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I. Summary

This is the final Project evaluation of an Operational Program Grﬁnt in the
amount of $512,138 granted to the National Council for International Health(NCIH)
originally for the period September, 1980 to September, 1982 to support a Health
Manpower Planning Project. The Project is intended to accomplish two related
major things relative to solving health manpower needs in the lesser developed
English-speaking Caribbean nations: (1) assist participating countries in health
manpower planning by providing selected health personnel (volunteers); (2)
establish a health manpower planning capacity within CARICOM. It was intended that

CARICOM would maintain the health manpower planning capacity after Project end.

The evaluation was conducted by Dr. Merrill M. Shutt, Department of Community
Medicine, University of North Dakota, assisted by Mr. Neville Selmen, Regional
Development Office/Caribbean, between April 9 and May 4, 1984. The evaluation
is based upon: interpretations from interviews in Washington, D. C., Barbados,
Guyana, St. Lucia and Dominica; observation; and reading of all or nearly all

related Project documentation.

A. Implementation

The Project was slowedin its early stages because of great distances involved
between the major participants (NCIH and CARICOM), the fact that they hadn't
worked together previously, and delays in recruiting a CARICOM cocrdinator. After
these administrative delays, NCIH and CARICOM signed a Sub-Grant Project Agreement
June 1, 1981. There werellater delays because of conflicting views between USAID
and NCIH on the emphasis the various Project components should receive. This was

resolved in favor of NCIH -- both components, not just the volunteer aspect,



would raceive attention. More delays occurred latar for technical reasons; no one
envisioned the difficulty attendart to‘gathering basaline data related to health
manpower from aight separate island-nations. After several non-funded extensiors,
the Project currently is due to end July 27, 1984.

Once the Project was in placa, both NCIH and CARICOM have shown high degreas
of administration and management. Inputs ware appropriate and timely, and responsive
to Project needs.

Both portions of the Project Purposea have been accomplished, but not to the
degree anticipated, and not within the timing originally planned. The ralevance
and outreach of CARICOM in relationship to health manpower planning has been
strangthened by the estzblishment of a health manpower planning unit which has
related effectively with the Ministries of Health of the lesser developed Caribbean
nations, the University of tha West Indies, AID and PAHO. It currently is the
most effective health manpower planning body operating for the Caribbean. It has
developed the capacity to identify, recruit, and support the placement of West
Indian volunteers, and to a lesser extent, US volunteers. It has not developed
the financial capacity to carry on these activities at Projact levels beyond AID

support.

B. Observations Concerning the Volunteer Aspects

1. NCIH and CARICOM have been ralatively successful in responding to
LDCs' requests for short-term (3~-6 months) medical and health personnel., They
rasponded to 25 of 43 valid raquests for assistance. In seven of these cages the
country withdrew the request, and in three cases, refused an offered voluntaer.
In most of those lC cases, the reason was the country had sought and found

assistance from other sources,
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2. Twelve US and eight West Indian volunteers were provided. The
Project was unable to recruit a single West Indian residing in the States,
although this option was the preference of the LDCs second only ﬁo Caribbean
nationals resident in the West Indies.

3. The services provided were largely secondary and tertiary level
medical care; very little was provided which could be considcred at a primary
health care level.

4. The Project costs associated with recruiting and processing the volunteers
was a cost efficient method of providing these services.

5. The activity was only one source of temporary health/medical personnel
for the ILDCs. Other sources include the French, British and Peace Corps. The
LDCs sometimes would reguest assistance from one or all sources simultaneously.
These requests were not coordinated by the donor agencies involved.

6. While the countries were appreciative of the volunteers' services,
the short assignment period (3 months in the case of Americans), the volunteers'
frequently required adjustment to different cultural and medical systems, and
absence of the support system to which the volunteers were accustomed very largely
limited the impact the volunteers had on the health system to that of an extra pair
of hands. There were scme exceptions.

7. CARICOM, through }ts Project-established Health Manpower Unit, has the
knowledge and contacts (but not the funds) to continue this function, although it
would be difficult for it to identify and process US volunteers absent an insti-

tutional base in the US.

8. The Project has failed to develop a registry of Carikbean medical
specialists living in the US and the Caribbean., The registry as it exists is too

rudimentary to be useful.



C. Observations Councerning the CARICOM Health Manpower Planning Component

1. A Health Manpower Planning Unit has been established and is functione
ing with Project support funds at CARICOM. Continued funding of the unit by
CARICOM is doubtful unless donor funding can he identified. The Kellogg Founda-
tion has been approached.

2. If the member nations wish it, it is likely that the major functions
of the planning unit could be carried on by seconded staff onca existing manpower
data are entered into a Project-provided IBM computer. This is in process.

3. The Health Manpower Planning Unit, with assistance from the LDCs and
in collaboration with PAHO, has generated health manpower data of high quality
and of great potential usefulness in manpower planning. These data are being
refined; there is a way to go before individual plans for health manpower neads in
the eight LDC3 can be drawn up, and a much longer way to go before a regional
plan can be formulated; indeed, it may not be feasible.

4. In the views of health officials from two Ministries of Health intarviewed,
the health manpower information generated to date will be much more usaful for
national versus regional health manpower planning.

S. PAHO and CARICOM have developed a close relationship regiarding health
manpower planning partially as a result of this activity, and PAHO likaely will
provide limited continuing support to CARICOM's activities.

6. The loss of two of the top laadership of the CARICCM Health Section,
through retirement in one case and death in the other, may diminish the vigor

of the Health Section. A replacement for the Chief is baing sought.

D. Lessons Learned

A private, voluntary organization (in this cagse NCIH) is an effective
mechanism <o interface between the private sector in the US and governmental and

quasi-governmental organizations overseas.



2. NCIH has used successfully the strategy of being generally reactive to
host country needs rather than being strongly proscriptive. On its par;, CARICOM
has done a creditable job of anticipating and articulating the needs expressed by
the cooperating countries., This process has resulted in CARICOM being in a much
stronger position to carry on those parts of <ha Project for which the countries
express continuing interest, with concurrent decreased continued dependehcy upon
NCIH « AID.

3. It is important before Project iﬁplementation that all parties involved
be in accord in their expectations. The LDC Hinistries of Health very clearly

were and are more interested in f£illing immediate gaps in their health manpower,
while the PVO and AID had longer—-term health manpower planning as their major
agenda. This lack of congruence of objectives has resulted in some misunderstand-
ings and resentments, and as an end result, neither agenda has been fully answered.

4. The Project has shown that using volunteer US health professionals is a
cost efficient way of providing this expertise. The use of US vclunteers, however,
is less cost efficient and probably has less health impact than the use of similar
volunteers £rom the area sexved.

5. The use of volunteers in this Project has had little developmental impact.
In part this is because of the predominance of secondary and tertiary level mecdical
skills, as opposed to primary health skills, of the volunteers requested and provided.

6. A method was explored during this Project whereby US university faculty
members would replace Caribbean faculty of the West Indies., These in turn would
serve as temporary manpower replacementS-cum-instructors in the LDCs. The
advantages of this would be that the US volunteer would be more familiar and pro-
ductive in another university role than he/she would be as a direct health provider

in a different culture and medical delivery system, while his Caribbean colleague

would be much more productive within the health systems of the LDCs. This plan was
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never implemented largely due to costs (for two volunteers in order to fill one
post and the unresolved matter of dealing with the private practices of the
Caribbean profassionals), but could be further explored in future similar activi-
ties.

7. The Operational Program Grant machanism does not lend itself well to the
standard AID evaluation methodolegy. This is more cbservation than criticism,
but the Log Frame is a very useful planning and evaluation tool. Its absence
in the Operational Program Grant makes the evaluation process less objective and

more subjective than is the case in more standard AID Projects,

E. Unplanned Effects

There has been one major unexpected result of this Project: ihe cooperation
which has developed between two major regional organizations with health planning
components, PAHO and the Health Seaction of the CARICOM Sacretariat. Largely
because of the Project's health manpower planning activities, these two organiza~
tions with congruent interests have developed a higher degrae of cooperation and
collaboration than existed prior to this activity. This should extend wall beyond

the life of Project.

F. Options for AID's Consideration

Five options for next steps zre presented in Chapter VI Discussion. The
consultant recommends Option 5, which is to terminata the Project formally at its
expected termination(July 27, 1984) or before if funds run out, but by using other
AID or USAID resources, provide support for a wrap-up meeting for all concerned
parties, and for limited additional technical assistance in computer technology,

should this Project be unable to fund them.
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II. EVALUATION METHODOLOGY

This evaluation is intended as an end of Project evaluation, as called for in
the Operational Program Grant., The Scope of Work was developed collaboratively
by USAIA/RDC-C and NCIH, and is presented as Attachment A.

The evaluation was conducted April 9 = May 5 by a consultant (Dr. Merrill M.
v Shutt, University of North Dakota) with assistance of MNeville Selmen, USAID/
RDO-C. The consultant was briefed in Washington by NCIH and AID, reviewed docu-
ments, held discussions with PAHO, and had telephone conversations with USAID
employees with Project experience, NCIH Grants Advisory Committee members, and
a number of returned volunteers. In Barbados, he was briefed by USAID, reviewed
docu—-nts, met with PAHO, and was unsuccessful in contacting the principal UWI
cuontact (Dr. E.R. Walrond). With Selmen, he visited CARICOM headquarters two days in
Guyana, and then proceeded alone to St. Lucia and Dominica, where he interviewed
senior health officials, and an American and West Indian (Barbadian) volunteer,
Returning to Barbados, he presented a verbal debriefing to members of the RDO/C
Mission. The report was drafted in Washington.

The evaluation, then, is based on the consultant's interpretation of Project
documents, quarterly reports, consultant reports, reports of returned volunteers,
Advisory Committee reports, and perceptions of interviews with AID, USAID, NCIH,
CARICOM and PAHO representatives, Ministry of Health officials, and active and
returned volunteers,

The AID Log Frame is a useful evaluation adjunct to assist objectivity. 1Its
absence from Operatiocnal Program Grants, including this one, perforce leads to a
more subjective method of evaluation éuch as the one described above.

A draft Project Evaluation Summary(PES) Part II is appended as Attachment B
for the AID Log Frame.

The list of persons contacted appears as Attachment C.
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III. PROJECT DESCRIPTION AND IMPLEMENTATION

A. Origin of the Project

The Project arcse from several reinforcing events. 1In mid-1979, Ambassador
Phillip Habib ?ecommended increased assistance to the Caribbean area, with spacial
attention to haalth. At about the same time, the USAID Regional Development
Office/Caribbean (RDO/C) received a requast from St., Lucia for assistance in
providing three specialized medical professionals to fill gaps in its health
delivery system. Requests from other countries followed.

RDO/C requested consultants (Drs. Ned Wallace and Reginald Gipson) to:

Identify spaecific short and long term health manpower needs
expressed by Ministry of Health Officials in Antigua,
Dominica, St. Lucia, St. Vincent and CARICOM Secretariat

Health Cfficials.

Daetermine possible USAID responses to these needs and recome

mended action.

