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Human resources for health (HRH) is the important component of the health system as it consumes a biggest share of health budget, manages other resources, runs the health services system as well as being the critical factors to support or against the health service development. The HRH is thus critically needed continuously attentions.  The Thai government is responsible to manage to provide health care that are equitably accessible, effective and efficient with community participative approaches. To meet these health service goals, HRH in the system should be appropriate in relation to number, distribution, skill-mix, competency and motivation to work and that people has fully participated in health services. 

1. Introduction
1.1 Situation and trend
The changes of the country environmental context which have affected the health services and HRH include macro-economic status, international trade policy, socio-cultural and reform policy, as well as epidemiological and demographical transition. These have directly and in-directly affected HRH aspects as the following.

· The growth of the country economic status after 1997, coupled with the international free trade policy that Thailand adopted has invited foreign clients to use health services in the country, has resulted in the expansion of private health facilities. This situation has led to the migration of HRH from public to private health facilities.  
· Resulting from the development of economic, social, education and technology; the health demand and expectation of the people has increased. When health demand and expectation did not meet medical complaints have increased.
· The policy to decentralize the authority has made the local authority become the important stakeholder in health system, and there are some initiations to find the models to work together in relation to HRH recruitment, planning and employment. 
· Health policy emphasizing on health promotion as well as alternative medicine and local wisdom has meant that health has been defined to cover boarder areas. For a holistic approach for healthy society, activities or health service provision are not only limited to health personnel, but many stakeholders, such as, people-self, traditional healers, health volunteers, civil health networks, consumer networks, local authorities, not-for-profit NGO, for-profit health facilities, as well as government authorities. Therefore, the important role and responsibility of health personnel is to work and co-operate with all stakeholders.
· The increase of health service utilization resulting from several factors: the universal coverage scheme; increase of aging and chronic patients; emergence of aviation flu and SAR; the access to anti-retroviral therapy of all HIV/AIDS patients; have added to high workload of HRH. These indicated that HRH requirement should be appropriate not only in number but capacity to deal with those diseases as well.
1.2 Situation of Human Resources for Health (HRH) problems

The ministry of public health has concerned itself to develop HRH planning and development for over 2 decades. However, since HRH situation is dynamic and relates to many stakeholders, the HRH problems still exist and need proper solution. The main HRH problems are summarized as the following. 

 (1) Inequity distribution
Though there is policy to increase the number of HRH production and other measures to make staff adequate to health system needs, especially in rural area. However, the problem of mal-distribution has not yet been solved. The ratio of population per doctor, dentist, pharmacist, and nurse in the capital Bangkok in 2002 was 5-10 times lower than that of the Northeastern region. Shortage of doctors in rural was still repeatedly problem. At rural health centre, the first line health facilities, primary care workers and nurses were the main care providers. However, the high professional, such as doctors and other professionals are needed in order to provide services and support to increase the equitably accessible of the rural to health professional. 
  (2) Shortage of Human Resources for Health (HRH)
The changes affecting HRH include: universal coverage scheme, access to anti-retroviral therapy scheme, emerging of aviation flu and SAR, influx of foreign labors have implied the need for more HRH in relation to quantity and quality aspects. Moreover, the government policy has promoted health service utilization among foreign patients. This policy, together with the expansion of private health facilities, the HRH requirement has thus increased. These factors have some impacts to the mobility of HRH from public sector to private sector and from rural public sector, especially in the case of doctors and nurses. These have made the situation of shortage of HRH in public sector become worse. 

(3) Inappropriate environment and supportive system

Several measures have been implemented to retain HRH in the rural areas: development of infrastructure and equipment of health facilities; non-financial incentive, i.e., opportunity for continuing study, training, development and social recognition award; financial incentive for doctors, dentists, pharmacists and nurses. However, there was still mobility of some professional from rural. Factors affecting the migration of doctors and dentists from rural areas were the need for continuing education, dissatisfaction with the management system in the organization, high workload and dissatisfaction with the income.  The financial incentive, though could be an effective incentive for some professional, was viewed as inequity for some professional, particularly the primary care workers working at the rural health centres. 

(4) Lack of mechanism to get evidence into policy and practice
To date, HRH development process has not fully and continuously implemented due to the reason of lacking of mechanism to facilitate the process. Since there are many stakeholders concerning HRH issue. Not only ministry of public health, but non-health ministries, private health facilities, educational sectors, professional bodies, local administrative organizations, as well as people; are among stakeholders. To co-operate with all concerned bodies effectively, the independent agency is needed in order to reach an agreed vision. This independent agency will also facilitate full participation from all stakeholders to develop the plan, monitor and evaluate in order to develop HRH system continuously and in line with the country health needs. 
(5) Lack of co-ordination between HRH planning and HRH production
There is a situation that the production is sometimes not in line with the health system requirement. Consequently, the problem of shortage of HRH in some professional, for instance: doctors and nurses were evidenced resulting from supply side is lower than demand side. On the contrary, some professional shows the trend of surplus workforce resulting from supply side is higher than the demand side. Therefore, the need to closely co-operate between these 2 sides is necessary in order to produce the HRH in line with the local and national needs in relation to quantity and quality.  
(6) Inadequate knowledge and information system to support the decision making
The effective decision making in relation to HRH policy and plan needs effective HRH information system as well as evidence-based information. In relation to the existing HRH information, since there are several responsible organizations, problems encountered were the duplication of data, inconsistency of data, lack of data linkage as well as lack of the process or mechanism to manage the data and get it into decision making concerning HRH policy and plan. Though there are some numbers of HRH research, due to the country context changes and lacking of mechanism to manage the evidence-based information, the process of getting evidence-based into policy is limited. 
2. Definition
 Human Resources for Health (HRH)
            Human Resources for Health refers to workforce or group of workforce that provide health care covering areas of health services: health promotion, curative care, health prevention, and rehabilitation. The workforce ranges from health professionals, allied health professionals, Thai traditional medicine personnel, local health wisdom healer, alternative medicine personnel, health volunteers, and civil health networks who works in health and health-related fields at public sector, private sector as well as communities.

