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Foreword
The Department of State for Health (DoSH) recognises the challenges it is faced with owing to the increasing demand for equitable and quality health services in the country. 

The development of a National Health Policy, “Changing for Good” (2001), the Public Expenditure Review (2001), PRSP, other sector policies and strategies are examples of the efforts being undertaken towards meeting such demand. The HRH situational analysis (2003) and HRH policy (2004) are part of such initiatives. 

Having in place the HRH Policy (2004) is timely and in line with the nation’s efforts towards alleviating Poverty and attaining the Millennium Development Goals. The HRH Policy is setting a new milestone. It is expected to serve as a guide to relevant authorities and stakeholders in dealing with HRH issues that continuously impact on the health system performance. These include acute shortage of skilled staff, low morale among health workers, very high attrition rate and deteriorating quality of health care. The policy advocates for a more comprehensive approach in dealing with these and other related issues, through integration of HRH processes, including HRH planning, HR development (education, training and skills development) and HRH management.  

The HRH policy is evidence-based, taking into consideration the identified issues from a number of earlier studies, and in particular, the recently conducted HRH situational analysis (2003). The HRH situational analysis report has been widely disseminated, involving all key stakeholders. Through extensive consensus building processes, agreement was reached on HRH Policy issues and matching HRH policy statements, that will serve as guiding principles for future actions. The policy focuses on the following eight related aspects: Health system, organizational and management structures; decentralization requirements; HRH planning and financing; Health Cadres-their education, training, skills development and scheme of service; HRH distribution and utilization; Staff motivation, attrition and retention; regulations, ethics and maintenance of quality; private/public mix and partnership in human resources development. 

The process of developing HRH policy has involved intensive work by the HRH team of DOSH&SW and a multidisciplinary/multi-sectoral HRH technical working group, with substantial technical support from WHO. Moreover, it is a result of effective collaboration between DOSH & SW with PMO and other key departments, such as DOSE, DOSFEA and DOSLG&L. The participation and contributions from other relevant Government and Political Authorities, as well as our partners (UN, Bilateral and Multilateral agencies, NGOs and the private sector), are also acknowledged and equally valued. 

Bearing in mind the importance of Human Resources for Health, also being aware of prevailing resource constraints, I look forward to continued collaboration and support from all stakeholders and our partners, towards successful implementation of this policy.       

Signed:

Hon. Secretary of State for Health and Social Welfare
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-
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-
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-
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-
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-
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-
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-
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-
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-
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UNDP

-
United Nations Development Programme
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-
United Nations Fund for Population Activities
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-
United Nations Children Fund

USA


-
United States of America

VDC


-
Village Development Committee

WHO


-
World Health Organisation

Policy Context and Rationale

There is presently a deep and shared concern about the human resource for health situation in The Gambia, due to a chronic shortage of staff. This has been made more acute in recent years, as a result of ongoing massive exodus of trained staff, and other issues leading to essential gaps in the delivery of health services, causing unnecessary deaths and suffering, especially among the women and children. The idea of developing an explicit policy that addresses the relevant issues with related short and long-term evidence based plans is widely accepted and supported.

The HRH policy is within the context of the National Health Policy of The Gambia. It is further developed to be consistent with other relevant policies and developments in the country, in particular the Poverty Reduction Strategic Plan (PRSP) and the Local Government Decentralization Act of April 2002. It takes into account previous studies and builds on a HRH situational analysis conducted between November 2002 and January 2003. The policy environment supports PHC and poverty reduction, and emphasizes: Increased Access to PHC services, Reduction of Infant and Child Mortality Rates and Reduction of Maternal Mortality Rate. 

Human Resources Development has been identified as one of the major components for strengthening the national health system. According to the national health policy, emphasis will be on increasing Government funding for the training of more staff to meet the demand for expanded health care services, strengthening the capacity of health training institutions, promoting the rational utilization of available human resources, addressing the issues of high attrition rate among staff and improving service conditions and staff incentives packages. It also advocates for posting and transfer policies that are driven by the needs of the community for health services, taking into account the social needs of staff especially the young females.

The main purpose of the HRH Policy is to elaborate further, the HRH component of the National Health Policy Framework – Changing for Good (2001), with a view to addressing the HRH issues in a more comprehensive manner. It is also expected to serve as a guide to policy makers, planners and implementers including private and public sector, as well as development partners, with regards to the planning, education/training and management including the appropriate utilization of HRH.

Background 

The Gambia is a narrow strip of land extending for about 400km. It has a total land area of 10,689 square kilometres with a population density of 97 persons per square kilometre. The Gambia has a population of about 1.3 million, 40% Urban and 60% Rural. It has a population growth rate of 2.8%, a high fertility rate as well as a heavy burden of disease with high maternal, child and infant mortality rates. Illiteracy rate especially among women is also very high. The 1998 poverty study show that, about 69% of the population and about 55% of the households live below the poverty line i.e. US$1 per day. 

In The Gambia, the emphasis on Health Care Services during Colonial rule was mainly on curative medicine. However, with the devastating impact of the Yellow Fever outbreak of 1957, adequate prominence was given to preventive services. With this new focus on preventive services, successive national immunization campaigns in the early 70s and also in 1979 contributed significantly in the eradication of Small Pox and reduction in Yellow Fever. 