Explore and recommend possible mechanisms for involvement
of US Private Voluntary Organizations (PVOs) with Eastern
Caribbean countries in the development and implemaentation

of health projects,

Wallace and Gipson recommended, intar alia, that the National Council of
International Health (NCIH) would be an appropriate Private Voluntary Organiza-
tion (PVO) to assist in provision of health volunteers to the nation for shorte
term impact, and in creating within the Caribbean Community (CARICCM) secretariat

a health manpower division for longer-term impact. Acting upon these recommenda-
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tions, RDO/C asked the NCIH to submit a proposal for assistance. On
September 24, 1980, a Project Grant Agreement (AID Project No. 538-0054)
between NCIH and RDO/C was signed. The period covered was for 2 years, in the
amount of $512,138.

The purpose of the Project is enunciated in the Project Grant Agreement:

The purpose of this Grant is to establish a Health Manpower
Planning capacity within CARICOM in ocrder to 1) improve

the relevance and outreach effectiveness of CARICOM's
programs and services related to regional primary health
care needs; and 2) assist participating countries in

health manpower planning by providing selected health
personnel, and related technical services. The project
provides for the participation of the member countries

of the Caribbean Community (CARICOM), with the principal
focus placed on assisting those which are less developed.

The different parties had different expectations from the Project. Putting
it.overly simply, USAID, NCIH and CARICOM gave more emphasis to the longer-term
developmental health manpower planning aspect, while the eight lesser developed
participating countries were looking for immediate help in £filling what they
considered sericus gaps in their health manpower. Although both major groups
agreed to the provision of voluntary manpower, the countries hoped for long-term
(2-3 year) assistance, while the Project was designed to provide only short-term
(3-6 months) assistance, These perceptual differences caused some disgruntlement

during implementation,

B. Administration

The Project operates under an Operatina 2r>gram Grant between NCIH and USAID

BDO/C. The USAID Project Officer is the RDO/C Health Development Officer.
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For the NCIH, a Program Manager bears overall responsibility under quidance
from the Executive Director. The Program Manager is supperted by a Program and
Training Coordinator, a Program Assistant and Secretary. None of the foregoing
are paid full-time by the Grant,

NCIH has appointed from its membership a Grant Review Committee of 4
university and PVQ based personnel. This committee, whose function is to give
project overview, was appointed after the signing of the Projact pgjreement.

NCIH signed a Sub-Grant Project Agreement with the CARICOM in Guyana to
co-manage the venture. The 2 year Sub-Project Grant Agreement orginally was for
the period June 1, 1981 to May 31, 1983. An NCIH/CARICOM Project coordinator
(a Jamaican national) is assisted by a Saecretary, and a statigtician seconded
from the CARICOM Statistics Office for a 14 month period.

An ad hoc CARICOM Project Advisory Committee is composed of representatives
from the Ministries of Health of the eight so=-called lesser developed nations of
the English-speaking Caribbean (Antigua, Belize, Dominica, Grenada, Montserrat,
St, Christopher and Nevis, St. Lucia, and St. Vincent and the Granadines).

The Ministry of Health representatives usually are the Parmanent Secretary and/or
the Director of Fealth Services, (In the Sub=-Project Grant Agreement the fore-
going are referred to as Country Coordinators). Additional members of the committee
are representatives of CARICOM, NCIH, PAHQ, Project Hope, the International Eyae
Foundation and the University of the West Indies. Meeting approximately

annually, the Committee has the purpose of exchanging information, ensuring coordi-
nation, preventing wasteful duplication.and to advise in the development of the

regional manpower strategy. This committee has met 3 times.

C. Financing

The budget as it appeared in the original two year Project Agreement appears
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as Attachment D. It allocated $114,500, or 22 percent of the $512,138 for
expenditure by CARICOM, and 3397,638 or 78 percent for expenditure by NCIH.

The CARICOM expenditures were forecast for personnel, staff travel and
per diem, and direct costs. NCIH expenditures were forecast for personnel,
fringe benefits, staff travel and per diem, consultants' fees and travel,
volunteer travel and per diem, other direct costs, evaluation and overhead.

The budget was cast in a two year time frame. Although there have been
.Project extensions nearly doubling the Life of Project, there has been no
addition of funding.

Actual expenditures by the two parties can be closely estimated as the Project
winds down. Approximately $307,000, or 60 percent will be expended by NCIH, and
$205,000 or 40 percent by CARICOM. In large part this shift towards parity has
been occasioned by CARICOM's later assumption of responsibility for funding costs

associated with West Indian volunteers.

D. Implementation

The Project's implementation was delayed at the onset by the time it took
to recruit the NCIH/CARICOM Project Coordinator, and negotiation of the Sub-Project
Grant Agreement between NCIH and CARICCM. Once the agreement was signed, smooth
progress was blocked by USAID asking the Project to concentrate on the volunteer
component, holding the health manpower planning in abeyance. This was resolved
only after NCIH offered to help USAID find a replacement for itself (NCIH). The
offer was refused, and the original agreement upheld.

In September cf 1981, the Advisory Committee, while reaffirming an emphasis on
the volunteer aspects, declarad their support of the original program design. The
first Caribbean national volunteer was placed in September, 1981. The first two
US volunteers were placed in February, 1982, 16 months after the Project Grant
Agreement was signed, and 8 months after the Sub~Project Grant Agreement went into

effect, 1In July, 1982, five months after placement of the first US volunteers,
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the first evaluation called for under the Project Grant Agreement was conducted
by Leonard S. Rosenfeld, M.D,, M.P.H., Professor ¢f Health Policy and Admini-
tration of the University of North Carolina. His major recommendations, and

the USAID/NCIH/CARICOM rasporises arae summarized below:

1. USAID should grant a non-funded Project extension to September 24,

1982, 18 months following the termination date of the original

agreement.

Response: B series of non-funded extaensions lLave been granted by
USAID. The Project is now due to terminate July 27, 1984.

2. Short-term volunteer assignment should be continued, transferring

as much admiristrative responsibility as possible to CARICOM.

Response: Volunteer assignments accelerated, so that by the end of the
Project, 12 US and 8 Caribbean nationals will have served. NCIH
transferrred ful?l responsibility to CARICOM for recruiting and travel
of Caribbean national volunteers, as well as payment of per diem and
honorarium for all volunteers.

L
3. Conduct on inventory of health manpower in the region.

4. Develop a system for collecting uniform data from the regiomn.

Responsa: In February, 1983, CARICOM secoﬁded a statistician to the
Health Section of CARICOM for a six month period, largely to accomplish
these. CARICOM extended his service, and he received Project support
through April 1, 1984. In these endeavors, he received technical assist-
ance from a consultant, D;. “ordon De Friese, of the University of North
Carolina. The success in these endeavors is Jdescribed in Chapter V.

S. A task force should be constituted for develorment of an expanded program

of ragional organization of manpower.
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Response: The Task Force was organized under the chairmanship
of Professor Sir Kenneth Standard of the Unversity of the West
Indies. 'The report of that meeting (Attachment E) is of interest,
as it highlights some of the different perceptions of the Project

held by various participants.

The appointment of the statistician to the Health Manpower Unit in February,
1983, and the subsequent.consultation by Dr. DeFriese in May, 1983 really marked
the onset of the Health Manpower Planning component of this activity. Once again,
implementation was slower than znticipated, but this time more for technical than
for administrative reasons; no one anticipated the difficulty required to obtain
the baseline data required. This has now been accomplished (See Chapter V), and is
being transferred to an IBM-XT computer provded by Project funds, and being
installed (April, 1984) at CARICOM headquarters in Guyana.

To summarize implementation: delays have characterized implementation of
the Project. These have resulted from a combination of causes; different percep-
tions by participants of the emphasis to be placed on the various components of
the Project; aédministrative delays occasioned by different organizations working
together for the first time cver long distances; and technical delays occasioneé
by an unas.areness at Project onset of the difficulty in obtaining baseline health
manpower data from eight developing ccocuntries. The major commodity input was a
computer, installed three months late because of procurement delays. Nonetheless,
it is functioning with personnel trained with Project assistance. Technical
inputs in the form of consultants and volunteers were appropriate in gquantity and
quality, and supplied generally in timely fashion.

The Projec+t has done well in achieving three of the four major outputs. It

has produced volunteers, established a health manpower planning unit within CARICOM, and

produced baseline information useful Zor country and regional health manpower planning.

It has failed to develop a useful registry of Caribbean national medical specialists
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resident in the US and the West Indies. All these aspects are discussed in more

detail in Chapter IV and V.
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IV. Analysis of the.Volunteer Placement Component

A. Criteria for Assignment Approval for Volunteer Placement

The Sub=Grant Project Agreement between NCIH and CARICOM clearly specifies
the criteria for approving the assignment of volunteers for up to six months:

1. The request from the host country is of an emergeﬁcy nature to meet
a critical health delivery need;

2. The request is for temporary replacement of an established professional
position, and is not creating a new position in the health delivery system;

3. The request strengthens the primary health aspects of medical service
delivery;

4. The regquest is accompanied by a detailed request form.

Very early in the Project, the Permanent Secretaries of Ministries of Health,
while indicating displeasure that longer-term placements were not the Project's
intent, added their desire that volunteers be recruited in the following descend-
ing order: (a) from the West Indies; (b) West Indian nationals now living in the

U.S. or Canada; and, (c) United States nationals.

B. Performance by NCIH/CARICOM in Responding to Requests for Volunteers

Tables I, II and III show the disposition of requests for volunteers, the
technical specialty and origin of placed volunteers, and the technical specialty
of volunteers requested but whom the Project was unable to place.

Of 50 requests, 43 were in acceptable form and deemed by the Project as
appropriate. Of these, the Project responded to 25, and was unable %o respond
to 8. In the 10 other cases, 7 regquests were withdrawn by the requesting country

ané three volunteers were not accepted (frequently because the country £found assistance



TABLE I. DISPOSITION OF REQUEST FOR VOLUNTEER PLACEMENT

Antigua Belize Dominica Grenada Montserxat St. Xitts

Number of requests 5 8 10 3 6 3

Form of request acceptable 5 5 9 3 6 3
: . a/ 174

Deemed appropriate by Project 4 S 8 3 6 2

Offer made to country 3 5 4 2 5 2

c/ d e/

Country witldrew request - 1- 5'/ 1- - -

Country refused nominee 2 - - - - -

Project unable to respond 1 - 1 1 1 -

No. of requests responded to 1 4 2 1 5 2

b/
No. of volunteers placed ay" 4 2 1 5 2

St. Lucia Viggént Total

0

50

4é

142

31

uLt.ﬂ

<]

25

20

a Request for Health Planner provided by CARICOM, but not by Project
b Volunteer idenzified, but funded by HOPE

c Counﬁr&‘pu:suing empioyment on full time basis

d Three personnel provided by another countrxy

e One person identified by Project, funded by PAHO

f A regional pathogist is available through PANHO

g Country later stated wanted permanent appointee, not velunteer

h Shared volunteers with St. luria

i oOne more was refused, but replaced with am acceptable altexnative and
therefore it does not appear as a number on this sheet

-9'[-
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from other sources). Eliminating these latter 10 cases, the Project responded
(by placement) to 76% of appropriate reguests.

Table II shows that of the twenty volunteers placed, 12 (60%) were from the
U.5., none were West Indians living in the U.S5., and 8(40%) were from the
Caribbean. The inability of the Project to induce Caritbean nationals in the US
to return as volunteers was one of the disappointments expressed by the two
Ministries of Health visited, NCIH made strong efforts ﬁo identify and recruit
US and Canadian Caribbean nationals, but was unable to induce any to serve as
volunteers.