3. VISION and MISSION
VISION
Human Resources for Health available in health system that are in the right number, right quality, equity distribution, working with moral principles and satisfaction in order to provide care responsive to local and national health needs.  

MISSION 
The national Human Resources for Health Strategic Plan can serve as framework and guidance for the Thai HRH policy and develop the mechanism to implement the HRH development to achieve HRH responsive to the country health system.

4. Framework








5. The national Human Resources for Health Strategic Plan

To date, human resources for health situation is still a critical problem of the health system. Shortage of HRH, inequity distribution between rural and urban, inappropriate environment and supporting system to work, change of relationship between HRH and consumers are among the HRH problems needed to be addressed. These problems have been aware and partly redressed by the government and yielded some progress.


 However, HRH requirement is dynamic and very much depend on the context changes affecting individual health needs. Changes in socio-economic, politics, technology, and the influx of information have shaped up individual health needs.  Health demands and high expectation from health services of consumers has increased.  The health system become more complex and dynamic, the existing HRH policy and plan, thus, could not fully redress the HRH problems. Moreover, lacking of the national mechanism to guide and direct the HRH policy and strategies and co-operate with all stakeholders in order to plan, produce and use the HRH effectively has made the problem become worse. 

The solution for these complex problems needs the involvement from all stakeholders under the explicit national HRH strategic plan. The evidence-based and effective HRH information system should be developed and linked to the decision making on the development of policy, strategies and tactics on HRH planning, management and production system. This continuing process could therefore help improving HRH aspects continuously and sustainable. People empowerment and participation is also the core strategy which can contribute to the healthy society. These strategies aim to achieve the HRH that are adequate in number, distribution, quality, and provide services responsive to the health system for the healthy population.
To achieve these objectives, the national human resource for health strategic plan is developed to guide the HRH development in the next 10 years, 2007 – 2016, as the following detail.
Strategy 1  
Establish and develop the mechanism to develop the national human resources for health policy and strategic plan responsive to the country health system. 
Strategy 2
Reorient the human resources for health production and development system to produce and develop adequate number of HRH who could provide services responsive to people health needs, health service system and other related system in order to achieve the equity access to services of the people.
Strategy 3
Reorient the HRH management system in order to equitably distribute, retain, and encourage human resources for health to work effectively and satisfactory in the organization
Strategy 4
Generate and manage knowledge and link evidence-based information 

to develop HRH aspects in line with the country health system
Strategy 5 
Empower the civil society to be able to provide self-care to one-self, 


families and communities. 
Strategy 1  
Establish and develop the mechanism to develop the national human resources for health policy and strategic plan responsive to the country health system 
Rationale


The development of policy and strategic plan is the process building up the public policy in democracy world and the process has to involve all stakeholders. HRH policy and strategic plan of Thailand has not been continuously developed before. Since HRH aspect has involved several stakeholders, lacking of the guidance of the policy and strategic plan make the HRH plan of each organization fragmented and uncoordinated without clear direction. 

Though the ministry of public health has functioned as a main coordinator to develop mechanism in the form of taskforce committee to solve the HRH problems, but the functions were limited in specific tasks and solving the specific problems. The long term plan on HRH with the clear strategies and direction has not been established, since there is no independent organization able to coordinate with all stakeholders, view the HRH situation of the country level at wider aspects and different angles. 

It is necessary to establish the mechanism to develop the HRH policy and strategies in order to provide guidance to develop HRH aspect. The roles of this mechanism also cover monitoring and evaluation HRH process as well as coordinating with all stakeholders and integration of HRH aspects with all sectors. This should be carried out continuously in order to solve the HRH problems responsive to the local and country health needs.
Objective
        Develop the effective mechanism at local and national level to develop HRH plan and development continuously and responsively to the health system needs with full participation from all stakeholders as well as develop the capacity of concerned stakeholders. 
Outputs
1. The presence of organizations at national and local level which coordinate with all stakeholders to develop HRH plan continuously and responsively to health system needs. 
2. Concerned personnel at all level has been built up on capacity in HRH planning and development. 
3. The presence of mechanism and participation system of all stakeholders functioning to develop, monitor and evaluate HRH policy. 
4. The presence of financial mechanism and measures to facilitate and be in line with HRH development plan. 
Tactics
1.1 Establish the coordination organization at national level to oversee overall national HRH process:  
· The independent organization is under the office of prime minister functions in providing technical and management support, but the function does not cover the financial allocation. 
·  Members of the independent organization comprising representatives from ministry of public health, other ministries, private sectors as well as civic society. 

· The organization is functioning under the specific Act or Law.  
·  Role and responsibilities:
1. Provide HRH development guidance and develop policy in HRH with actively participation from various stakeholders.  
2. Coordinate among HRH planning, HRH production and HRH utilization aspects at national and local level. 
3. Follow up, monitor and evaluate HRH policy.  
1.2 Establish the coordination body at provincial level to oversee HRH aspect at local level.
· The body functions under the jurisdiction of the provincial health office.
· Members of the independent organization comprising representative from ministry of public health, other ministries, private sectors as well as civic society at local level. 
· The independent body carries on HRH planning and development at local level and closely coordinates with the HRH coordination organization at national level. 
· Role and responsibility:
1. Develop HRH development guidance and policy implementation in HRH responsive to the country direction.  
2. Develop and implement HRH planning and development responsive to health system and local health needs with full participation from all stakeholders.  
3. Coordinate among HRH planning, HRH production and HRH utilization aspects at local level. 
4. Follow up, monitor and evaluate HRH policy at provincial level.
1.3 Improve the leadership at all levels in order to develop guidance and implement HRH plan to achieve the goal of effective HRH development.
1.3.1 Develop the capacity of health personnel in public and private sectors to equip them with the HRH policy, plan and development skills. 
1.3.2 Support professional organizations to play the role to protect people health as well as monitor the professional service standard in accordance with the country HRH policy. 
1.3.3 Strengthening and empowering the civil society, especially those need specially care, such as, deprived group, disable people; and encourage them to participate in the process of policy and strategic development and evaluation. 
1.4 Develop the effective financial mechanism and measures to support the HRH development in short term, medium term as well as long term plan. 
1.5 Develop and strengthen the mechanism to link and communicate with public at national and local levels in order that the participation in develop, implement, monitor, and evaluate HRH policy; from all concerned bodies is fully established.  