The introduction of PHC in 1980/81 set a new milestone towards decentralisation of health services and the empowerment of communities to take ownership of their own health. In addition, the health sector reform in the early 90’s enhanced major re-structuring of the health system. In 1993 the previously known Regional Health Teams (RHTs) were divided into six Divisional Health Management Teams (DHMTs).  The DHMTs are responsible for the management of health services at the secondary level (major and minor health centres and dispensaries) and for the primary level (village health services) in their respective divisions. At the tertiary level (hospitals) health service delivery is managed by semi-autonomous hospital boards. 

The introduction of PHC also facilitated the recognition and training of Traditional Birth Attendants (TBAs) and Village Health Workers and the creation of Village Development Committees (VDCs). These institutions became key partners in improving health seeking behaviours and, promoting community participation and involvement in health matters. 

In general, the introduction of PHC has contributed to significant improvements in the public health services. For example, Infant Mortality Rate (IMR) declined from 92/1000 in 1993 to 84/1000 live births in 2001 (NH Policy 2001). Maternal Mortality Rate (MMR) also declined from 1050/100,000 in 1990 to 730/100,000 in 2001 (MM Survey 2001). It is worth noting that the improvement of health services in the country is partly due to the continued support received from development partners.

The public health service delivery system is composed of three tiers, based on the primary health care strategy. Services are provided by 4 hospitals, 36 health facilities at the secondary level and 492 health posts at the primary level. There is also one hospital under construction. The public health system is complemented by 34 private and Non-Governmental Organization clinics. The public sector has 1477 beds. The HRH situational analysis (2003) report indicated a total workforce of 3,253 in the health sector. Roughly 45% are working in the four public tertiary Hospitals, 25% in the Divisions, 26% in the Private Sector and 4% at Central Level.

The Main Challenges

There is evidence on the growing demand for health care in The Gambia. This demand is made even more challenging owing to an increasing population at an annual growth rate of 2.8 per cent. The HIV-1 prevalence rate of 1.2 per cent and 0.9 per cent for HIV-2 (Sentinel Surveillance, May 2000-August 2001) are also major issues of concern. As shown above, the maternal and infant mortality rates remain unacceptably high. Other contributing factors include continuing rise in the cases of Malaria, Acute Respiratory Infections (pneumonia), Diarrhoeal diseases and Malnutrition. Inadequate access to safe water supplies and proper sanitary facilities also continue to put more pressures on the health care services. The fact that the majority of the population continue to live in abject poverty and the high illiteracy rate (estimated at 60 per cent for men and 70 per cent for women, with the highest rates in the rural areas) is affecting health seeking behaviours, thus further compounding the health sector’s many challenges.

The high attrition rate and acute shortage of Human Resources for Health (HRH) is another factor that is further increasing the pressure on the health sector. Also, the heavy dependency of the country's health system on technical assistance for its supply of Doctors and Allied Health Workers is again another major challenge. As at June 2003, out of the ninety-nine (99) medical doctors (clinicians) who work in the public health sector, almost 80% are expatriates mainly from Cuba, Nigeria and Egypt. The attrition rate among health professionals in general, is estimated at between 30 – 50 per cent. The rates are higher for some cadres, including the State Registered Nurses, The Medical Doctors, The Public Health Officers’ and Laboratory Technicians.  More than 50 per cent of PHOs who qualified in the past ten years have already been lost. Poor conditions of service and work environment are among factors leading to such high attrition. 

Other challenges that have direct impact on HRH and the performance of health system include inadequate management capacities at all levels, communication difficulties between various levels of the health system, centralization of responsibilities and resources, and inadequate supervision (National health Policy 2001).

The Process

As part of the HRH Policy development, a thorough HRH Situational Analysis was conducted between the end of 2002 and early 2003 to strengthen its evidence base. The situational analysis involved review of all relevant documents and took into account recommendations from the previous related studies. It further included systematic observations through site visits, as well as interviews of Health Workers at all levels of the health system, Government and Political Authorities, Development Partners, the Private Sector Practitioners and other stakeholders.  The wide dissemination of its results and extensive consultation with stakeholders and key authorities have enhanced verification and consensus on policy issues to be addressed, as well as policy statements required to guide future actions. The HRH policy statements have further been translated into a strategic plan that will serve as a guiding tool for its implementation, monitoring and evaluation. 

HRH Policy Issues

1. The Health System and Organisational Management Structures

A National Health Policy exists to guide HRH development, however, a number of issues still prevails, which hamper the performance of health system to a desired extent.
1.1. The health system is weak at both primary and secondary levels.

1.2. Expansion of tertiary level health facilities without a matching plan for HRH further drains the limited skilled staff and resources from the divisional and community levels at the expense of equity and poverty reduction efforts. 

1.3. Hospitals compete with Health Divisions for personnel and the linkages between hospitals and DHTs are weak.

1.4.  The human resource process in DoSH is highly centralised and vertically linked to individual professions and lacking a holistic overview of the HRH process.