Of 12 physicians placed, 9 (75%) were from the U.S., and 3 (25%) from the
Caribbean. O0f 8 non-physicians placed, 3 (38%) were from the US, and 5 (62%)
from the Caribbean. It is obvious that the relationship of the majority of the
volunteers, particularly the physicians, to primary health care delivery is tenuous
at best; 8 of the 9 physicians are secondary or tertiary level care physicians.
Only the reports of the family practitioner and one psychiatrist showed signifi-
cant involvement in community health activities. O0f the non-physicians, reports
are available in files from only the 3 Americans; an interim report of a Viest
Indian was acquired during the field trip. Of these, 2 (the nurse-midwife and the
nutritionist) report community health activities.

Table III shows tne technical speciality of volunteers regquested but whom the
Project was unable to place. Five of the B requests are for tertiary care level

physicians, and 3 for non-primary health care specialities.

C. Impact of Volunteers on the National Health Services

The impact of the types of services provided by the volunteers frequently do

not lend themselves to quantification; where they might (numbers of gpotients

N : ] £
seen, numbers of surgeries performed, numbers of clinics held, numbers of staZff or
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TABLE II: TECHNICAL SPECIALITY AND ORIGIN OF VOLUNTEERS PLACZD

Technical Speciality Origin

U.S. Caribbean

Physician
Anesthesiologist 2 -
Ear, nose, throat - 1
Family practitioner 1l -
Radiologist 1 -
Psychiatrist 4 1
General surgeon L L

(9) (3)

Non-Physicians
Dental nurse - 2
Hosp. engineer 1 -
Medical records - 1l
Medical technician - 2
Nutritionist 1 -
Nurse-midwife 1 -

TOTAL 12 8



TABLE III. TECHNICAL SPECIALITY OF VOLUNTEERS REQUESTED WHICH PROJECT WAS UNABLE

TO0 PLACE

Technical Speciality Number
Anesthesiologist 3
Ear, nose, throat specialist 1l

. s . a/
Hospital administrator i~
Psychiatric nurse 2
Surgeon 1

a. an interested West Indian was identified, but could not be released by his

country
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patients trained, numbers of lives saved, etc ), Project records did not require,
nor do they show, these kinds of data. Some estimates of impact on heaith services
(but not on health status) can be made on qualitative data, including written and
telephone reports f£rom retutned American volunteers, evaluation reports from host
country officials (only 5 are available), discussions with limited numbers of

host country personnel (only two host countries were visited), and personal
observation of one U.S, and one Caribbean volunteer in the ficld.

Given the criteria for volunteer selection, any service provided by the
volunteer (e.g., patient care, tachnology transfer, didactic teaching, administra-
tive and management technical assistance) theoretically would uot have heen pro-
vided in the volunteer's absenca. In the instance of patient care, however, the
theoretical is just that; if the volunteer didn't provide the service, in many
cases someone else would, albeit at a cost of overtime or of medical evrcuation
to a2 site where appropriate services were available.

The following comments concern only the American volunteers. With scme excep-
tions to be noted, the short assignments (48-88 days, including travel time and in-
country orientation) were too brief to impact the health system significantly
beyond the supplying of an extra pair of hands. This is not to denigrate the
volunteer who universally brought high expectations of service, but results from
unfamiliarity with customs and the medical services delivery system in the country,
lack of access to technology and support services he/she is accustomed to, pre-
occupation with the provision of living support such as housing, transport,
security and food (of variable availability and quality in the various countries),
feelings of isolation and abandonment, and the necessity %o astablish harmonious and
synergistic working relationships with his fellow health providers (while accep-
tance by patients was reported high, this was not always the case by other members

of the health team),



The exceptions to the forgoing include the considerable in-service training
and technology transfér accomplished by the volunteers, usually on a one-to=-one
basis, but in at least 2 instances (a psychiatrist and nurse-midwife) on a group
basis. Nearly all those with whom the volunteers reacted in this manner were
receptive and appreciative. (The volunteers, of course, learned as well as
taught) . Major system changes apparently occured in at least two sites, as a
result of two volunteers: in one, administrative and management of a psychiatric
hospital was improved, group therapy reintroduced, case studies introduced, and an
extraordinarily vibrant, helpful private voluntary organization formed. In the
other, a "first-ever" inventory of hospital equipment was accomplished, and a
preventive maintenance system established.

Making a positive if small impact on the health system was the fact that some
volunteers donated bocks, equipment, and out-of-pocket contributions to further
health objectives.

While not a direct impact on health services, the volunteers "flew the flag"
for the U.S. and for U.S. medicine. Whether intentionally or unintentionally on
their parts, this should favorably impact exchange between the US and Caribbean
health systems as cooperation between them expands, as it almost invariably will
given the declining role played by socme other nations.

Of the eight West Indian volunteers, four were from Barbados, two from
Jamaica, and one each from St. Lucia and Guyana. Three of the West Indian volunteers
had six month tours. In two other cases, after a month period as a volunteer, the
volunteers accepted permanent posting in Montserrat. No host-country evaluations
were prepared on the West Indian volunteers, but it seems reasonable that the
Caribbean volunteers, because of cultural and health system familiarity, would be

productive much more rapidly than the US group.
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D. Registry of Specialities

The Original Operational Program Grant, called upon NCIH to:
"agsist CARICOM by identifying and developing as a
specialized part of the NCIH Voluntary Health
Manpower Asgsistance Clearinghouse, both a listing
of US pased private and voluntary oéganizations,
and a listing of individual health specialists,
especially Caribbean nationals living in the US,
who have skills which can be used to raspond to
the immediate health manpower needs of CARICOM
countries,”

The concept was that with such a listing or registry, health manpower planners
and aﬁministrators in the Caribbean could access thesa pecople to attempt to induce
them to provide services in the lesser developed nations. To achieve this end,
NCIH brought the Project coordinator to Washington in order to familiarize him
with the then-existing clearinghouse mechanism, and to introduce him to scme
universities/PVOs with access to numbers of Caribbean nationals resident in the
US. Additional contacts were made in Toronto. As menticned above, the Project
never has been able to induce a West Indian national living in the US or Canada to
serve as a volunteer. Moreover, the attempts by CARICOM to list significant
numbers of Caribbean nationals of the types described have rasulted in only scant
listings of most specialities, and is in a form too rudimentary to be useful. This
evaluator got the imprassion that getting names and addresses of qualified people
has been linked to their being willing to be listed and to serve as volunteers,

and a methodology for doing so has reaceived little priority.
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E. Cost Efficiency

The approach used in this analysis is to estimate the costs of the volunteer
component under this project, and then compare this with the estimated costs of
the services provided by the volunteers had the countries had to purchase them.
Since it is impossible to quantify and the cost the individual tasks/services
performed Lk the volunteers (e.g., patients seen, persons taught, lives saved,
technologies transferred, etc.), the estimated cost of buying the volunteer's
time must serve as a surrogate of value or benefit received.

Attachment F shows the computations used for this analysis. The com=-
putations show that $159,564, cn approximately 31 percent of the total Grant,
can be attributed as the US contribution to the volunteer component. With the

contributions of the host countries included, costs of supplying the volunteer

services under the Project are estimated at $204,684. The value of the total
services provided by the volunteers (the cost to the countries had they purchased
these same services) is estimated at $303,812. One might conclude the Project
provided the services at 67 percent of their yajuye, and legitimately that the
Project provided the volunteer services in a cost efficient manner.

It is important, however, additionally to ex~mine the nature (not the quality)
of the services provided. As discussed earlier, the services of the US volunteers
very largely were tertiary medical rather than primary health in nature.

The figures in Attachment F show that US volunteers provided 610 work days
of service at an average daily market value of about $292. West Indian nationals
provided 466 work days at an average daily market value of $31. Generally, the
services provided by the US volunteers were performed by highly specialized physi-
cians, while those performed by the West Indians were of lower technical require-
ment and largely performed by non-physicians. 1In gpite of this, it would cost
mecre on a daily basis to recruit the lowest-cost American volunteer than it would

the highest cost West Indian, were they available,
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F . Prospects for the futura

CARICOM has the capacity to identify, recruit and process both US and
Caribbean nationals, although processing US volunteers would be difficult withe
out a continued US formal contact. It has established contacts and linkages
not only with NCIH, but with other PVOs and universities which on a collegial
basis would likely assist in the process, should there be continuing demand
for short-term US specialists. The cost of travel likely would mitigate against
mich such recruitment, as would the fact that the countries still can attract
long=-term volunteer services from both the British and the French.

The CARICOM Secretariat is well able to serve as a clearinghouse or broker
for inter-island exchanges of professicnals, should the participating nountries
wish them to continue this function,

It has been suggested that the embassies of the Crganization for Eastern
Caribbean Statas (OECS) could help register West Indian nationals living in
the United States and Canada, and serve as an intermediary baetween CARICOM
countries and West Indian nationals abrocad. It might be that OCECS would have
the sa;; difficulties inducing Caribbean nationals living in the US and Canada t0
volunteer as were experienced by NCIH and CARICOM.

Completion of the registry (see above) might help facilitate recruitment
of Caribbean nationals living in the islands or abroad; this apoears to be a

legitimate function for the Health Section to pursuae.
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V. ANALYSIS OF HEALTH MANPOWER PLANNING COMPONENT

The Project Grant Agreement starts "The purpose of this Grant is to
establish a Health Manpower Planning capacity within CARICOMlin order to
eses.". It is important to note then from the Project's conceptualization,
this has been more the intent of AID, NCIH and CARICOM, and less the desire of

the LDCs, which were more interested in immediately meeting their short term

manpower needs by the use of the volunteer component of the activity.

A. The CARICOM Health Manpower Planning Unit

The mechanism for establishing the health manpower planning component was to
fund a new health manpower planning unit within the Health Section of the CARICOM
Secretariat in Guyana.

The unit originally consisted of a Project Coordinator with secretarial
support. After the mid-project evaluation (July, 1982), this staff was bolstered
by a statistician seconded from the Statistics Office of CARICOM, originally for
six months. CARICOM later agreed to extend his use through March 31, 1984, when
Project support funds ran out for his continued support. Subsequent to March,
however, he has continued his relationship to the Project, and as this evaluation
is being drafted, is entering accumulated data onto the Project-provided IBM=-XT

computer system,

B. Strategv for Health Manpower Planning

The strategy for achieving regional health manpower planning was evolutionary.
While the Project Grant Agreement expressed the needs and general objectives, it
awaited the mid-term evaluation by Leonard S. Rosenfeld, M.D.,, M.P.H., to add
the important objectives of conducting a health manpower inventory andé developing

methods for a state/regional cooperative system for accumulating current data on a
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uniform basis.

In close collaboration with PAHO, a three- phase approach to heralth manpower
was developed by PAHO and CARICOM (see Attachment G) and reviewed with UWI, the
Ministries of Health and USAID in itarch, 1983. During Phase I, each country's
current health manpower situation would ba inventoried. Phase 1I, intercountry
workshops, would follow to promote r~alth manpower planning, provide leadership
for uneisland activities, and develop an appropriate small country methodology for
health manpower planning. During Phase IXII, within country activities, by using
the core group from Phase II, the CARICOM/PAHO group would then assist formuiation
of national health manpower plans for each country. Assumably, but not stated, a
future Phase IV would be promoted to develop a regional h2alth manpower plan for

the LDCs of the English-speaking Caribbean.