   Strategy 2
    Reorient the human resources for health production and development  

                     system to produce and develop adequate number of HRH who could 
                     provide services responsive to people health needs, health service  

                     system and other related system in order to achieve the equity access to  

                     services of the people 
Rationale

Though some number of health professional have mounted to some acceptable level, the problem still exists for some professional, especially doctors and nurses.  The situation of environment context change has made the situation get worse. The changes affecting HRH include: universal coverage scheme, access to anti-retroviral therapy scheme, emerging of aviation flu and SAR, influx of foreign labors which amounted to 888,854 in 2005. These implied the need for more HRH in relation to quantity and quality aspects.

Though public sector is the main institutes of HRH production, however, the production has also contributed by private sector, under the ministry of education and ministry of public health. Public educational institutes have some limitation concerning production, i.e., inadequate infrastructure, educational equipment and instructors; therefore, these problems have hindered the production capacity, especially doctor production.   Moreover, graduates expected to work in the rural area have high turn over rate from the rural. Whilst, the private sector role to invest in production has been limited, but the role in utilization of HRH has been increasing.  These are the issues need to be addressed. 
Lack of co-ordination between HRH planning and HRH production is still among the important problem. Health promotion policy has emphasize the needs for general workforce to provide health promotion services, yet the productions still focus on training specialists. 
The approaches to make the existing staff work productively and effectively need to be developed in appropriate approaches. The new knowledge, attitude as well as skills are needed in order to keep them up with current job and responsibility.  
Objective

To produce and develop HRH that are adequate in number as the country required, capable to perform work, able to work with moral principles and public service mind, and responsive to health system and other related system. This will be achieved by the effective HRH production and development plan with full participation from all stakeholders.   
Outputs
1. HRH is adequate in type and number in responsive to local health needs, and they will be capable to provide services, and work with moral principles and public service mind.
2. The presence of production system that is in line with health needs under the collaboration of public sector, private sector, local administrative organization and civil society. 

3. The presence of systemic HRH development to improve the capability of the existing staff. 
Tactics
2.1 Develop the HRH production in line with health needs of local and national level, and taking into account private sector needs which is in accordance with the country health system.  The guidance for HRH production is as the following:
· Emphasizing on production the generalist more than the specialists.  
· Emphasizing on production health promotion workforces. 
2.2 Develop the production system in line with local health needs by implementing the rural recruitment, local training and hometown placement approach, and provide sufficient financial support for educational system. This approach will therefore help equitable and sustainable distribution of HRH in order to support equitable accessibility to health care.  
2.3 Develop the educational curriculum and learning process in accordance with local and nation health needs, currently and in the future. The direction of education curriculum should emphasize on health promotion; be in line with the way of life of the communities; encourage local health wisdom; and invite participation from public sector, private sector, local authority and civil society. This approach will help to produce HRH who are capable to work, humane, working with moral principles and public service mind.  
2.4 Develop the HRH development system for existing workforce continuously as a short term and long term plan in order to improve the HRH capacity to work effectively.  The development should focus on health care providers and supportive workforces and using distance learning approach with on-site practicum.
Strategy 3
Reorient the HRH management system in order to equitably distribute, retain, and encourage human resources for health to work effectively and satisfactory in the organization
Rationale
The plan to produce HRH to serve health system has been implemented continuously in order to solve the HRH shortage problem. However, the inequitable distribution problem still exists, especially geographical distribution.  The density of doctors, dentists, pharmacists, and nurses in the capital Bangkok is much higher than that of the Northeastern region. 
The migration of HRH from rural to urban and from public to private is still of significance. Causes of problems are varied and different at each professional ranging from inappropriateness of work itself, high workload, different income comparing with private sector, and inappropriate management system of the organization. Policy to limit the growth of civil servant in some professional, i.e., nurses and pharmacists; has added to the mal-distribution and shortage problems. 
HRH planning has been emphasized more in adequate number of staff but attention in management aspect in order to retain the staff and motivate them to work effectively has been neglected. Several measures have been implemented to retain HRH in the rural areas: rural recruitment, non-financial incentive, and financial incentive; however, these measures have targeted at some specific professional and lack of participated management from other sectors.  