1.5. The recent establishment of an HRH team and incorporation of In-service Training Unit (ISTU) as part of HRH unit within the DPI is a positive step. However, empowerment of the HRH unit is still insufficient to take on the full coordination and integration of the human resource for health processes.

1.6. Despite the fact that a Local Government Act (2002) was passed giving a framework for decentralization, personnel issues are still managed by the Personnel Management Office, since mechanisms for the transfer of human resource management responsibilities from the Centre to the Divisions are not yet in place. 

1.7. The public and private health sectors are not well integrated
2. Decentralization Requirements

2.1.  Decentralization is generally accepted but many prefer a phased, carefully monitored implementation while few functions may have to remain centralized
2.2.  Capacities for decentralization to the divisions as proclaimed by the Local Government Decentralization Act (April 2002) are still inadequate. Few DHTs meet the required staff complement, while turnover is high. Only few DHT members have had management training.

2.3.  Current composition of DHTs (based on their professional background), do not adequately meet the required skill mix for effective management of divisional health services. 

2.4.  Organization and management structures and capacities for HRH within divisions are weak.

2.5.  Relationships and linkages between DHT’s, hospitals, health-training institutions in the divisions and central programme managers are not clearly defined.

2.6.  Mechanisms for decentralization of HRH functions are still lacking. 

2.7.  There is high attrition rate and acute staff shortage in health facilities, which is worsened by uncertainties among health workers in Divisions due to unclear decentralization issues

2.8.  Roles and relationships amongst DOSH/PMO/LG in HRH matters are not clearly defined.

3. HRH Planning and Financing Issues

3.1.   The institutional capacities and mechanisms for HRH Planning are lacking, leading to ad-hoc and un-coordinated staff planning efforts by various units.

3.2.  Uncoordinated plans, proposals and operational ideas of individual heads of Departments, units, programmes, facilities and divisions together add up to a scenario that is unaffordable, both from the point of view of development and recurrent cost implications.

3.3.  The total recurrent costs of the public health sector for salaries and wages (excluding expatriate staff, allowances, benefits and pension contributions) already accounts for 50% of the recurrent health expenditure in the public sector, limiting the scope of remedial action.

3.4.  Recurrent cost requirements of ongoing expansion of tertiary facilities threaten to further drain the divisional health services of their already very meagre recurrent resources. 

3.5.  Planning a comprehensive Gambian Health Service on the basis of fully professional staff is quite difficult in view of future recurrent cost implications.

3.6.  Financing and cost sharing arrangements for training of health workers are inadequate.

3.7.  There is inadequate insight in the economic implications of in-country training of health workers.
3.8.  Potential resources that could contribute to the costs of training of health workers remain under-utilized.

3.9.  The evidence base of the HRH process is weak; research is not determined by policy priorities while mechanisms to feedback research findings in the policy process are inadequate.

3.10.  The HRH planning process lacks a proper time perspective and use of forecasting models for determining supply and demand as well as workloads.

3.11.  There are no clear guidelines for Staffing Standards, which contributes to imbalances in staff distribution. 

4. The Health Cadres and their Education, Training and Skills Mix

4.1. The main health specific cadres in The Gambia that are recognized with Schemes of

       Service are:

· Medical Cadres, consisting of Medical Doctors and Dental Surgeons as professionals and Dental Assistants as Associate Cadres. There is an associate cadre of Medical Assistants, but they are not yet recognized in the scheme of service 

· Pharmacy Cadre, consisting of professional Pharmacists and Associate Cadres- Pharmacy Technicians and Pharmacy Assistants

· The Laboratory Scientist Cadres including Laboratory Technologists, Laboratory Technicians and Laboratory Attendants.

· The Nursing officers cadre, which is more numerous than all other cadres taken together and comprises professional State Registered Nurses as well as Associate Cadres, including State Enrolled Nurses (SEN), Community Health Nurses (CHN) and on the job trained Nurse Attendants. 

· The Public Health Cadre consisting of the Public Health Officers 

· Degree level training of nurses and health officers has started but is not yet reflected in the schemes of service.

4.2.  Social welfare cadres exist but presently not trained in the country. A total overview of this cadre (their training, career development, scheme of service) is lacking. However, a comprehensive staffing proposal has been developed by the Director of Social Welfare.

4.3.  A tertiary institution called Gambia College exists under the Department of State for Education. The School of Nursing and Midwifery (for SRN&M) as well as School of Public Health (for PHO) operate under this college. The University of The Gambia provides the recently established courses for MD, BSc Nursing and BSc Public Health. The Department of State for Health and Social Welfare provides courses for SEN (Bansang) and CHN (Mansakonko). RVTH is further training a limited number of Pharmacy and Laboratory Assistants while Laboratory Technicians are trained at MRC.

4.4.  Nurses can further specialize to nurse midwives and ophthalmology nurses, however, these specializations are not specifically mentioned in the schemes of service.

4.5.  Specialization of Nurses to Nurse-Midwife is an important initiative towards meeting an increasing demand for improved maternal and reproductive health services. However, midwifery training is frequently undertaken as a means to get promotion. Other types of specialisation do not guarantee promotion for nurses. 