C. DProgress on Implementation

To accomplish the inventory (Phase I), the CARICCM statistician drafted a
set of survey instruments, These were later modified, field tested, and remrdified
with the assistance of a consultant, Gorden DeFriese, Ph.D.,-Director of the
Health Services Research Center of the University of North Carclina. This pro-

cesg, as well as a description of the survey instruments, are fully describec in

Dr. Defriese's comprenensive Report of Technical Consultation Visit, Naticnal

Council for International Health/Caribbean Commuaity Secretariat Health Manpower

?roject, May 25-30, 1983.

The statistician, sometimes alone, often with the assistance of other person-
nel from the CARICOM health section, and frequently @ith active participation of
PAHO, made a series of visits to the individual countries to gather baseline data.
It soon became evident, because of the lack of cenwal availability, and sometimes

the fugitive nature of the information sought, that this process would take very
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much longer than ;nticipated. Some countries did not have the information readily
available. In some, it was sprinkled about several governmental agencies, and in
others, it existed largely in the minds of various health and other government
officials. Attachment H, prepared by the statistician, presents a detailed account
of the problems and progress. The raw material from Phase I has been collated inato
a series of country booklets which have been distributed to the individual countries,
and collected as a single volume available from CARICOM. Each country's specific

document contains tables presenting four major types of information:

Table 1A - Health Manpower Situation - Technical Professional Posts

Table 1B - Health Manpower Situation - Major Technical/Professional Groups

Table 2A - Projected Changes (during the next five years) for Technical/
Professional Posts

Table 2B - Projected Changes for Major Technical/Professional Groups

AN appreciation for the quality and usefulness of this data, as well as for

the differences between the tables, can be gained by referring to Attachment I,
which shows a sample page from each table from one of the countries. The columns
headed "position code" were left to accomodate establishing comparability of
health positions amongst the nations. This has now been accomplished (at least
provisivnally) and is being entered onto the cocmputer in Georgetown.

This represents the first time that up to date health manpower data of this
quality has been available in these eight nations.

Phase II, the intercountry meetings, has been deferred until after the
completion of the original Phase III. This has occurred in part because of the
unexpectedly long time regquired for data collection, and currently because funds

may run out of this Project before the intercountry meetings can be scheduled.
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Phase III, country meetings with the purpose descrihed above, are on-going.
This likelv will require a number of visits to each country. During the first
visits of the CARICOM/PAHO team, the major pirposes are to insure that the
health planners ara fully vested in the health manpower planning process, and to
further refine the generated data. Three countries (Dominica, St. Lucia, and
St. Vincent) have had thesae initiai visits., »After completion of the initial visits,
and should funding be available, the current plan is to conduct a series of 3j-day
national workshops to identify and prioritize health manpower development issues;
to articulate a national policy on health manpower development; to propose alterna-

tive strategies for implementation; and to select those which are most appropriate.

D. Prospects for the Future

As reported in the forgoing, CARICCM has developed an institutional health
manpower planning capability which likely is unparalleled in the Caribbean. It
has attracted PAHO interest, cooperation and collahoration far bayond anyone's
expectations at the beginning of the Project. It has developed both a methodology
and a baseline health manpnwer data of immense potential value for country and
regional planning.

The next steps are dependent upon a number of variables:

a) The availability of funding to CARICCM to vrovide for the

continued participation of CARICOM staff in these health

manpower activities. The funding could ccme from CARICOM's

own resources, or it could come from donors.

b) The continuing avajlability to CARICOM of staff of the caliber

now emploved, The administrative skills of the Project Coordie-
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nator and the statistical/health manpower planning/
computer skills of the statistician are the types of
skills marketable elsewhere. Should these key per-
sonnel depart, and adegquate replacements not be
acquired, the CARICOM health manpoweér planning
capability would be significantly diminished.

The degree of interest expressed bv participating

nations in continuing long-term health manpower

planning initiatives. It was clear from visits

to representatives of Ministries of Health of

the two LDCs visited that the health manpower
planning component of this Project was of

secondary interest to them when compared to the
volunteer manpower component. They did, however,
emphasize the usefulness of the country specific
information produced by the Project, and indicated
it would be used in differing fashions for country-
specific health manpower planning. Officials of
neither country, however, sounded like strong
advocates for regional planning. To the extent
that their views are or are not typical of the eight
LDCs will influence the CARICOM Secretariat's
priority given to continuing this activity.

The priorities of the replacement (to be appointed)

of the retired Chief of the CARICOM Health Section,

The recently retired Chief was a highly energetic

respected Caribbean health professional whose
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eminence helped shape CARICOM health policy. His replacement
may have differing priorities and a differing ability to
influence policy, including that related to health man=-
power planning.

The continuation and expansion of CARICOM's cumputer

capapility. While not as important as the others, the
Project-érovided computer tachnology has opened new
vistas for CARICOM. This technology was introduced
late in the activity (April, 1984) and may need con-

tinued nurturing to reach full potential.



=31~

VI. DISCUSSION

The Project has been administered well by both NCIH and CARICOM. Communica=-
tion between themselves and amongst them and the participating nations was as
good as distance and communications systems allowed. As noted, inputs were
timely and appropriate.

Both portions of the purpose have been accomplished, but not to the degree
anticipated, and not within the timing originally planned. The relevance and
outreach of CARICOM in relationship to health maupower planning have been
strengthened by the establishment of a health manpower planning unit which has
related effectively with the Ministries of Health of the lesser developed
Caribbean nations, the University of the West Indies, AID and PAHO. It currently
is the most effective health manpower planning body operating for the Caribbean.
Iﬁ has developed the capacity to identify, recruit, and support the placement
of West Indian volunteers, and to a lesser extent, US volunteers, It has not
developed the financial capacity to carry on these activities at Project levels

beyond AID support.

A. Regional vs. Country Health Manpower Planning

A question only partly posed by this project, and not answered, is whether it
is feasible, on a regional basis, to attempt health manpower planning. Although
the health systems in the 8 LDCs are similar, each has characteristics unique to
itself. Moreover, resources and priorities differ amongst the islands. Without
question, what is helpful to onemggx_be'of help to others, and to the extent that

all can share a common pool of information (such as afforded by this project), each
may benefit. The Project quest for a "regional health manpower plan", however,

may be unobtainable.
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B. Role of the University of the West lIndies

The Project designers envisioned a key role, at least in a collaborative
sense, for the University of the West Indies. The UWI has bheen fully informed
at all points regarding Project progress. Its participation in meetings of the
Advisory Cormittee has been an active ona. A special task force ragarding man-
power stratecy was chaired by Professor Sir Kenneth Standard of UWI. Three of
the voluntears ‘(all of the West Indian physiciansg) were UWI faculty.

A method was explored during this Projact whereby US university faculty
members wo.ild replace Caribbean faculty of the West Indies. These in turn would
serve as temporary manpower replacements-cum-instructors in the LDCs. The
advantages of this would be that the US volunteer would be more familiar and
productive in another university role than he/she would be as a direct health
provider in a different culture and medical delivery system, while his Carilrisean
colleaque would be much more productive within the health gystams of the L[CCs.
This plan was never implemented largely due to costs (for two volunteers in order
to f£ill one post and the unresolved matter of dealing with the private practices
of the Caribbean professionals), but could be further explored in £uture similar
activities.

In summary, the role played by UWI was participatory and supportive, although

scmewhat different from that originally envisioned.

C. Lessons Learned

1. A PVO (in this case NCIH) is an effective mechanigm to interface between
the private sector in the US and governmental and quasi-governmental organizations
overseas,

2. In this Project, the NCIH has used successfully the strategy of being
generally reactive to host country needs rather than being strongly proscriptive.
On its part, CARICOM has done a creditable job of anticipating and articulating

the needs axpressed by the cooperating countries. This process Has resulted in
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CARICOM being in a much stronger position to carry on those parts of the
Project for which the countries express continuing interest, with concurrent
decreased continued dependency upon NCIH or AID.

3. It is important before Project implementation that all parties involved
be in accord in their expectations. In this activity, the LDC Ministries of
Health very clearly were and are more interested in filling immediate gaps in
their health manpower, while the PVO and AID had longer-term health manpower
planning as their major agenda. This lack of congruence of objectives has
resulted in some misunderstandings and resentments, and as an end result, neither
agenda has been fully answerei.

4. The Project has shown that using volunteer US health professionals is a
cost -efficient way of providing this expertise. The use of US volunteers, however,
is less cost-efficient and probably has less health impact than the use of similar
volunteers from the area served.

S. The use of volunteers in this Project has had little developmental
impact. 1In part this is because of the predominance of secondary and tertiary
level medical =kills, as opposed to primary health skills, of the volunteers
requested anéd provided.

6. The Operational Program Grant mechanism does not lend itself well to the
standard AID evaluation methodology. This is more observation than criticism,
but the Log Frame is a very useful planning and evaluation tool. 1Its absence
in the Operational Program Grant makes the evaluation process less objective and

more subjective than is the case in more standard AID Projects.

D. Unplanned Effects

There has been one major unexpected result of this Project: the cooperation
which has developed between two major regional organizations with health planning

componants, PAHO and the Health Section of the CARICOM Secretariat. Largely
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because of the Project's health manpower planning activities, these two organiza-
tions with congruent interests have developed a higher degree of cooperation and
vollaboration than existed prior to this activity. This should extend well heyond

the life of Project.

E. Options for USAID's Consideration

One major document, a report from Gordon DeFriese and Ernest Patterson on
their impressions of long-term CARICCM health manpower planning capabilities,
has yet to be prepared. In its absence, following are some options USAID may

wish to consider:

Option 1l:

1. Extend both ccmponents of the activity

a. Advantagas
i. More of the total original Project purpose may be
accemplished.,
ii. The LDCs would appreciate continued volunteer services.

iii. CARICOM would have a longer period to prepare to assume
responsibility for continuing activities..

iv. Should current Project funding not permit it, time would
be provided in order to convene a meating of all con-
cernec parties for a wrap-up meeting.

v. Similarly, time would be afforded for greater computer
cxperience and capability.

b. Disadvantage
i. The % e required to gain significantly more towards the

Projeci ~uwrpose would likely be a year or more. Not only
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iii.

iv.:
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would more time be required, but also more funds.

It is difficult to justify AID's providing secondary
and tertiary level medical care providers, given AID's
emphasis on primary health care.

At Project end, CARICOM likely will be as ready to
assume responsibility for follow-on activities as

it ever will be. An extension would stifle self
sufficiency and foster dependence.

Other mechanisms may be available to convene a meeting
of concerned parties and to provide additional com-
puter support backstopping, should present Project

funding be insufficient to provide these.

Option 2 - Extend the volunteer compvonent, but stop support for health

manpower planning

Option 3 - Extend the health manpower planning component, but stop

support for volunteers

The advantages and disadvantages of either are included under Option 1.

Option 4 - Terminate suppert for both components.

Advantages

i.

ii.