The complex issue concerning several stakeholders could not be solved by only the public sector. It is necessary that the participation from public sector, private sector, local authority and public society is needed. 
Objective
To develop the HRH management system effectively and appropriately under the cooperation among concerned bodies in order to achieve the equity distribution of HRH and encourage them to work effectively and satisfactory. 
Outputs
1. The presence of HRH distribution system which could guarantee the equity accessibility to care of people. 
2. The presence of supportive and incentive system encouraging HRH to work effectively and satisfactory.  
3. All stakeholders: public sector, private sector, local authority and civil society have participated in developing the effective HRH management system. 
4. The problem of the relationship between health care providers and consumers has been solved and the appropriate relationship has been developed with equity principles.  
Tactics
3.1 Develop explicit policy and measures for HRH distribution taking into account the difference of the local needs for HRH in order to improve the equity accessibility to services of the people.  The HRH equity distribution will consider the balance and appropriate proportion of HRH between:
· Rural  and urban area 
· Level of services provided: primary care, secondary care and tertiary care
· Public  and private sectors
· Skill mix
· Generalist  and specialist of each professional
3.2 Develop the supportive system to retain health personnel in organization and encourage health personnel to work effectively and satisfactory. RHHR
3.3 Develop the effective motivation system which relating to staff performance in order to motivate health personnel to work effectively by these following approaches:
· Improve working environment


· Improve personnel management system including career advancement. 
· Regulate and improve laws and regulations that hindered their job and functions. 
3.4 Develop the model to work together between public and private sectors in utilization of HRH in order to use scarce resources effectively for the benefit of the people health.  
3.5 Promote and support the local administrative organization involve in HRH process ranging from planning, production, employment which is in line with local health needs and that the national level provides support in term of knowledge and technology.  
3.6 Manage and develop the appropriate relationship between health care providers and consumers and taking into account the equity principles and fairness to the providers and consumers in managing the complaints. 
Strategy  4 Generate and manage knowledge and link evidence-based information to 

                develop HRH aspects in line with the country health system          
Rationale

To date, there was some available research concerning HRH. However, the research was dated, and the contextual situation keep on changing, the research, thus, needed to be updated. Moreover, there is no mechanism to facilitate, monitor and systematic review of research conducting. Therefore, there was no means to bridge the gap between evidence-based information and policy making continuously. Researcher and administrators who has paid interest in HRH are also limited. It is necessary to build the capacity of researchers, administrators and concerned bodies up to the critical mass level as well as establish the networks of HRH personnel to work together to develop plan, implement, monitor and evaluate HRH measures continuously.

The effective decision making in relation to HRH policy and plan needs effective HRH information system as well as evidence-based information. In relation to the existing HRH information, since there are several responsible organizations, problems encountered were the duplication of data, inconsistency of data, lack of data linkage as well as lack of the process or mechanism to manage the data and get it into decision making concerning HRH policy and plan. 
Objective
To develop the evidence-based information and HRH information system systematically and continually and link these to the development of HRH aspects to be in line with the context of local area and the country 

Outputs
1. The evidence-based research has been used to support the decision making concerning HRH planning, development, and policy evaluation at local and national levels.  
2. The presence of HRH information system that is effective, updated, accurate, covered, and continually developed and managed.  
3. There are networks of HRH at local, national and international levels; and researchers, administrators, concerned bodies are aware of HRH planning and development. 
Tactics
4.1 Develop researchers at local and national level in HRH planning and development, support the research conducting at local and country level and support the jointed work in research among concerned institutes. 
4.2 Promote the HRH knowledge management especially at local level, i.e., the forum to share knowledge among researchers, local policy makers, and communities.
4.3 Develop and establish networks among researchers, policy makers, professional bodies, private sector, and others to cooperate in knowledge management and link knowledge to policy making and HRH planning.
4.4 Develop the effective HRH information at local level and national level concerning these following issue:
4.4.1 Minimal HRH data set for each concerned organization in order to use for HRH planning.
4.4.2 Develop HRH core indicators in order to monitor and evaluate HRH situation at local level and national level.
4.4.3 Develop the mechanism to link among HRH information system for the ease of use to facilitate the HRH plan and development. 
4.4.4 Strengthen the capacity of organization responsible for HRH information in relation to data collection, data verification, data management, data analysis and data utilization.  
4.5 Develop system and mechanism for the HRH knowledge generation and management, so that they can be carried on continually and can serve as evidence-based information to support policy makers effectively. 

Strategy 5    Empower the civil society to provide self-care to one-self, family and 
 
        communities 
Rationale 
Over decades, health services were viewed as the responsibility of government and that the ministry of public health was the main care providers. However, the health care management as such, has a limitation in relation to financial resources and human resources of government. Currently, health system has been more complex and has been defined to cover boarder areas; physical, mental, social and spiritual health. For a holistic approach for healthy society, activities or health service provision are not only limited to health personnel, but many stakeholders, such as, people-self, traditional healers, health volunteers, civil health networks, consumer networks, local authorities, not-for-profit NGO, for-profit health facilities, as well as government authorities.  The existing medical knowledge focusing on physical treatment, is not able to reach the dimension of mental and social status, cultural belief, and local wisdom. 

To manage holistic heath system in such a sustainable approach, it is important to make the health care belong to the people and have them to help managing the health system. The government should open the gates for the people to involve in decision making in health care, delegate the authorities close to the local areas, and empower people and explore for local wisdom to contribute to health care system. This approach will broaden the definition of HRH from professional to self-carer, traditional healers, local health wisdom personnel, and other civil health networks; and bring out their potential to contribute to the health system.
Objective
To empower people and civil health networks to help in managing health care at local level effectively under the cooperation among people, public sector, private sector and local authority.
Outputs
1. The presence of HRH local plan which is responsive to local health needs with effective cooperation of concerned stakeholders 
2. Expansion of health networks in the communities and encourage community participation.
Tactics
1. Empower people in communities to provide self-care to oneself and families by using local wisdom and support civil health networks to join hands to strengthen health promotion in communities.
2. Develop and strengthen the capacity of community carers, i.e., traditional healers, child carers, aging carers, disable patient carers; in order to expand the participation in health services of people. 
3. Strengthen and support the local administrative organization to develop local health plan in relation to HRH requirement, production, and management; under the adequate support of technical and financial aspects. 
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Annex 2
The process used in developing the National Human Resources for Health Strategic Plan

	
	Activities
	Date

	1
	Set up the committee to draft National HRH strategic plan 
	March  2006

	2
	Workshop to review HRH definition and agreed vision and mission
	April  2006

	3
	Committee consultation workshop
	March, May , October  2006

	4
	Stakeholder  consultation workshop at national level
	August  2006

	5
	Self-administered questionnaire asking for comments on the 3rd draft from  stakeholder                                                               165 persons
	September  2006