4.6. There are no guidelines and plans for In-service training and Continuing Education. 
4.7.  The link between training, continuing education and community requirements is weak. Health professional development thinking is mostly linked to their international recognition rather than local needs.
4.8.  The health staff complement embodied in the established schemes of service and training curricula leaves serious gaps in skills mix requirements for poverty reduction and meeting millennium development goals, even if all existing positions were filled.

4.9.  Major identified skills gaps relate to clinical practitioner skills, at risk obstetric/ gynaecology skills, skills related to integrated management of childhood illness, mental health and technical “Allied Health” skills. 

4.10  Other Skills gaps are likely to exist that require to be determined urgently as part of

        evidence based establishment of staffing norms.

4.11  Gender distribution, even among cadres that are usually the female prerogative (such

        as midwifery) is heavily biased toward male predominance. 

4.12  The existing scheme of service does not adequately accommodate advanced

 qualifications. For example, BSc Nurses, BSc Public Health Officers and Nurse

 Tutors are not captured in any of the schemes of service. 

4.13  Indigenous Gambian doctors and other professional health staff are in extremely short 

        supply, leaving the health services heavily dependent on external personnel support.

4.14  The present “production rate” of Medical Doctors at the University of The Gambia

        will not be sufficient to replace the present number of expatriates, maintaining present

        doctor population ratios in the long term, even if attrition is assumed to be zero.

4.15  All health training schools struggle with resource constraints due to under-funding, in

        particular shortages of teaching staff and shortages of key skills among the teaching

        staff complement, as well as lack of adequate teaching materials.

4.16  The staff shortage is relatively more pronounced in the DoSH schools while staff
        cannot be shifted between schools of the DoS Education and the schools of DoSH.
4.17  There are no clear guidelines on relationships between DoSH&SW and DoSE
        regarding training of health workers under schools that are managed by DoSE
5 HRH Distribution and Utilization 

Various forms of mal-distribution exist, affecting the PHC principle of equitable health service provision. 

5.1.  Out of all health staff (3383), roughly 45 % are working in public hospitals,

       25% in the divisions 26% in the private sector and 4% at Central Level (DoSH)

5.2.  There is gross mal-distribution of public sector staff between tertiary care (1514) and
       divisional level health facilities (853). In view of these finding, it is clear that staff

       distribution is not Pro-poor.
5.3.  In the public health sector, 54% of personnel are in the category of support staff and

       only 46% are skilled health workers

5.4.  Of 145 staff at central level, 80 are professionals with higher and midlevel qualifications; roughly 75% of them are male, showing gender mal-distribution
5.5.  There are great discrepancies in divisional HWs population ratios. Divisional health staff is most numerous in the Western Division and least in number in North Bank Division East. However, when health worker population ratios are taken into account, the Lower River Division has more Divisional Health Workers per head of population than any other division.

5.6.  The great majority of Divisional health staff are nursing cadres (SEN/CHN and CNA).

       Next in number is support staff, other cadres being in very short supply. 

5.7.  Most clinical staff (doctors) in the divisions are expatriates (TAs); hospitals and private institutions also depend heavily on expatriates.  26 out of the total of 30 clinicians in the Divisions are Cuban doctors.

5.8.  Most of the Cuban doctors in the Divisions run clinics that are not well integrated in the ordinary health care system. 

5.9.  Administrative positions at DOSH are mostly occupied by Public Health Officers. However, environmental sanitation throughout the country continues to be a major cause of concern.  

5.10  Workloads of some staff (especially midwifery staff) are unequally distributed. In several divisional health facilities the number of deliveries in the catchment area greatly exceeds a reasonable midwifery work or supervision load.

5.11  Sub-professional cadres are much more likely to work in under-served areas than professional cadres with internationally recognized qualifications. 

5.12  The staffing patterns needs to be more fully studied while taking into account private sector and hospital figures as well as poverty reduction requirements

5.13  Rational distribution of health workers is strongly hampered by poor staff motivation.

5.14  Both in the government and private sectors, trained health cadres are misused to fulfil positions and perform tasks that they are not trained for or that are not part of their job-profile e.g. 30% of all professional staff at central level are PHO cadres, while a considerable number of State Registered Nurses are employed in drug stores to sell pharmaceuticals. 
5.15  There is great scarcity of professionally qualified staff in administration and management
6. Staff Motivation and Attrition

Staff motivation has not been given the attention it deserves. The results are as follows:
6.1 Internationally recognized cadres are leaving the Gambia at an increasing and alarming rate, mainly to the UK and the USA. The rate is higher among Medical Doctors, State Registered Nurses and Midwives, Public Health Officers and Lab Technologists. These cadres have lost more than 50% of those graduated 5-10 years ago.

6.2 Recent attrition of large numbers of health workers to the private sector is also a point of concern. 

6.3 The hypothesis that Medical Doctors and other academic health cadres trained in the Gambia will remain to serve where required in The Gambia still remains untested

6.4 Extremely low salaries of health staff are a strong de-motivating factor especially since the costs of living are rising sharply. (Some trained staff earn a basic salary of D700 equivalent US$ 23).