The Project has accomplished nearly all that might reasonably
be expected with USAID support. The seed has germinated
The LDCs have access to-other sources of volunteers more

appropriate to provide secondary and tertiary medical care.
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iii. CARICOM's self sufficiency would be enhanced.

b. Disadvantages
i. There are two loose ends, namely a wrap-up meeting and
insurance the computer capability at CARICOM is well
established., At this time, it is unknova whether cur-
rent Project funding will permit these. Confidence in
this recommendation would be strengthed if these loosae

ends did not exist.

5. Option 5 - A variation of opbtion 4: Terminate the Project formally

at its expected termination or before if funds run out, but by using

other AID or USAID resources, provide supoort f£or a wrap-ub meeting

of all concerned parties, and for limited additiopnal technical assigtancs

in computer technoloay, should this Proiect be unable +o fund them.

This option retains the advantages and largely offsets the disadvan-

tages of Option 4, and is recommended by this consultant.



Attachment A

NCIH/CARICOM HEALTH MANPOWER PROJECT EVALUATION

SCOPE OF WORK

NCIH will retain the services of an e:ternal consultant for the purpose of evaluating
the NCIH/CARICOM Health Manpower Project. The evaluator will review the accomplishments
of the project in relatibn to the goals of the grant. An assessment will be made of
appropriateness and success of tasks from the perspective of AID, CARICOM, the

LDC health ministries and NCIH. To accomplish this task the consultant will work in
collaboration with Mr. Darwin Clark of the AID/Barbados Program Office, pending his

availabilicy.
Specifically, the evaluator will:

o review project design and relevance to system needs
o assess the responsiveness of the program to the LDC health manpower needs
o analyze management or project implementation including

- recruitment and placement of health volunteers (U. S. and West
Indlan), dts impact on_ the ‘national health services, " its cost
ef fectiveness and Its acceptance by ‘host countries

- involvement of University of West Indies (UWI)

- assumption of ever-increasing program management responsibilicies
by CARICOM

- project review by Permanent Secretaries

- mid—projecﬁ review and adjustment

o analyze implementation of healtl) manpower information svstem including

- design of health manpower survey  instrument

- assessment of usefulness of health manpower data for manpower
planning at both the national and regional levels

- training of CARLCOM statistical stat(

- collating health manpduer data

o examine progress being made toward“the production of a Caribbean health
manpower plan

o discuss CARICOM institutional support of activities after project completion

o discuss prospects for the viabllity of the propram with specd {(le recommendations
for termination or extension



Attachment B

DRAPT PRCJECT EVALUATION SUMMARY (PES). PART II

l4. Evaluation methodology

This evaluation is intended as an end of Project evaluation, as called for
in the Operational Program Grant. The Scope of Work was developed collabora-
tively by USAIA/RDO-C and NCIH, and is presented as Attachment A

The evaluation was conducted April 9 - May 3 by a consultant (Dr. Merrill M.
Shutt, University of North Dakota) with assistance by Neville Selmen, RDO-C.

The consultant was briefed in Washington by NCIH and AID, reviewed documents,

held discussions with PAHU, ané had telephone conversations with USAID employees
with Project experience, NCIH Grants Advisory Committee members, and a number

of returned volunteers. In Barbados, he was briefed by USAID; reviewed documents,
met with PAHO, and was unsuccessful in contacting the principal UWI contact

(Dr. E.R. Walrond). With Selmen, he visited CARICOM headquarters two days in Guyana,
and then proceeded alone to St. Lucia and Dominica, where he interviewed senior
health officials; and an American and West Indian (Barbadian) volunteer. Return-
ing to Barbados, he presented @ verbal debriefing to members of the RDO/C Mission.
The report was drafted in Washington.

The evaluation, then, is based on the consultant's interpretation of Project
documents, quarterly reports, consultant reports, reports of returned volunteers,
Advisory Committee reports, and perceptions of interviews with AID,-USAID, NCIH,
CARICCM and PAHO representatives, Ministry of Health officials, and active and

returned volunteers.

15, External Factors

Three significant external factors occurred during the (extended) life of
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Project which impacted the Project. The first was the multiforce intgrvention
in Grenada, which was a divisive matter among the nations represented by CARICOM,
which has a Sub-Project Agreement with NCIH undex this Project. This necessi-
tated some adjustments in travel schedules and planned meetings that had pro-
ject relevance. The second factor was the death in one case and retirement in
another of two of the top leaders in the Health Section of CARICOM as the Project
was ending. Depending on the vigor of successor leadership, this may influence
the ability of CARICOM to sustain the health manpower planning functions aitex
USAID support ends. The third factor concerns the frequent turnover of senior
health officials, particularly Permanent Secretaries, of the nations involved in
the Project. This has required frequent reeducation on the Project objectives;

this seems to be part of the cost of doing business in the Caribbean.

16. Inputs

Commodities provided under the Project were minimal; the major input was an
IAM computer intended to be in place, with technical assistance, by January, 1984,
The procurement process was delayed in part because of Mission involvement in the
aftermath of Grenada, with the result the computer was installed in April, only
three months before the Projact is due to end. This will reduce the time avail-
able during Project life to gain familxarity and experience.

Technical inputs in the form of consultants and volunteers were appropriate
in quality and quantity, and supplied generally in a timely fashion. 1In the case
of volunteers, once a proper request was received, a problem was identification,
recruitment and processing of an appropriate volunteer. Response time for US
volunteers (from receipt of a request to an offering of services) varied from a
weex to five months, with the average approximately six weeks. One volunteer was

provided a year aiter the raquest, but the delay was on the reguesting country's
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end. West Indian consultants, when identified, were provided more rapidly.

The member states of CARITOM identified as their priorities for volunteers
West Indians living in the Caribbean first, Caribbean nationals living in the
US second, and US nationals third. The Project supplied 12 US nationals, no
West Indians living in the US, and 8 Caribbean nationa.s living in the Caribbean,
This represented an effort to recruit West Indians with appropriate skills
requested, but an inability either to locate an appropriate candidate who was
available in the West Indies, or an inability to induce a Caribbean nati  :al
living in the U.S. to volunteer,.

Had more funding been available, it may have been possible to recruit US
medical school physicians to replace University of West Indies medical school
physicians on a temporary basis. The UWI physicians then could have servea as
short texm ‘'volunteers' in the participating countries. Partly for insufficient
funéds regquired for this double placement (and partly for other reasons) this

concept did not come to fruition.

17. Outputs

The following items, which could be considered outputs, have been extracted
from the OPG, Sub~Project Agreement and implementation mrlans.

1. Recruitment of short term volunteers to fill vital gaps in the health

systems of the eight participating countries (NCIH and CARICOM).

No magnitude was placed on this output. Of 50 requests for assistance, 43
were in acceptable form and deemed appropriate for project assistance. 25
requests were filled, 7 requests were withdrawn by the country, 3 offered
volunteers were refused by requesting countries (often because the countries had
requested and received help elsewhere), and the Project was unable to respond
to 8 requests. If the 10 requests (7 withdrawals, 3 refusals) are eliminated,
the Project 'filled' 76 percent of requests, a respectable figure given the high

technical level of the voluateers requested.
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A cost efficiency analysis showed tha Project-to »e a cost efficient method of
providing services.

2. A Health Manpower Unit established in CARICOM.

Tris has been accomplished by Project support of a Project coordinator,
secretary, and statistician (the statistician was seconded from the Statistical
Division of CARICOM), and their subsequent acceptable performance of volunteer
recruitment/placement, and the collection, processing and distribution of health
manpowar planning information, Computer capability (IBM ~ XT micro computer and
software) is being installed, and on-site instruction being provided.

3. A regional health manpower plan tc meet the priority health manpower

needs in the eight LOCs.

The Project, with PAHO and host country collaboration , has collected base-
line health manpower information of great potential use in national and regional
manpower planning. This represents Phase 1 of a projected three phase activity.
Phasa II was to be an inter=-country meeting of concerned health and other officials
to discuss the findings, and Phase III was to he a series of country meaetings in
which local health manpower planners would be instructed to fully use the base-
line information for developing manpower projactions of needs and strategies to
meet these needs,

The information collected to date has been collated into a saeries of indivi-
dual country documents, which in turn have been collected into a master docu-
ment (available at CARICOM). The individual country documents have been distri-
buted to the LDCs, and CARICCM/PAHO representatives have started the process of
the country meetings (Phase III «bove), with Phase 1I being deferred likely
until after Project end and after the end of Phase III.

The documents, and more so the dara frem which they are derived; (now being

installed in a computer) ,appear to be useful for individual ccuntry health

N



manpower planning, Once they are vested by the LDC's, CARICOM/PAHO feel strongly
the process can be extended reasonably to regional health manpower planning,
which apparently would stem from the intercountry meetings where the desires of
the Ministries of Health would be expressed. From discussion with representa-
tives from two of the Ministries (St. Lucia and Dominica), they are less

sanguine of the regiocnal application of this planning process.

4. Reaistry of Svecialities

The original Grant Agreement called upon NCIH to
"assist CARICOM by identifying and developing as a specialized
part of the NCIH Voluntary Health Manpower Assistance Clear-
inghouse, both a listing of US based private and voluntary
organizations, and a listing of individual health specialists,
especially Caribbean nationals living in the US, who have skills
which can be used to respond to the immediate health manpower

needs in CARICOM countries."

The concept was that with such a listing or registry, health manpower planners
and administrators in the Caribbean could access these people to attempt to induce
them to provide services in the lesser developed nations. To achieve this end,
NCIH brought the Project Coordinator to Washington in order to familiarize him
with the then existing clearinghouse mechanism and to introduce him to some
universities/PVOs with access to numbers of Caribbean nationals resident in the
US. Additional contacts were made in Toronto. Few names were submitted of

potential volunteers. Moreover, the attempts by CARICOM to list significant

WV
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numbers of Caribhean naticnals of the types described have resulted in only scant
listing of most specialities, and is in a form too rudimentary to be useful.

This evaluator got the impression that getting names and addregses of qualified
people has been linked to their being willing to be listed and to serve as

volunteers, and a methodology for doing so has received little priority.

18. The purpose of the Project is enunciated in the Project Grarnt Agreement:
The purpose of this Grant is to establish a Health Manpower
Planning capacity within CARICCM in orcder to l) improve the
relevance and out-reach effectiveness of CARICOM's programs
and services related to regional primaryv health care needs;
and 2) assist participating countries in health manpower
planning by providing selected health personnel, and related
technical services. The project provides for the participa-~
tion of the memker countries of the Caribbean Community
(CARICOM), with the principal focus placed on assisting those

which are less developed.

This is stated somewhat differently in the Sub-Project Grant Agreement,
perhaps more appropriately:
The purpose of the AID Grant to NCIH is to: 1) improve the
relevance and cutreach effectiveness ¢f CARICOM's programs
and services related to regional primary health manpower
needs; and 2) assist participating countries in health man-
power planning by providing selected health personnel, and

related technical services. In this project the participating
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countries are the Member Countries of the Caribbean Community
(CARICOM) , with the principal focus placed on assisting those
which are less developed. Specifically, the grant will help
to establish a Health Manpower Unit within the Health Sec-
tion, in . liance with Resolution 32 of the Sixth Meeting
of the Conference of Ministers Responsible for Health, held

in Grenada in July, 1980.