	6
	 Self-administered questionnaire asking for comments on the 3rd draft from professional organizations                                   65 organizations
	September  2006

	7
	Stakeholders  consultation workshop at regional and provincial levels
	October  2006

	8
	Expert opinion consultations
	October  2006

	9
	Public opinion workshop in the 6th National Health Assembly 2006
	28 October  2006

	10
	Synthesis the recommendations and bring into the policy process
	November - December 2006


Annex 3

Situation and Trend of Human Resources for Health in Thailand
----------------------------------------------------------------------------------------

Human Resources for Health (HRH) is the important component of the health system as it consumes a biggest share of health budget, manages other resources, runs the health services system as well as being the critical factors to support or against the health service development1. The Human Resources for Health (HRH) is thus critically needed continuous attentions.  


Globally, many countries have committed to achieve the Millennium Development Goals (MDGs). For the countries to achieve the MDGs, they will need to make the most effective use of HRH and that HRH should be appropriate in relation to type and number, distribution, qualification, skill-mix, as well as be motivated to work1. However, many countries have encountered HRH problems including: shortage of HRH, inequity distribution, inappropriate support system, as well as skill mix. Moreover, many of the developing countries are not only facing the problems of infectious diseases but also the rapid emergence of chronic disease complicated with the magnitude of HIV/AIDS, SAR and aviation flu epidemic, as well as the rapid increase of aging population. Realizing its important and urgent issues, the WHO has set up the “Decade of Human Resources for Health Development 2006- 2015”.  The guiding principles for strategic plan have been developed and comprising: preparing workforce through strategic investment in education and effective and ethical recruitment practice, enhance worker performance through better management of workers in both the public and private sectors, and manage migration and attrition to reduce wasteful loss of human resources2.   Focusing particularly at the South East Asia countries, there is huge disparity among Member Countries in term of availability, quality, distribution, skill-mix, and productivity. A regional strategic plan is therefore put in place to serve as a guideline for Member Countries to develop their national human resource for health strategy plan. These strategies include: scaling up production and deployment of human resources for health, particularly community based health workers, to reach the un-reached; improving quality of health professionals education, particularly public health education and training institutions; strengthening management of human resources, particularly through establishing performance based reward system; and strengthening knowledge generation and management3. 
1. Human Resources for Health in Thailand


The Thai constitution enacted in 1997 has declared to protect people health in relation to health services and environment. The constitution has emphasized that it is the government role to manage to provide health services to people that are of good quality, equity, effectiveness, affordable cost, accountability as well as community participation approach3. To meet these health service goals, HRH in the system should be appropriate in relation to number, distribution, skill-mix, competency and motivation to work,  and that people has fully participated in health services. 


1.1 Situation and Trend of Human Resources for Health (HRH)

The changes of the country environmental context which have affected the health services and HRH include macro-economic status, international trade policy, socio-cultural and reform policy, as well as epidemiological and demographical transition.

Economic status and international trade policy

The growth of the country economic status after 1997 has resulted in the expansion of private health facilities. At the same time, the international free trade policy that Thailand adopted has opened gate for foreign clients to use health services in the country.  The private health facilities have grown up to prepare for foreign patients. It is forecasted that in 2008, there will be approximately 16% of doctors providing services to foreign patients4. This situation has caused the migration of HRH from public to private health facilities. The survey showed that the proportion of the doctors in private sector has increased from 11.4% in 1987 to 21% in 2002 and the proportion of nurses in private section increased from 9.1% in 1987 to 12% in 20025.  The study of Thamarangsri6 found that of all the doctors move from rural, 52.3% have moved to private sector and when focus particularly at specialist migration from rural, 83% moved to private sector.

Health policy, reform and socio-cultural changes

The Thai constitution 1997 put high emphasis on decentralization to local authority. According to the constitution, the local authority has to preserve environmental quality in order to prevent its affect people health status3. Though, there is not much progress in implementation, the local authorities have now become the important stakeholders in health system, and there are some initiations to explore the models to work together between the local authorities and health sector. First initiation concerning HRH production, the Tambol (sub-district) administrative organizations (TAO) have recruited students from local and provided scholarship to nurse and dental nurse students and employed them after graduation. This approach has helped solving the HRH shortage problem in rural area. Second initiation concerning HRH employment, TAO has provided opportunity for employment in various approaches. HRH can be hired as permanent staff of TAO or hired by communities and work with the communities. This could help solving HRH shortage as well as government resource shortage. Third initiation concerning service provision, TAO has put more interest in health service provision by co-operating with the National Health Security Office to provide emergency and accidental services at 1500 TAOs.

Changes in socio-cultural and public reform have inevitably affected HRH. Firstly, resulting from the development of economic, social, education and technology; the health demand and expectation of the people increased. When health demand and expectation did not meet medical complaints have increased4. Fig 1 has showed the trend of medical error complaints arisen from 15 per 10,000 doctors in 1973 to 73 per 10,000 doctors in 2004. Secondly, the universal coverage scheme introduced in 2001 made some change to health care utilization, as the trend of service utilization has increased after the scheme has introduced in 20017. Comparing with 2001, the proportion of self-care among people in 2003 decreased from 35% to 29%, whilst the proportion of the people using services from health facilities increased from 66% to 71% in 2003. Moreover, the universal coverage scheme using the HRH per population ratio to plan for the HRH requirement has required more than the existing staff.