6.5 The great differential salaries in the UK and USA (up to 20-50 times as much), strongly contributes to the attrition of professional staff. (Most senior staff in The Gambia earn equivalent of 100-125 USD per month). 

6.6  Remuneration of health staff is lower than in other sectors with comparable basic and professional education e.g. Agriculture, Education and Community Development.

6.7 Factors other than low remuneration that strongly contribute to the low morale among

      health staff includes:

· Poor Housing and work environment, 

· Inadequate handling and lack of transparency related to promotions, postings and posting allowances, transfers, 

· Perceived favouritism in selection for continuing education, up-grading and fellowships, lack of recognition and reward for excellence, 

· Perceived unfairness of incentive schemes 

· Perceived preferential treatment of expatriate health staff

· Outdated and for some cadres non-existent schemes of service

· Overburdened staff e.g. excess workloads amongst midwives in the divisions and Nurses doing double shifts in hospitals e.g. RVTH

7. Regulation and Maintenance of Quality

7.1 The various Programmes/Units provide In-Service Training for health staff in a vertical uncoordinated way, bypassing and interfering with the work schedules of the DHTs.

7.2 The Medical and Dental Council, the Nurses and Midwife Council and Pharmacy Board are the principal regulatory bodies in the country, while the Gambia Association of Public Health Officers (GAPHO) handles the affairs of PHOs.

7.3 The regulatory bodies are very resource constraint and lack capacity.  Considerable time of the Registrars is further taken for writing confirmation of registration status letters for professionals who are looking for employment abroad. 

7.4 Mechanisms for dealing with malpractice and professional misconduct are inadequate and responsiveness of the health system to clients’ needs and rights is compromised

7.5 Professional Practice Acts promulgated to meet the needs of the time are outdated and need to be revisited with a view to amending them where necessary.
7.6 There is no system in place for staff performance appraisal. Many staff do not have job descriptions, while quality assurance culture, guidelines and mechanisms are also lacking. 
8. Relationship with Development Partners and Private Sector
8.1. Most bilateral partners who were traditionally supporting the health sector opted out since 1994, leaving developed health plans and strategies largely unimplemented.

8.2. Partnership with international agencies is mainly with the UN (especially WHO, UNICEF, UNFPA and UNDP), African Development Bank and the World Bank through HSDP and PHPNP projects. Bilateral donors include Governments of Cuba, Nigeria, Egypt and Taiwan. Other potential partners are EU countries, either bilaterally or via   EC in The Gambia. 

8.3. Despite the lack of a clear-cut HRH policy and evidence based plan, a considerable proportion of donor support goes to human resource development, including the Medical School, the BSc Nursing and Public Health programmes, training of Laboratory and Pharmacy Technicians and fellowships.

8.4. Development partners believe that human resource development should be linked with the national poverty reduction strategy and the health indicators developed as part of this strategy. 

8.5. There is lack of donor coordination mechanisms in HRD initiatives and other related aspects. 

8.6. Development partners are ready to support development of capacities for PER and SWAp processes, also they prefer contributing to comprehensive health sector planning rather than a fragmented donor-project based approach.

8.7. Public/private mix is generally accepted, however, there are no guidelines to enhance its achievement. Meanwhile a large number of HRH (26% of total available), mostly skilled ones have left the public health facilities to join the private sector.

8.8. Although the public and private sector are not well integrated the Registrar for the Medical & Dental Council is a private doctor, providing the opportunity for better collaboration and integration of services.

8.9. Many highly qualified private doctors practice out of the country (mostly in Europe), while public health facilities suffer from critical shortage of such specialists.

HRH Policy Vision
The long-term vision of this HRH Policy, in line with the National Health Policy, is a Gambian public/private health system that is largely self- reliant and financially sustainable in terms of its human resource, having a balanced, well distributed mix of motivated and competent people with a view of:

· Cost-effective health interventions leading to improved health status with emphasis on poverty reduction health indicators;

· Accessibility and responsiveness of the health system to clients’ expectations;

· Fairness in the sharing of the financial/economic risks of sickness and ill health

Main HRH Policy Objective

The main objective of this policy is to focus the entire HRH process including the planning, training and utilization of HRH to the requirements of the Gambian community, in particular the poor and vulnerable groups, in line with the National Health Policy.

Specific HRH Policy Statements

1. The Health System Organisational and Management

    Structures in Support of HRH

Preamble
The Gambia health systems performance has so far not lived up to its expectation of delivering equitable and quality services to the nation. The constraining factors include weak management capacities, insufficient resources that are also inequitably distributed, inadequate logistics support, shortage of trained health staff, high attrition rate, weak referral system and other related issues.  Given the policy emphasis on PHC, the population of The Gambia (60% rural based) and nature of prevailing health problems (mostly poverty related), one would for instance expect a focus on expansion of lower PHC facilities (i.e. the minor and major health centres and community based health interventions), with emphasis on appropriate training of mid-level cadres on required skills for alleviating illness and poverty. Also having in place strong and supportive organizational and management structures for HRH. 

