Established 2003 
 Partnership with North West province 
 Local relationship and accountability critical 
 Now 55 students in 7 disciplines at 3 universities 

(Wits, Medunsa, Pretoria) 
 32 graduates already practicing 
 Provides a model 

 

 



2. Provide funding to enable each faculty of health 
sciences to: 

 have at least one rural campus  

 locate clinical training opportunities outside of major 
urban centres.  

3. Regulate clinical training, at both undergraduate and 
postgraduate levels, to ensure that rural clinical 
exposure is included in all training.  

 Medical schools need to be pushed! 

  

 



 Develop district sites in North West province 
 Increase medical student exposure 

 Accreditation tools 

 Faculty development for trainers  

 Faculty decision 
– All health professional students must have some rural 

exposure 
– Some students should have greater rural exposure 
– Extend academic platform 

– Investigate what other faculties are doing 
– Appoint assistant dean to drive this 



4. Develop funding formulae to reward faculties that 
produce health professionals for public service and 
rural areas.  

 Social accountability 

 Moving towards rating medical schools differently: 
 Staffing the local health services 

 Impact on the MDGs 

 Transformation of the health system 



5. Ensure that health sciences curricula address priority 
health needs in the country, including rural health 
needs.  

 Who determines the curriculum? 

 Who owns the curriculum? 

6. Establish a system to support Continuing 
Professional Development programmes in each rural 
district  

 Costs 

 Time  

 Relevance 



 Global consensus: urgent scaling up of training should be 
core to every country’s response to health worker shortages 
 Not enough health workers have been educated, trained and 

employed in Africa 
 E.g. before 2005, Ethiopia trained 200 doctors per year for 80 

million  population whereas the United Kingdom trained more than 
6,000 doctors for a population of about 60 million; if all  doctors 
trained in Ethiopia in the last 30 years were still working in 
Ethiopia, there would be about one doctor per 10,000 population, 
compared to one doctor for about every 450 people in the UK (22.2 
per 10 000)  

 South Africa:  producing about 1200 doctors per year for 50 
million people; the shortfall based on the norms in the 
HRHSA 3.66 doctors per 10 000 population is over 4 000.  
 NB According to WHO, Brazil has 17.6 doctors per 10 000 

population. 



 An example: Ethiopia 
 Since 2006, moved from 5 to 23 medical schools 

 Increased enrolment from 300 students in 2005 to 2300 
in 2012 

 Planning to reach 6000 enrolments  

 Principle: Self-reliance (developed or developing world) 

 



 Key issues 
 The nature of the schools 
 The location of the school 

 Definition of stupidity … 

 Rural medical schools 
 UP Manila SHS, Palo Leyte, Philippines 
 Ateneo de Zamboanga School of Medicine, Philippines 
 Northern Ontario School of Medicine, Canada 
 Memorial University of Newfoundland, Canada 
 James Cook University, Queensland, Australia 
 University of Tromso, Northern Norway 
 Etc, etc. 



1. Determine the optimum range of skills required for 
rural hospitals.  

2. Develop mid-level workers to meet these skills needs.  

3. Enhance the development and placement of clinical 
associates 

4. Allow for enhanced scopes of practice for health 
professionals in rural areas to address the skills 
needed.  

5. Provide rural-bonded scholarship schemes managed 
at a district level  



1. Develop, use and evaluate financial incentives to 
attract rural healthcare professionals, including:  

• Revision of the Occupation Specific 
Dispensation  

• A more focused and targeted rural allowance  

• Sabbatical leave for rural health professionals  

• Opportunities for postgraduate training 

 

 



 Establishment of distance programmes 
 MPH, Postgraduate diplomas 

 District-based family medicine training 
 E.g. Registrars (residents) in all 4 districts in North West 

province, with supervisors co-located and minimal time at 
central facility 

 Specialist training in regional hospitals 
 



1. Provide personal and professional support to health 
professionals working in rural areas, specifically:  

 Outreach support from referral hospitals;  

 Improved living conditions, including accommodation 

 A safe and supportive working environment  

 Opportunities for career development and CPD 
programmes.  

2. Provide training to health service managers to enable 
them to provide appropriate support for and 
discipline of health professionals in rural areas.  

 



 Improving the distribution of doctors requires a long 
term plan 
 Politicians don’t plan well for the long term 

 There are solutions out here … 
 Determine what works in your own context 

 We need to learn from each other 
 South African delegation currently in Brazil 

 The equity challenge 
 Equality will not produce equity 
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