Fig 1    Ratio of medical complaints per 10000 medical doctors reported to the medical council
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Fig. 2    Number of out-patient department (OPD) visit and in-patient department (IPD) visit per 1 population 
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Ministry of public health has adopted the policy to implement health promotion approach at all level of care in order to promote healthy population. By this approach, health has been defined to cover boarder areas; physical, mental, social and spiritual health. For a holistic approach for healthy society, activities or health service provision are not only limited to health personnel, but many stakeholders, such as, people-self, traditional healers, health volunteers, civil health networks, consumer networks, local authorities, not-for-profit NGO, for-profit health facilities, as well as government authorities. Social capital in relation to health in communities has been explored and brought out to join hands with other stakeholders to make a healthy society. To make the picture clear, in a province in the Northeast region, beside public and private health facilities, there are 22 voluntary health networks which carried out health promotion movement in communities8.  The health promotion and prevention scheme has been brought to light as this approach has been recognized as the cost-effective approach. The National Health Security Office has allocated the health prevention and promotion budget to the TAO in order to encourage community and local authority participation in health promotion and prevention in the communities. Meanwhile; Thai traditional, alternative medicine and local wisdom have been emphasized in the health policy as the alternative approaches for health service provision. These have indicated that HRH requirement should be reoriented. The responsibility for health services is shared among individual, traditional healers, community group, local authorities, health professionals, etc. The HRH skills were not only capable in institutionalized services but also in working with health networks and community laterally, and the channel is opened for new cadres of HRH, i.e., alternative medicine, health facilitators, etc. 


Demographic and epidemiological changes


The transition of demographic and epidemiologic status has inevitably affected the HRH situation. The successful of family planning implementation in the past has resulted in the decline of children aged below 14 years6. The forecast of population proportion in Fig 3 has not only reported the decline of children proportion from 42.4% in 1940 to 19.1% in 2030, but also showed the trend of the increase of aging population from 4.8% in 1940 to 15.9% in 20309. Chronic diseases, heart disease, cancer; are among the leading causes of mortality. Heart disease hospitalization tended to increase from 56.5 per 100,000 population in 1985 to 109.4 per 100,000 population in 1994 and 397.0 per 100,000 population in 2003. This trend was similar to those of cancer patients and diabetes patients as showed in Fig 4. 
Fig 3    Proportion of selected age groups and population forecast during 1940- 2020
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Fig  4  Hospitalization rate per  100,000 population in heart, cancer and diabetes disease during 1985 - 2003




Although HIV/AIDS tended to decrease from 7.85 per 1,000 population in 1986 to 0.17 per 1,000 population in 2003, the access to anti-retroviral therapy of all HIV/AIDS patients have added to high workload of HRH. It is forecasted that in 2008, the HIV/AIDS received anti-retroviral therapy will be as high as 250,000 patients4.  The emergence of new and virulent disease, aviation flu and SAR, indicated that HRH requirement should be appropriate not only in number but capacity to deal with those diseases as well.


The context changes have shaped up the people health needs and, at the same time, the health system has to be developed in order to response to all theses challenges. For the health system to provide services to the people in such equity, effective, responsive to needs and efficient approach; the HRH requirement should be in line with health system. This has meant that HRH should be in the right number, right skills, right skill-mix, right distribution and at the affordable costs.  

1.2 Situation of HRH problem


The Thai HRH planning and production has been implemented for over 2 decades and yielded some satisfaction results. The data in 2000 and 2001 showed the existing HRH working at public and private sectors as the following. There was 22,465 doctors with population per doctor ratio was 1:2,750; the number of dentists was 8,178 with the population per dentist ratio was 1: 7,679; the number of pharmacists was 13,836 with the population per pharmacist ratio was 1:4,539; the number of nurses was 84,683 with the population per nurse ratio was 1: 739; and the number of primary care workers was 28,839 with the population per staff ratio was 1:2,177. Each cadre has its own production plan for both public and private institutes as stated in table 19.

Table 1 Production plan of each health professional

	Professional
	Existing HRH
	Production Plan

	
	
	2005
	2006
	2007
	2008
	2009
	2010
	2011
	2012
	2013
	2014

	Doctor
	22,465
	2020
	2139
	2179
	2247
	2247
	2282
	2282
	2282
	2282
	2242

	Dentist
	8,178
	NA
	713
	713
	713
	733
	733
	733
	733
	733
	733

	Pharmacist
	13,836
	1802
	1802
	1802
	NA
	NA
	NA
	NA
	NA
	NA
	NA

	Nurse
	84,683
	4505
	5885
	5885
	5885
	5915
	5915
	5915
	5915
	5915
	5915

	Primary care worker
	28,839
	1500
	1500
	1500
	NA
	NA
	NA
	NA
	NA
	NA
	NA


The ministry of public health has concerned itself to develop HRH planning and 

development for over 2 decades. However, since HRH situation is dynamic and relates to many stakeholders, the HRH problems still exist and need proper solutions. The main HRH problems are summarized as the following. 

1.2.1 Inequity distribution


The policy to increase the number of HRH production has been launched by the ministry of public health in order to make staff adequate to health system needs. The local recruitment of HRH student, particularly, nurses and health auxiliaries, has been implemented and it showed the successful retention of HRH in the local areas in these groups.  Other measures have been initiated to retain the HRH in rural areas, i.e., the compulsory contract for doctors, dentists and pharmacists to serve the rural for some certain years and the initiative using population ratio to plan for HRH at each local area were used in order to promote equity distribution of HRH. However, the problem of mal-distribution has not yet been solved. The survey revealed that the ratio of population per doctor in the capital Bangkok in 1979 was 17.1 times lower than that of the Northeastern region, and the gap are still wide until 2002 that the population per doctor ratio of Bangkok area was 7.6 times lower than that of Northeastern region 9-10 (Fig 5). This trend has been repeated by other professionals, such as dentists, pharmacists and nurses. The population per nurse ratio in Bangkok in 1979 was 18.2 times lower than that of the Northeast region and the gap has narrow down to 4.6 times in 2002 (Fig 6).  Shortage of doctors in rural was still repeatedly problem, as in 1997; there was no doctor at 21 district hospitals. Imbalance distribution between public and private sector made the limited number of doctors become worse. Proportion of doctor in relation to new graduated doctors has moving out from public sector tended to increase from 4.6% in 2000 to 32.2% in 2002 (Fig 7).