1.1. Human resource development for health in The Gambia will favour a balanced development of the health system as a whole. The initial priority attention will be given to the lower secondary and primary levels close to the community that are relatively lacking behind, and which are required for implementation of the Poverty Reduction Strategy.

1.2. The approach to Human Resources for Health Development in the Gambia will move toward taking a comprehensive view, as opposed to an approach based on development and interests of individual professional health cadres.

1.3. The HRH process will be appropriately placed within the national organization structures, close to policy level while ensuring close links among planning, training, utilization and financing, taking into consideration the involvement of all relevant Government Departments and Non-Government Organizations.

1.4. HRH structures and mechanisms will be created, strengthened and empowered to deal with all aspects of the HRH processes. 

1.5. In-service training will be fully integrated with Human Resource Development Unit. The unit will be effectively strengthened and empowered to coordinate, plan and supervise implementation of in-service training in the context of performance management. This will be done in close consultation with programme units and DHT’s, while encouraging development of capacity of DHT’s to take on this responsibility.

1.6. Establishment and operations of an HRH Advisory Committee, with appropriate interdepartmental and multisectoral composition will be fully supported with the view of developing a comprehensive approach toward the HRD process.

1.7. Human resource development will view the health system in its totality with due attention for a public / private mix
2. Decentralization Requirements

Preamble

Decentralization in relation to HRH aims at bringing the services and resources closer to the health worker and the communities in order to ensure equity and accessibility in line with our National Health Policy and Poverty Reduction Strategy. Therefore it is imperative to have in place strengthened and supported institutional capacities for effective HRH decentralisation.

2.1 Divisional health team composition will be appropriate to deal with the decentralization requirements of the Local Government Act (2002).

2.2 DHT’s, central level staff, hospital and other facilities staff, as well as the communities will be well prepared for the new decentralized arrangements.

2.3 Relations between DHTs and hospitals and schools in their divisions as well as the relations between the DHT’s and the DOSH programmes, departments and units will be strengthened and well guided. 

2.4 Appropriate organization and management structures will be put in place to handle the smooth transfer and management of HRH responsibilities from Central to Divisional level, in accordance with the Local Government Policy and Act.

2.5 Management capacity building at divisional levels will be supported to enhance implementation of decentralized health services in accordance with national health and decentralization policies. 

2.6 Coordination mechanisms will be supported to ensure sustained linkages between DOSH&SW, PMO and Local Government in relation to HRH matters. 

3. HRH Planning and Financing

Preamble 

The planning of health services requires an integrated approach of various inputs to relate to HR indicators and other ingredients for the process.

 A strategic approach to human and general resource planning, including finance and service costs, must be closely and clearly linked to the National Health Policy and the health service infrastructure. Such an approach should also take account of, and be linked to Primary Health Care goals, as well as other on-going macro and micro economic processes and frameworks such as the PER, MTEF, PRSP (SPA II), SWAp and MDGs.

3.1 Planning of HRH will be appropriately placed within the organization structure, ensuring close links with health infrastructure planning, financial planning and forecasting, health systems research, as well as training and utilization of HRH.

3.2 Strong capacity for HRH planning will be in place in the first instance at the national level but also, with appropriate adaptation, at divisional and health facility level.

3.3 HRH planning will take both a long term strategic perspective (15 – 20 years) as well as a short-term perspective to deal with immediate burning issues.

3.4 The long-term perspective will be based on creating a sustainable indigenous workforce while the short-term perspective may also rely on the deployment of non-Gambian staff to fill key gaps.

3.5 Long–term HRH planning will use appropriate computerized planning tools and specialized hired expertise.

3.6 Long-term HRH planning will be based on the health needs of communities in line with policy priorities, future recurrent budget feasibility, health worker population ratios, workloads and remuneration differentials.

3.7 Mechanisms for cost sharing in the development of HRH, including training will be explored and established. This will involve the public sector, private sector, non-governmental organisations, trainees/students and communities.  

3.8 The HRH process will be strongly linked with health systems and economic research to ensure that it is evidence based

3.9 HRH planning and staffing standards will adopt a holistic approach taking into consideration private / public mix and essential health services for poverty reduction, equitable distribution, and appropriate skills mix and pre-determined workloads.

3.10. The HRH process will strongly take into account economic implications and affordability of training and deployment options. 

3.11. HRD will be monitored as an important aspect of the Poverty Reduction Strategy and other related financial management processes
4. The Health Cadres, their Education, Training and Skills Mix

Preamble

The effectiveness of health workers depends largely on their knowledge, skills and attitudes acquired through pre-service, in-service and continuing education, the type of curricula and training programmes (that should be based on local situation), the health worker-population ratio and the appropriate skill mix within the health team. For effective service delivery there is need for innovative strategies, which would include rationalizing health cadres i.e. creation of new health cadres, re-orientation and upgrading the current ones to meet the needs of the country, especially for poverty reduction and millennium development goals. Such cadres need to have well defined schemes of service.  

4.1 In order to achieve the long-term vision and main policy objective, the Gambia will be open to innovative, non-conventional HR development options that may go beyond conventional borders of responsibility of health professions.