Both portions of the purpose have been accomplished, but not to the degree
anticipated, and not within the timing originally planned. The relevance and
outreach of CARICOM in relationship to healtnh manpower planning have been
strengthened by the establishment of a health mampower planning unit which has
related effectively with the Ministries of Health of the lesser developed
Caribbean nations, the University of the West Indies, AID and PAHO. It
currently is the most effective health manpower planning body operating for
the Caribbean. It has developed the capacity to identify, recruit, and support
the placement of West Indian volunteers, and to a lesser extent, US volunteers.
It has not develcped the financial capacity to carry on these activities at
Project levels beyond AID support.

While end of Project status indicators as such are not specified in Project
documenté, by inference the ocutput of "developing a regional health manpower plan
to meet the priority needs of CARICOM countries, including promoting the rele-
vance of education and training of professional and allied health personnel in
participating countries" would imply the End of Project Status of the LDC's using
that plan on a regional basis to help meet their manpower needs. Even with
the multiple extensions of the Project, the plan has not been developed, largely

because no one anticipated the difficulty in obtaining the baseline information
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£rom which such planning must originate, The Project now has secured the raw
data, and CARICOM and the LOCs ara in the process of organizing and refining
these data in order to use them for manpower planning, certainly on an indivi-

dnal ccuntxy basis, and later, perhaps, on e regional basis.

19. Goal/Subgoal

Goals and subgoals are not articulated in the Project documentation. If

one assumes the goal to be the improvement of health status of the Caribbean

peoples, the Project has contributed to this goal directly (albeit it in small
measure) by the provision of temporary replacements £or health providers in 8
LDC Ministries of Health, and indirectly by developing a health manpower plan-
ning capacity within CARICOM, and less so within the LDC's. This capacity

eventually should favorably impact on health status.

20. 3Beneficiaries

The direct beneficiaries of the wvolunteer segment are the patients who
received hands-on medical services of the volunteers. There was no record kept
of their quantities. The indirect beneficiaries are the Ministries of Health of
the LDCs which received limited amounts of technical assistance in administra-
tion and management from volunteers. The direct beneficiaries of the health
manpower planning component were the CARICOM secretariat and the LDC's Ministries
of Health, which improved skills necessary for planning the manpower needs to,
inter alia, help reduce infant mortality and control population growth. The
indirect beneficiarias are thosa segments of the LDC populations which eventually

will be reached by %he manpower developed in response to the planning.



21l. Unplanned Effects

There has been one major unexpected result of this Project: the cooperation
which has developed between two major regional organizations with health planning
components, PAHO and the Health Section of the CARICOM Secretariat. Largely
because of the Project's health manpower planning activities, these two organiza-
tions with congruent interests have developed a higher degree of cooperation ané
collaboration than existed prior to this activity. This should extend well beyoné

the life of Project.

22. Lessons Learned

a. A private, voluntary organization (in this case NCIH) is an effective
mechanism to interface between the private sector in the U.S. and governmental
and quasi-governmental organizations overseas.

b. 1In this Project, the NCIH has used successfully the strategy of being
generally reactive to host country needs rather than being strongly proscrip-
tive. On its part, CARICOM has done a creditable job of anticipating and articulat-
ing the needs expressed by the cooperating countries. This process has resulted
in CARICOM being in a much stronger position to carry on those parts of the
Project for which the countries express continuing interest, with concurrent
decreased continued dependency upon NCIH or AID.

c. It is important before Project implementation that all parties involved
be in accord in their expectations. In this activity, the LDC Ministries of
Health very clearly were and are more interested in filling immediate gaps in
their hezlth manpower, while the PVO and AID had longer term health manpower plan-
ning as their major agenda. This lack of congruence of objectives has resulted in

some misunderstandings and resentments, and as an end result, neither agenda has

been fully answered.
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d. The Project has shown that using volunteer US health professionals is a
cost efficient way of providing this expertise. The use of US volunteers, however,
is less cost efficient and probably has less health impact than the use of
similar volunteers from the area served.

e. The use of volunteers in this Project has had little developmental
impact. 1In part this is because of the predominance of secondary and tertiary
level medical skills, as opposed to primary health skills, of the volunteers
requested and provided.

£. A method was explored during this Project whereby US university faculty
members would replace Caribbean faculty of the West Indies. These in turn would
serve as temporary manpower raplacements-cum-instructors in the LDCS, The
advantages of this would be ‘that the U.S, volunteer would be more familiar and
productive in another university role than he/she would be as a direct health
provider in a different culture and medical delivery system, while his Caribbean
colleague would be much more productive within the health systems of the LDCs.
This plan was never implemented largely due to costs (for two volunteers in
order to £ill cne post and the unresolved matter of dealing with the private
practices of the Caribbean professionals), but could be further explored in
future similar activities.

g. The Operational Program Grant mechanism does not lend itself well to the
standard AID evaluation methodology. This is more observation than criticism,
but the Log frame is a very useful planning and evaluation tool. I.- absence
in the Operaticnal Program Grant makes the evaluation process less objective and

more subjective than is the case in more standard AID Projects.
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LIST OF PERSONS CONTACTED

Washington
NCIH

Dr. Russell E. Morgan, Jr., Executive Director
Mr. Graeme Frelick; Program and Training Coordinator
Mr. Edward Rimer, Program Assistant

Dr. F. Curtiss Swezy, Program Manager

AID
Ms. Paula Feeney - Health and Nutrition Adviser, Health and Nutricion
Division, Bureau for Latin America and the Caribbean
Dr., Clifford Pease - Deputy Director, Office of Health, Bureau for Science
and Technology
Ms. Louise B, Wise = Caribbean Public Health Adviser-Designate, RDOC, Barbados
PAHO

Mr., Peter Carr, Health Management Advisor, Health Systems Development

By telephone

Dr. Mic.oael Alderman - Cornell Medical Center; NCIH Grant Review Committee
Mr. Vern E. Atwater - Volunteer

Dr. Gordon DeFriese - Univ, North Carolina; Health Manpower Consultant

Dr, Steve and Ms. Sandra Laney; Volunteers

Mr. Mark Laskin = IPPF WHR, New York; (AID)

Pr. Richard Meltzer - Project Hope

Mr, Allen Randolv - AID

Dr., Janice Stevens - Volunteer



Barbados

USAID - RDOL

Mr. Ted Morse, Deputy Director

Dr. Willard Boynton, Health and Population Officer
Mr, Darwin Clarke, Evaluation Officer

Mr, Don Harrison, Economist

Mr ., Terry Liercke, Program Officer

Mr

. Neville Selman, Health and Population Officer

PAHO

Dr. Mervyn Henry, Caribbean Programme Coordinator

Dr. Harry Drayton = Health Manpower Specialist

Guzana

CARICOM

His Excellency the Secretary General, Roderick Rainford
Mr. George Boyd, Pharmacist

Mr. Frederick Duncan, Statistician

Mr ., Terence Goldson, NCIH/CARICOM Project Coordinator
Ms. Marion Harding, Nursing Officer

Ms. Audrey Hinchcliffe, Acting Chief, Health Section

Mr. George Rutherford, Health Management Specialist

QOther

Mr. Ernest Patterson, Computer Systems Analyst



St. Lucia
Mr. Cornelius Lubin, Permanent Secretary Ministry of Health and Housing
Dr. A.M. D'Souza, Director of Health Services
Dr. Krisha Prasad, Registrar in Psychiatry, Golden Hope Hospital
Dr. Eugene Taylor, Volunteer

Sister Wittfield, Ward Sister, Golden Hope Hospital

Dominica
Ms. Nedorra Shaw, Permanent Secretary, Ministry of Health, Education,
Youth Affairs, Sports and Culture
Dr. D.O.N. McIntyre, Health Services Coordinator

Ms. Roxanne Barnett, Volunteer (Barbados)
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NATIONAL COUNCIL FOR INTERNATIONAL BEALTH

Staff

1.1 Health Manpower Specialist

1.2 Secretary
1.3 Fringe Benefits (24Z salaries)

l.4 Staff Travel & Per Diem

Consultants

2.1 Consultants Fee

2.2 Consultants Travel
Other Direct Costs

Voluntary Health Manpower
Assignment (Travel & Per Diem)

Pvaluation Teanm

Overhead (20%)

Sub-Total = §183,612

<CART COM

J.0 ¥ealth Manpower Coordinator
Secretary

2.0 Staff Travel & Per Diem

3.0 Direct Costs’

Sub-Total = 2:22a§29,

Total

Year 1 Year 2 Total
30,000 31,800 61,800
13,500 14,300 27,800
10, 400 11,064 21,504
12,300 11,100 23,400
10,500 10,500 21,000
12,244 9,236 21,240
14,100 15,523 29,623
40,000 60,000 100,000
10,000 15,000 25,000
30,568 35,703 66,271
$214,026  $397,638
35,000 40,000 _ 75,000
4,000 4,200 8,200
7,000 8,500 15,500
7,800 8,000 15,800
25.60,700 $114,300
- $237,412 $274,726 $512,138



Attachment E

REPORT

OF THE

TASK FORCE PLANNING MEETING

FOR THE

HEALTH MANPOWER PROJECT

Kingstown, St. Vincent
23 February 1983

CHAIRMAN: PROF, SIR KENNETH STANDARD
HEAD
DEPARTMENT OF SOCIAL AND PREVENTIVE MEDICINE
UNIVERSITY OF THE WEST INDIES



CARIBEBEAN COMMUNTITY

TASK FORCE PLANNING
MEETING FOR THE HEALTH
MANPOWER PROJECT

Kingstowny, St. Vincent
23 February 1983

SECRETARIAT

REP 83/1/16 HMP (TF)

13 April 1983

1.
2e
.
4,
5.
e

Te

CHAIRMAN: PROF, SIR KENNETH STANDARD

HEAD

DEPARTMENT OF SOCIAL AND PREVENTIVE

MEDICINE

UNIVERSITY OF THE WEST INDIES

CONTENTS

INTRODUCTION

REPRESENTATION

ELECTION OF CHAIRMAN

ADOPTION OF AGENDA

PROCEDURAL MATTERS

OBJECTIVES OF TASK FORCE

ISSUES TQ BE CONSIDERED = SUGGESTIONS

FROM PERMANENT SECRETARIES AND OTHER
PARTICIPANTS

Parancaphs
1

2

6-11

12«18



8., PRESENTATION ENTITLED "BLINDNESS -
PREVENTION AND TREATMENT PROGRAMME:
AN ALTERNATE APPROACH® BY DR. R. MEADERS

9« TASK FORCE STRATEGY AND
ORGANISATION OF TASK FORCE AND WORK PROGRAME

10, DATA TO ASSIST TASK FOURCE

11, ANY OTHER BUSINESS

ANNEXES

I liat of Participan+ta

11 Agenda

Bersggaobs

19=25

26-29

1033

G



REP B3/1/16 HMP(TF)
REPORT OF THE MEETING

INTRODUCTION

The Task Force Planning Meeting for the Health Manpower Project
was held in St. Vincent and the Grsnadinss on 23 februarzy 1983,

REPRESENTATION

2¢ A list of participents attending the Meeting is attached as
Annex I to this Rasport,.

ELECTION OF CHAIRMAN

3. Profeasor Sir Kenneth Standard was elected to chair the Meeting.

ADOPTION_OF AGENDA
(Agenda Item 2)

4, The Draft Agenda was adopted as the Working Agenda end is
attachad as Annox II to this Roport.