Fig 5   Population per doctor ratio of the capital Bangkok and the Northeastern region during  1979 -2002
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Fig 6 Population per nurse ratio of the capital Bangkok and the Northeastern region during 1979 -      

2002
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Fig 7    Loss rate of doctors in relation to new graduated doctors in public sector during 1994 - 2002 

         
[image: image6.wmf]17

.

3

-

12

.

6

32

.

2

7

.

7

4

.

6

30

.

2

3

.

8

8

12

.

3

-

15

-

10

-

5

0

5

10

15

20

25

30

35

1994

1995

1996

1997

1998

1999

2000

2001

2002

 


Focus particularly at the HRH working at the primary care level in rural areas, primary care workers are still the main care providers at this level. To date, there is a policy to post nurses at all primary care units, dental nurses are also expected to work at some primary care units too. Overall, in 2003, there were 9,765 primary care units or health centres cover all over Thailand, and there are 28,839 health centre staff. On average, there was 3 staff per health centre. In relation to distribution, opposition trend was found when comparing to the other professional, such as doctor, dentist, pharmacists and nurses. The population per staff ratio has slightly increased in each of the 4 regions. However, the Northeastern region still have highest population ratio comparing to others. The health centre staff was central around the centre and the south region more than the other parts of the country.

Fig 8   Population per health centre staff ratio by 4 regions during 1996 - 2003 
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Among the causes of the inequity distribution of HRH mentioned above was the centralization of HRH planning which was not responsive to local health needs11. HRH requirement is dynamic and depends very much on environmental context of each area. Furthermore, the HRH was plan separately in each professional without taking into account the skill-mix or skill substitution or teamwork. As a matter of fact, many professionals are working inter-relation, for instance, specialist and general practitioners, doctors and nurse practitioners or nurses, pharmacists and pharmacy technician, dentist and dental nurses, etc; yet the skill mix was not appropriately plan as evidenced in Fig 9, in the case of specialist and general practitioners4. Therefore, these professionals should not be planned separately. In addition to this, skill substitution or skill mix, by delegating some work from the high qualified but expensive professional to the less expensive professional who can perform that work without deterioration is the cost-effective approach. The cost for production one doctor could produce 11 nurses or produce 30 primary care worker, the cost to produce 1 dentist could produce 10 dental nurses, and the cost to produce 1 pharmacy could produce 15 pharmacy technicians4. Therefore, using appropriate skill mix will make the service cost-effective.
Fig 8   The proportion of Specialists and general practitioners during 1971 - 2003
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1.2.2 Shortage of HRH


The plan to produce HRH to serve health system has been implemented continuously in order to solve the HRH shortage problem.  Although the plan was successful to produce adequate HRH for some professionals, however, the problem still exists for some professional, especially doctors and nurses.  The situation of environment context changes has made the situation get worse. The changes affecting HRH include: universal coverage scheme, access to anti-retroviral therapy scheme, emerging of aviation flu and SAR, influx of foreign labors which amounted to 888,854 in 200512. These implied the need for more HRHs in relation to quantity and quality aspects.


Moreover, the government policy has promoted health service utilization among foreign patients. This policy, together with the expansion of private health facilities, the HRH requirement has thus increased. Wibulpolprasert4 has forecasted that in 2006, there will be 3,100 – 5146 doctors required in order to provide health services for foreign patients, whilst only 23,529 doctors will be available for providing services to the Thai. These factors have some impacts to the mobility of HRH from public sector to private sector and from rural public sector, especially in the case of doctors (Fig 7) and nurses. The proportion of the doctors in private sector has increased from 11.4% in 1987 to 21% in 2002 and that of the nurses in private section increased from 9.1% in 1987 to 12% in 20025.  Of the doctors moving from rural areas, 52.3% have moved to private sector and of all specialist moving out of rural, 83% moved to private sector5. It was also revealed that 23% of new nurses graduated from nursing colleges of the ministry of public health did not opt to work at rural area but work in the city and in private sector instead13. 


1.2.3 Inappropriate environment and supportive system


Appropriate working environment and supporting system is a very important aspect retaining HRH to work effectively and satisfactorily in the organization. Supporting system should encompass all aspects, organizational support as well as individual motivation in term of financial and non-financial aspects14. The ministry of public health has implemented measures to retain HRH in the rural areas. The development of infrastructure and equipment of health facilities is one among the measures that was successfully implemented. The financial incentive also used by increasing special allowance for doctors, dentists, pharmacists and nurses. However, this measure could retain HRH for some certain level, yet the inequity perceived by some other professionals has hindered its successful. The non-financial incentive, i.e., opportunity for continuing study, training, development and social recognition award were also implemented. However, the systematic evaluation of the schemes was still limited. 


HRH planning has been emphasized more in adequate number of staff but attention in management aspect in order to retain the staff and motivate them to work effectively has been neglected. Moreover, HRH development has been narrowed down at short-course training for vertical program which sometimes was not in line with the organizational needs. Measures to retain HRH to work effectively and satisfactory at organizational level has been neglected10. Research evidence supported this allegation showed that factors affecting the migration of doctors and dentists from rural areas were the needs for continuing education, dissatisfaction with the management system in the organization, high workload and dissatisfaction with the income6,15. Income was considered important factors as it has been explicated that the wide gap between public sector and private sector was a pull factor led to migration of HRH from public to private sector. In private sector, doctor income was as high as 6.1 – 10.7 times of that of the public sector doctor, dentist income was 3.3 – 7.6 times higher than that of the public sector, pharmacist income was 1.8 – 2.6 times higher than that of the public, nurse income was 1.4 – 2.2 times higher than that of the public, medical technician income was 1.5- 2.8 times higher than that of the public, and medical radiologist income was 1.6 - 2 times higher than that of the public16. 