4.2 HRH Development in the Gambia will in the first instance be determined by the health requirements of individuals and communities in The Gambia, in particular the poor, underprivileged and vulnerable groups, taking into consideration the PHC principle of appropriate technology.  This will take priority over requirements for international recognition and regional standardization.

4.3 The composition of the complement of health cadres will be initially and periodically reviewed on the basis of community health needs and HR requirements for the delivery of rationally determined health service packages.

4.4 New health cadres will be created by redefinition of the roles of existing cadres, as determined by community health needs and service delivery skill mix requirements.

4.5 A health administration cadre will be introduced to take up administrative functions that are currently being occupied by various health professionals.

4.6 The allocation of clinical practitioner skills to appropriate divisional health cadres will receive special attention.

4.7 Midwifery skills, including life-saving skills in case of obstetric / gynaecological emergencies as well as IMCI and HIV/AIDS will be developed amongst personnel/cadres that are likely to work where these skills are required.

4.8 Determination of further skills requirements and training needs will be performed initially and periodically at regular intervals or as required by circumstances.

4.9 Curricula, schemes of service and training provisions will be created, identified or adjusted accordingly. 

4.10 Creation, continuation and modification in volume or character of training

        programmes including academic training programmes will be determined by

        health needs and health services requirements that also take into account long term

        recurrent cost affordability.

4.11  The need for Social Welfare skills will be included in the initial and periodic

              determination of skills requirements.

4.12  Balanced gender composition and other equity requirements of the health work  

        force will receive special attention. This will include putting in place mechanisms

        for supporting employment of more female staff in the health system.

4.13  Training volumes and outputs of the different health cadres will be adjusted to job

        and skills requirements, as well as projected future recurrent fund availability.

4.14  Up-grading and continuing education opportunities will be based on national and

community health needs, which will also take in to consideration equal opportunities and balanced development of all health workers.

4.15  Integrated in-service training, continuing education, fellowships and up grading

        will be supported by appropriate guidelines.

4.16  Mechanisms will be put in place for closer collaboration between DOSH&SW and

        DOSE to allow cross transfer of teaching staff between training institutes run 

        under the two departments and to reduce tutor shortage.

4.17  Availability of indigenous academic staff for local health professional training

        institutes will be supported to minimise dependency on expatriates and to enhance

        sustainability.
5. HRH Distribution and Utilization

Preamble

The shortage of staff in the health system is compounded by various forms of mal-distribution including a focus on tertiary level hospitals versus lower PHC facilities, urban versus rural, unskilled staff versus skilled and male dominance versus female health workers. Imbalances in staff – population ratios and workloads also prevail. Skills needed to function effectively in a position are often lacking resulting to job and qualification mismatch. These factors have contributed to ineffectiveness and failure of the health care system to deliver quality services and meet clients’ expectations. This calls for clear guidelines and supportive mechanisms for equitable distribution and rational utilisation of available human resources for health. 

5.1 The distribution of health workers over divisions and health facilities will, in the first instance, be determined by objectively established institutional needs and workloads. 

5.2 Clear criteria determining the deployment of cadres will be established and implemented including proven willingness to work where required

5.3 Priority for staff development will be given to staff with proven satisfactory performance and those who have served in hardship/remote areas.

5.4 Expatriate staff will be deployed in the regular health services, while positions are created to allow for their replacement by national staff when possible.

5.5 Staff in public and private sector will be deployed in positions that match their training background with prescribed job descriptions in accordance with governing professional acts.

5.6 Efforts will be made to find or create cadres with the right qualification and experience for individual jobs.

5.7 Staffing standards will take into account the requirements of poverty reduction strategies, essential health packages and workloads

5.8 Posting and transfer guidelines and practice will be regularly reviewed and disseminated to ensure equal distribution of HRH, while also maintaining fairness and transparency toward health staff in the process

5.9 The need to improve gender balance will be supported, and recruitment or appointment to vacant technical and managerial posts will focus on this principle, at all levels of the health system.

5.10 A mechanism for ensuring equitable distribution of HRH will be created and

        supported by DoSH&SW, DoSE, DoSLGL, and DoSFEA.

5.11 Special incentive packages will be introduced to attract skilled staff to underserved

        areas as a means to promote equity in access to health services especially for the

        poor and underprivileged.

5.12  Divisional health authorities will be fully involved and consulted on issues of staff

        allocation and transfers.

5.13  Posting guidelines will be reviewed/developed as a measure of ensuring

continuous availability of skilled HRH at lower levels of the Health System where health workers including professionals will be posted to work within the first two years of graduation.
6. Staff Motivation and Retention

Preamble

One of the major components of human resource management is motivation. It has been realised that this aspect has not been given the attention it deserves. De-motivating factors have been acknowledged in the earlier section i.e. under policy issues. The result is a large majority of human resources who are de-motivated and not performing their work at the required standard. Up to 50% of the skilled human resources have escaped the de-motivating circumstances by abandoning public health services, causing a very high staff attrition rate in The Gambia health sector. This has a direct negative impact on quality of services and the health status and socio-economic development of the nation. It is therefore necessary to institute and support short and long-term corrective measures to alleviate the situation.   