PROCEDURAL MATTERS
(Aganda Item 3)

S5« The Meeting fixed its hours of worke.

DBJECTIVES OF TASK FORCE
(Agenda Item 4)

6. Sir Kenneth Standsrd drew the attention of the Mesting to page 24
of ¢the document entitled "National Council for Intarnaticnel Healih/Caribbean
Community Secrstariat Health Manpowsr Project: An Evaluation", whezrs /
LR N
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Page 2

the cbjectives of the Task Force wers outlined. The paper suggested that,
"the Task Forcs be responsible for preparing a detailad rmport setting fazth
2 plan for development of health manpower within the framework of & compre-
henaivse prugraﬁme of ragional organisation of health servicea. [t was
further proposed that, the Task Forca be constituted of porsonnil from the
Caribbsan Community (CARICOM) Secretariat, with reprasentation from the
National Council for Intsrnational Health (NCIH), ths University of the

West Indiss (UWI) Medical Schoaol, and participating countxiss to formulate

a plan and sesk financial csaistances in launching the prougramme.

Te In tha discussions on the rscommendation, it was paintad cut that
thers worn in fact two tasks to bs accomplished; the satablishment of a
comprshonaivo programme for the rwegiunslisstion of medical sexvices, and
4he zmanpowar planning sxarcise, Soms delsgaticns reissd the guestion as
to whethezr the rsgicnalisation of hesalth sarvices, as suggsstad in the
paper was rsally fsasible, given tha current stages of desvaslaopment of the

intagration movemsnt.

B In response it was pointed aut that thers should be an attempt to
identify which of the services could be regicnalised and to crmats a thres-
tiar structure in the haalth servicet= basic services ¢t be had at all
lavels; mors specialiat services at tha national lavel; and then for ths
most advancad opszaticns, two or thrme centrss whers the relsvant skills
could be locatad,

9 1% was further suggestad that only in this context could ths

manpower nseds of the Ragion be comsidared on a ramgional hasisa.

10, The Maeting waas rsmirded that the papar was marsly a rscommendation
on future action, t was ths rsaponsibility of the rapresantativea uf the
tarritories to decide whather a task forcs wan rsally necsssary, and on its

furc tiona,

/.Q.
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ll. THE MEETING:

Suggested that paragraph 1 of the summary of
recommendations should be rscorded to rsad

"™Health Manpower Development in the Caribbean
with the use of unspent balances for a period of

Noted the recommendations of the Paper by

L«S. Rosenfeld entitled "National Council Intez=
national Health/Caribbean Community Secrstariat
Health Menpower Project: An Evaluation",

JSSUES TO RE CONSINENFD ~ SUGGESTIONS FROM
PERMANENT SECRCTART:S AND _OTHER PARTICIPANTS

(Agenda Item 5)

12, The Bazbados repc-esentative indicatsd that Barbades had alresady
ostablished & tesk force to examine the rationalisation of its hsalth
sexvices and that in his view, the responsibilities and recommendations of

the .ragicnal Task Force might conflict with those of the national groups.

13, The Saint lucia representative informed the Meeting that the

Organisation of Eastern CaribSean States (OECS) Secrstariat was bringing
together various health egencies to coordinate their activities. It was

uncertain thst the neccssity of s task force os proposed would result

from these consultations.

14, The Grenada resresentative pointed cut that most countries in

planning their health manpower resources would not do so in isolation from

/00.
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the rest af tha national nesds. Accordingly, a rsgianal Taesk Fozsc on
health manpower might be ineffective since it would not be able to take
account of the national neads, Similarly, the St, Vincant and the
Grenegines representative stressad that that countzy had sllocated

60 per cant of its allottsd European Development Fund (EDF) funding over
tha past four years to health requirsments, and that any futura sxpaneion
of this allocation would bs highly guestionabls., Howaver, he racognisad
the need to coordinate services within the Resgian.

15, The Montsarrat repnrssantative indicatad that his countzry naaded
assistancs in preparing the manpawer Jovelopment plan, and the An%igus and

Barhuda zspressntative notad that any propossd rsgional plan would have to

taks into account tha diffsring manpawer nesds of sach tarritory.

16. The Pan-Americcn Hmalth Jrganisation (PAHO) repressntative zsmindad

the Meeting that part of ths mandats of the Task Forcs would be to tske

account of national ragquizsmsnts,

17. The Dominica representative cbserved that ths objactive aof the
Task Forca should bs to assist Member Countriss in the devalopment of their
health manpowsz planning and than 4o axamine whethar or not regionalisation
of haelth servicss was feszsibla., He sdded that the rsgionalisatian of health
manpawar planning was not an immecdiats primxity in Dominica, althaugh it
might becoma so in the futurs,

18, THE MEETING!

Notad tha commants of the Permarient Secretarieas
of tha Ministriams of Health.

/llob
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PRESENT/TION ENTITLED "BLINDNESS -
PREVENTION AND TREATMENT PROGRAMME :
AN ALTERNATE APPROACHMBY DR, R. MEADERS

(Agenda Item 6)

19, The Meeting considered the submission by Dr. R. Meaders of the
International Eye Foundation (IEF) on the Saint Lucia National Blindness -
Prevention and Trsatment Progremme., In both his Paper and presentation,

Dr. Meaders outlined the strategy used to train medical perscnnel in the
trsatment of blindness, Fi:sily, he indicatad that an ssseasment was

made as to the cause of sye diseases and blindness in Sairt Lucis based

on 8 review of hospital records and intarviews with local medical psrsonnel,
Using the findings of the study, a training progremme for physicians,
opthalmic nursss and general duty nursss was set up. Routine and spsciaslity
ey® :=linics were opaned and public swareness programmes developed, The
smphasis of the entire programme was on the training of staff elrsady
working in Saint deia and ensuring that they ware able in their tummn to
continue the training process for cther local persannel, Most of the

training was carried out in the Region,

20, In the discussions which followed, the Unit»d Statss Agency fo=

International DavelopmegiﬁﬁUSAID) representative suggestsd thzt this model
could be applied to other speciall.ies in the arms of heslth cere and that

the UWI personnel should be involved in any future exarcises,

2l The Secretariest representstive congratulated the Saimt lucia

government, the IEC and USAID for creating such an afficient and timely
projects He remarked that cars should be taken to train back-up peraonrel
who could replace any that might be lost. Furthermare, there should be
provision for specialists who had benefitted from the trsining to sventually

sit examinations for certificsatas.

/.l({
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220 The USAID represantatiys informed the Mseting that USAID was con=
sidaring sxtanding the programms in Saint Lucla; and if any othsr country
carsd tu mount a similar projact (sither in eys cars or any othar specialty
that they deamed fit) they should contact Dr. Mesaders of USAID and ths CARICOM
Secrateriat as quickly as posaible,

23. Dr, Meuaders alsc raqusstad the coopesration of PAHU, NCIH and other
intarnational beodies in tha mounting of similar projects and suggestad that

thara was c nesed to prioritiso aress for training.

24c Tha PAHO representative stirassed that UWI should be involved in
the cartification exercise and that tha training of specialists should not

be dona in isolation from UWI's post-graduata coursss.

25, THE MEETING:
Notag tha aubmission of tha IEF reprsssniativae;

Commandad the Saint Lucia Governmant, ths IEF and
USAID on the succass of the mrojact;

Further noted the suggestion that UWI be moze
closely involved in tha project;

Recommendad that any gthar Mamber Countzy wd.shing

to set up & similar projact should contact USAID,
the 1EF reprasentative and send s copy of tha luttar
to the CARICOM Sacrotariat.

IAXL)
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TASK FNRCE STRATEGY

(Agenda Itam T)

and

QRGANISATION OF TASK FORCE AND WORK PROGRAMME
(Agenda Itsm.B)

26. The PAHO representative suggested that thers should be a team of

ressarchers visiting each terzitory with the aim of both reseszching man-
power needs and of assisting the Member Countries with their own planning
requirements, and in collecting the necessary baselins data, Further, there
should be a seriss of intex-rcountry worskshops to train officials in the
planning process. Finally, there should be s draft paper presented giving
guidelines as to how the Region's medical services could be strasngthened

and sysitsmatised, He indicated that PAHD was partimulerly concerned about
the neads of individusl countxriss in the arsa of technical coopsrzstion end
inquired how PAHO and the CARICOM Secretariat could collaborate to meet

thess nesds,

27 The Secratarimt resresentastive stresssd that while there was need
to sxamine nztional manpower requirements, there was also a pressing need
to offer omn eexrvices at the rsgicnel level since not all the territories

wars able to provide treatment for all medical problams,

28, Ths Chairman suogested that from the discussions it appe;rad thet
the Task Force concept as presented should not be pursued in the manner
suggestad, but that a Working Group should meet in Barbados the following
Manday to examine an appropriate strategy for meeting the needs as they

had been expressed by the Pazmanent Secretariss, It wes stressed that
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the Peper an the Regioralisation of Hsalth Services would still be forthe
coming, ard that Six Kenrmth Standard and Dr. Philip Boyd should collaborais
in this effoxt.

29,

THE MEETING1

Thenked Dr, Rosenfeld for his rsport and axprassad its
appreciation to USAID for its support of ths project;

Congratylated Mr, Georgs Rutherford for his commendabla
sffcrts in advencing the training dons under the CARICOM/
AID Basic Health Maragament Development Pm ject;

Agrsed that thers should be a thrass<phassd epproach ta
ths pxoblsm =

Phass It +the CARICOM Sacrstariat, PAHO/WHO and UWI should
jointly organiss a "Working Group/Party” to assist
individual Member Statms with the preparation cf a Health
Manpower Situation Analysis to _include:

(a) organisational structurs; job specifications/

occupatian prafiles;

(b) curzent staffing patterns and levala;

(c) significant trendas;

(d) estimtion of the perscrnel who will read to
be trairmmd/zetraired to meet the requiremsnts

of the Sexvigcas « ams projectad in their National
Health Plras (NHPs);
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Phese 11: Inter-country workshops would bes implesmented

on a phaged baais;

Phase III: Within-country training utilising as "trainers”

those who participated in the "inter-country workshops";

F‘ugher agreed that -

(i) Professor Sir Kenneth Standard and Dr. Philip Boyd
should collasborate in the preparation of & blueprint
on the rcgionalisation of health services among

CARICOM Member States;

(ii) +the organisation of the Working Groups would be
agreed on subsequent to the mesting by the Working
Group scheduled to mest in Barbados, and that the
results of this mesting would be made availshle to

the Permanent Secrstaries as sarly mas posxible.

DATA TD ASSIST TASK FORCE

(Agenda Item 9)

30 The Secretariat representsidive informed the Meeting that the

propesed approach was for the Statistician to collats the availabls
stetistics an health manpower in the Region, and suggested that in keeping
with the principle of operationsl research, that the officar work closely
witn his local counterpart in each of the terri4orims. He pointsd out
that Rosanfeld's Evaluastion Repcrt had stressad the absance of data and
suggestad a two-phased approach = an examinstion of the existing sltuotion

and the projections for the futurs,
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3l The PAHO representative supported the proposal that the lacal
persomnesl in sach counitry should be invalved in the etudy so ss to have all

naticnal concerns included in thw final report,

32, Thes Grenadas rspresentstive repsatad the courcszn of the Mssting
that in all thuse sxercises ths amphasis shculd be on action rathsr then
study sincs moat Meml:ar Countriss waras alrxsady fully awars of thair nesds,

33. THE MEETING:

Notod tha submiamion by the Sacruturliat raprsssntative.