HRH at primary care level, called primary care worker, whose roles were the main care providers at frontline health facilities in the communities, felt neglected. Evidence showed that in one province in the Northeastern region, nearly 14% of them have moved from health centres, whilst approximately 50% of them had attempted to move but some of them were not successful17. The main reason for moving was that the dissatisfaction towards working at health centres. This has indicated the need for the appropriate support and motivation system of the organization. 

1.3 Problem of mechanism for HRH planning, production and management

1.3.1 Lack of mechanism to get evidence into policy and practice


In 1981-1997, there was a ministerial endorsement to set up a committee called “Medical and public health co-operation committee” to co-operate between educational sectors and utilization sectors in order to develop the health information system, and the process was facilitated by the secretariat team working at “the centre for medical and public health co-operation”. Later on, during 1995-1996, the health system research institute together with the HRH development institute and the bureau of health policy and plan, ministry of public health; had linked with researchers and conducted research on HRH projection in several professionals. Resulting from this, the body of knowledge concerning HRH projection had been generated and a researcher networks were established. In 1997, HRH knowledge dissemination, in the form of HRH national and international journals was disseminated together with the training to equip researcher with knowledge and skills in HRH. These had been expected to increase resource persons in HRH up to the critical mass level and to bridge the gap between research evidence and policy as well as practice. However, the process has not been worked out continuously.


Since there are many stakeholders concerning HRH issue. Not only ministry of public health, but also non-health ministries, private health facilities, education sectors, professional bodies, local administrative organizations, as well as people; are among stakeholders. To co-operate with all concerned bodies effectively, the independent agency is needed in order to reach an agreed vision. This independent agency will also facilitate full participation from all stakeholders to developing the plan, monitoring and evaluation in order to develop HRH system continuously and in line with the country health needs. 


Currently, the health system reform institute has drafted the Act of national health and states to set up “the national health committee” whose roles are to support and promote the development of health policy and strategic health plan, and make this development continuously with actively participation from all stakeholders. To set up a committee in HRH development to function as the mechanism to monitor, forecast the HRH situation and develop HRH policy and strategic plan to redress the HRH problems is also proposed. This committee will function under “the national health committee” when the national health Act is enacted4.  


1.3.2 Lack of co-ordination between HRH planning and HRH production


Health is considered as attractive career for students, so many good students are recruited to study in health field. The health educational system has been developed continuously, therefore the educational institutes can supply good quality of health profession. However, there is a situation where the production is sometimes not in line with the health system requirement. Consequently, the problem of shortage of HRH in some professional, for instance: doctors and nurses were evidenced resulting from supply side is lower than demand side. On the contrary, some professional shows the trend of surplus workforce resulting from supply side is higher than the demand side9. The dentist workforce forecasted in 2015 presents the trend of demand side has increased from 2000 to 2013 but be rather stable and slightly declined during 2010 to 2015, whilst the supply side has grown up steadily9 (Fig 10). If the situation, either the supply side or demand side, does not change; dentist workforce will be surely surplus. 


For one other example, health promotion policy has emphasize the needs for general HRH to provide cost-effective services to communities, yet the productions still focus on training specialists. This shows the un-coordination between the supply side and the demand side. However, there are some successful attempts to co-ordinate between these 2 sides. Thirty- three colleges of nursing and 7 college of public health, under the ministry of public health, have produced health personnel in line with the needs of the ministry of public health. The students are local recruitment, trained at the colleges near by, and the graduates are placed at their hometown province and they serve the communities with high retention rate18. This approach has been tried in doctor professional in producing rural doctors. The evaluation of the pilot project found that, after 3 years placement at the rural district hospital, 68% of doctors were still working at the rural district hospitals19. To extend the project further, ministry of public health has linked with the universities to produce 3000 rural doctors during 1995 -2004 in the similar approach. However, the evaluation has not been known. 

Fig 10   The forecast of dentist supply and requirement for the next 20 years
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1.3.3 Inadequate knowledge and information system to support the decision making 


 The effective decision making in relation to HRH policy and plan needs effective HRH information system as well as evidence-based information. In relation to the existing HRH information, there are 15 organizations responsible for HRH data collection and management. However, several problems encountered including: the duplication of data, inconsistency of data, lack of data linkage as well as lack of the process or mechanism to manage the data and get it into decision making concerning HRH policy and plan20. 


With regard to evidence-based information, presently, there was some available research concerning HRH. Some research has focus on HRH planning on several professional; doctors21, dental personnel 22-23, emergency medical personnel24, nurses25, pharmacists26, primary care workers and others 27-28. However, the research was dated, and the contextual situation keeps on changing.  The research, thus, needed to be updated. Moreover, there is no mechanism to facilitate, monitor and systematic review of research conducting. Therefore, there was not adequate means to bridge the gap between evidence-based information and policy making, continuously. Researchers and administrators who have paid interest in HRH are also limited. It is necessary to build the capacity of researcher, administrators and concerned bodies up to the critical mass level as well as establish the networks of HRH personnel to work together to develop plan, implement, monitor and evaluate HRH measures continuously.

-------------------------------------------------------
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Goal


HRH in the right number, right quality, equity distribution, working with moral principles and satisfaction





Strategy 1


Mechanism to develop policy and strategies








Strategy 5


Empowerment civil society for self-care








Strategy 2


Reorient production and development system





Strategic Challenges


Dynamic of health needs


Reorient of roles and responsibilities of human resources for health


Bridge the gap between policy and practice





Strategy 3


Reorient management and supportive system








Strategy 4


Knowledge generation and management for HRH development
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