6.1 Salaries and remuneration schemes will be initially and regularly reviewed with reference to other sectors, remuneration of similar work in the private sector, minimum living wage and total recurrent health budget. A health service commission will be established to deal with salary and incentive schemes.   

6.2 Efforts will be made to increase the available recurrent health budget for personnel emoluments without jeopardizing the amount of funds remaining for non-personnel operational costs.  Such efforts may include negotiations with donors for Sector Wide Approaches and applications for budget support, to be included in Public Expenditure Frameworks.

6.3 Appropriate mechanisms with proven effectiveness will be put in place to encourage health workers to work where required. Such mechanisms will include attractive incentive package including hardship allowances, housing, preferential early selection for promotion, attendance of courses, upgrading, promotion and improved working conditions/environment.

6.4 Staff promotion will be based on merit and a performance based appraisal system using standardized tools. This will be closely linked with continuous and regular staff supervision and monitoring with use of appropriate guidelines.

6.5 Attrition and retention of all indigenous trained academic and professional cadres will be closely monitored. 

6.6 The cost effectiveness of creation of new courses or expansion of existing courses in The Gambia as opposed to training abroad will be closely monitored and taken into account with decision-making concerning these issues.

6.7 The government of The Gambia will maintain policy discussions with the private sector and with foreign governments that are presently employing Gambian health workers in order to contain the present serious attrition problem.

6.8 Legal bonding will be re-enforced, for both in country and overseas professional training for all health cadres. The length of bonding will vary according to length of training.  

6.9 Personnel management guidelines and practices including postings and transfers etc. will be reviewed and remedial action taken to promote fairness and stamp out favouritism and to create affordable attractive incentive mechanisms. 

7. Professional Regulation and Maintenance of Quality

Preamble

The services provided by health professionals are aimed at improving the quality of life of the people they serve. 
The service orientation of the health care profession must be able to meet appropriately the ever-changing value system of the community or its consumers. As such they require constant evaluation using Quality Assurance techniques and procedures. Moreover, 
Health Professional practices are guided by codes of ethics, which set guidelines, demonstrating levels of optimum practice and suggesting standards of conduct.  As part of the regulatory process, professionals are registered by a Council. 
The registration system exists to protect the public and it is the hallmark of the trust and confidence that society has in the professions. It is also a necessary recognition of the vulnerability of clients/patients and the need for protection from unqualified practitioners. 
Appropriate legislation is enacted to establish the basis for the regulation of a profession. The Act or law is opened to periodic amendments, to make it relevant to the continuous changes in society and the technological advancements being achieved. 
Therefore, support to these components of HRH is crucial for the maintenance of professional standards and delivery of optimal quality health services. 

7.1. Quality assurance mechanisms including setting of standards, development of work protocols, supervision guidelines and job descriptions, professional audit and others will be put in place to monitor and rectify performance in public, private and traditional practice.

7.2. Registration practices will encourage maintenance of skills and performance putting the responsibility of continuing education with the health workers themselves

7.3. Continuing education / in-service training opportunities will be well coordinated and regulated to avoid gaps, redundancies and undue interference with work.

7.4. Regulatory bodies will be supported added to or expanded as required to deal effectively with maintenance of professional integrity including Service Provider protection, ethical conduct and appropriate discipline in case of professional misconducts or malpractice. This will include regular revision of professional acts and regulations.

7.5. Legal and monitoring mechanisms for dealing with patient / client grievances will be introduced and strengthened while appropriate advocacy will be deployed to educate patients /clients on their patient rights.

7.6. Disciplinary matters, related to health professionals at various levels of the national health system (public and private), including reprimand and termination of services, will be handled on the basis of established and transparent rules and regulations.

7.7. Mechanisms to promote community awareness in clients’ rights will be put in place and supported.

7.8. Performance appraisal system will be adapted at all levels of health system to promote quality assurance and merit-based staff promotion.  

8. Relationship with the Private Sector and Development Partners 

Preamble 
A strong collaboration and coordinating mechanism should be in place to build up participatory processes of a public sector/private mix /development partner in the planning and financing of an HRH policy and action plan. This interrelationship will facilitate collaboration in targets, expected outputs, feedback, monitoring and evaluation for improvement in the efficient delivery of health services. 

. 
8.1. Close cooperation and coordination with the private and NGO sector will be actively encouraged through composition of HRH Steering Committee and other measures as appropriate.

8.2. Relationships with development partners are highly valued and required to achieve the policy intentions.

8.3. Government/donor coordination mechanisms will be established and supported for efficiency and cost-effectiveness in the development of HRH and other related aspects.

8.4. The effectiveness of donor supported programmes and activities including fellowships and support to training institutions will be subjected to close monitoring to ensure alignment with policy intentions including poverty reduction, equity and gender balance, as well as long-term sustainability in terms of recurrent personnel cost implications.

8.5. Public/private mix in human resource development including in-sourcing and outsourcing of activities will be encouraged while being closely monitored to ensure that it is evidence based.

8.6. HRH will be an important component of donor-government partnership in the context of health sector reforms, sector wider approach or other related processes.

8.7. Professional practice policies and acts will be revised to allow Government employees part time practice in the private sector as a measure of staff motivation and retention.
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