ANY OTHER BUSINESS
(Aganda Itsm 10)

34, Thers baing no othsr business tha Meseting anded with the uaual'

axchangas of courtasizs.
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AGENDA
l., ELECTION OF CHAIRMAN
2. ADOFTION OF AGENDA
3. PROCEDURAL MATTERS
4. OBJECTIVES OF TASK FORCE

5. ISSUES TO BE CONSIDERED -~ SUGGESTIOUNS FROM
PERMANENT SECRETARIES AND OTHER PARTICIPANTS

6.. PRESENTATION ENTITLED "BLINDNESS « PREVENTION AND
TREATMENT PROGRAM"

- An Altemets Approach « by Dr. Robert Meadsrs
Te TASK FORCE STRATEGY
8. ORGANISATION OF TASK FORCE AND WORK PROGRAMME

= In=country Visits

« Dr=ft Report

= Final Repart
9. DATA TO ASSIST TASK F ORCE

10. ANY OTHER BUSINESS
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COMPUTATION OF COST EFFTCIENCY

A. Cost of Volunteer Component of this Project

National Council for International Health

Salaries
Health Manpower Specialist 51,981
Assistant/Secretary 29,178
Fringe benefits 20,545
Staff travel/P.D. 15,693
Direct costs 31,505
Overhead ] 63,240
Subtotal $212,142

This subtotal reflects costs of all Project activities. The
percentage of these attributed to the volunteer component

(vs. the health manpower planning component) is estimated to

be 40s.
408 x 212,142 - 84,857
Volunteer travel 16,396
Subtotal 101,253
CARICOM

Salaries
Manpower Coordinator 93,317
Secretary 11,576

Statistician (no salary attributed tm valunteers) =T

Direct costs 9,799

Subtotal 114,692
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Percentage of subtotal estimated attributable to volunteer activities = 35%

35% x 114,692 -~ 40,142

Volunteer Honorarium/PD 18,169

Subtotal 58,311

Subtotal US Project Costs $159,564

Participating LDCs

Housiné-Transport $30 per volunteer
day x 1504 days = $ 45,120

Total Costs $204,684

The above reflects a best estimate of total project expenditures for
the volunteer component, based on informed estimates of allocations of staff
time spent on the various components of the Project. I have used 40 percent for
NCIH staff: NCIH feels the attribution should be lower, about 30 percent. The
host countries' contributions of housing, transportation (when provided) and
staff time for orientation, supervision and administration, varied drastically from
country to country and £rom volunteer to volunteer. For this analysis, they are
calculated at a cost equal to the current per diem for food and incidentals paid

a US volunteer (S30 per day).

B. Value of Services Received

For this analysis, volunteer services are valued by estimating median daily
earnings rates by technical speciality, and multiplying these by the estimated
number of work days during the volunteer's tours of duty. These are done
separately by origin of the consultant, To this are added transportation, per
diem and malpractice insurance. The estimates of daily rates admittedly are

arbitrary, and could vary greatly depending upon each potential volunteer's age,
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experience and earning history. The total represaents an approximation of what

it would have cost the participating countries to purchase the services of the

volunteers utilized during the Project's existence.

Technical Estimateéy/ Dailyg/ -
Speciality Annual Inc. Rate Serveg  Worked Total
Technicians
U.S. Anesthesiologist 93,270 3%8.73 96 69 24,782
Family Practice 93,270 358.73 80 57 20,448
Rospital Engineer 30,000 115 55 39 4,485
Nurse Midwife 30,000 115 93 66 7,590
Nutritionist 25,000 96 80 57 5,472
Radiologist 93,270 358.73 87 62 22,241
Psychiatrist 93,270 358.73 308 218 78,203
Surgeon 93,270 358.73 59 42 15,067
Subtotal 855 610 178,158
4/
_West Indies Dental Nurse 7,205 28 214 153 4,284
Ear, Nose, Throat
Spec. 20,000 77 14 10 770
Medical Records 7,200 28 182 130 3,640
Medical Technician 7,200 28 214 153 4,204
Psychiatrist 20,000 77 6 6 462
Surgeon 20,000 77 19 14 1,078
Subtotal 649 466 14,518
Travel: ("ame as for Project) 16,396
Per Die%/ (food and inciden~als) 45,120
Housing, Transportation (Same as in Project) 45,120
Malpractice Insurance 4,500
Total 303,812



US physician's earnings median net for physicians from 13 states: Source:

Medical Economics, February 6, 1984

Yearly rate divided by 260 days

S day work week

West-Ihdian earnings adjusted to include allowances and, in the case of
physicians, private practice earnings

Higher than in Project. The rate was increased from $15 to $30 a year ago.
Also, some volunteers waived this. This calculation assumes all accepted

£ull per diem.
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A THREE=- PHASL APPROACH TC HEAL

IEALTE KIhG IN THE L.D.C.
AhD SMALLEZR STATES OF THZ COMFCha_Au.J C

OVERALL OBJECTIVE:

To assist Governments to estimate the numbers and typves of
personnel who will need to be approprietely trained end/or retreined
over a8 five yeer period - to meet the reguirements of the Health

Services, as prcjected in their laticnal Heelth Plars.

PHASE 1

(Auril to July 2108%)

PREPARATION OF A HEATTH MARPOW=2 SITUATION ANALVSIS

Each country's current Health Meznpower situation will be
analysed in the context cf the preveiling Eealth situation, and will

include:

(1) Orgezisational s<ructure cf tae Ministry of EZealth; ani
of the syste=z of Heelth Services delivery; eni any pro-
posed recrganisation.
(4i) Current staffing patterns and levels:
- npucbers of budgetes staff posts:
- numbers of full time, part-time, tezporery/supernumerary

incuzten=s.

geographical distributicn
(1ii) Significent <rends in staffing levels:
~ leaving/turnover rates

- transfer of functions.



(iv) Staff productivity:
= numbers and types of services provided per unit
time
= proportion of time spent on service, suppert and
other activities.
(v) Training institutions/prograzs for Health personnel
availablg locelly and regionrally
« pumber of places available annually per prograx
at each local and regional institution.
- numbers of applications far admission per year,
~ "dropout" and "failure" rates per program per

ye!.!‘.

METHODCLOGY:
At least three "instruments” will be designed: one to elicic
information on orsanisation and stalfing patterns/levels; significan:

trends and staff productivity (i =o iv absve)

oie tc De adwinisteres to each stal’ member of eazh Minigtry of Healtn

and

one from which information oz training instituticns and progrems will be

derived. (v above)

The instrunents will first be presested in SAZNT ZUCIA 2uring
Avril '83, by a Joint CARICOM-PAHC Teem: Mr. T. Duncan endé Ms. M.

Hinchelisfe (CARICOM), Dr. Y. Dray=on and Mrs. GLoria Noel (PA¥0).

w//
//\ .



Thereafter, FAHC-CAZICCN-Uwl Tearms will be constituteZ from emcng
those listed below, to adrinister the revised instruments in the cther
L.D.C and smaller states.

It is anticipated that each country visit will be fcr no longer
than 5 (five) working deys, and that Phase I (for the 8 LOC, including
Belize) will be corpleted by July 1983.

Copies of the guesticnneires will be forvarded +0 the Ministry ¢f
Heelth,.in each case, et least twc weeks prior to the start cf the

tear visit.

CARICOM: Mr. F. Duacen PAHO: Dr. H. Draytcn
Mr. T. Goldson Ms.G. lNoel
Ms, M, Hincheliffe Dr. J. Pageaini
M. R. Rutherfori Mr. F. Sedek

U.W.I. (to be selected after copsultation with
Sir Kenneth Stanieré and Dr. F. Nunes.)




PHASE 2

Septemper and November 1983;
First/Second Quarters 195L

INTER=-COUNTRY WORKSHOPS: HEALTE MANPOWIR PLANNING
OBJECTIVES:
(1) to promote the concept of sys*'sematic Manpower Filanning

within the Heelth Planning Process.

(i1)

including training.

(111)

To provide leadership for on-island activities in HM?,

to develop a methodology/technology that is appropriace

for Health Menpower Planning in small states.

Duration of each Workshou:

Participants and HResource Parsons:

a)

b)

Naticnal Par+icinants:

10 vorking days.

. N (1) staff member with responsidility for
PLAIVING i.e. iniciation, directicn and cocr-

dination of plannin

cf Heal+h 0f auch

8 effcres in the Ministry

country.

e ONE (1) 35taff mez=ber ¢ the Central Planning Unit

e ONE {l) staff npeczber
PLANRING in the Minisgurv of Educatian.

with respensitilisy for

CARICCM Secretariat:

Mr. Frederick Duncan

3

Mr. Terrenze Golison

13

Ms. M. Hincheliffe
M>r. Gecrge Rutherford
Pr. Harzl3i Drayton
Ms. Gloria Noel

Dr. Jcse Paganini

Mr, . Sadek

N e e e e

Health Section

A
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a) UWI: (to be nameé after discussior with Sir

Kenneth Standari and Dr. F. Lunes.)

TEACHING/LZARNING MATERIALS:

The Teaching/Leerning materials for each Workshop will cderive from:
(1) The Health Manpover Situation Aralyses prepared
during Phese I.
(i1)  Any asdditicnal informazion from each perticipating
country that mey be relevant to the planning process,
inciuding: Netionel Heeltn Plens; Goels and Targets

for the services; Health Manpower Policies.

(1ii) Health Manpover Planning Process:

FEW Documen: Nc. HRA T6-1L013: (Aspen Systexms Corpcration),
Weshington D.C.

(iv) Manpover and Primarv Heelth Care: Richard A. Smith (B&.)

University Press of Hewaii, Honclulu (2978)

(v) Health Marpcwer Planning: Hail T.L. & Melie A (Z3s.)
2o, Geneva (.¥i13).
(vi) Guide_ines fcr FEea’.:h Manvower Dlennins: Ezrn®y P, Ray L.Y,
Skipp P.c., end Hall T.L: WEL, Geneve (1230)

(vii) Realistic Manpower Planning for Primery Heuslih Care:
Seith, Richeré (1960), pp. 61-T7% cf Repcrt of an Ixper:
Group: Specizl) Health Froblems ¢f Islani Tevelorvincg and ¢
Speciellv Disadvantage:d <

Ccuntriee: fommonwealin Secreteriax




SCHEDULE:
PARTICIPATING
QUARTEZR VENUE COULWTRIZS
198&_ 3 St. Vincent Grenada
Seint Lucia
St. Vincen: %
the Grenadines
1983 L Antigua Anguilla
Antigua
BVI (Tortola)
Dominica
Montserras
St. Kittg=Yevis
1698l lor?2 Nassau, Bahamas Banemas
Berauda
Selize

Cayman Isiands
Turks & Caicos Is,
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PHASE 3

January 198L -

WITHIN-COUNTRY ACTIVITIZS

Within-country activities utilisin as the core group, those who
participated in the Inter-country Workshcps, to fzormulate Naticnal
Health Manpower Plans in each counzry. Sueh ectivities will imclude
the training of other nationals in the techniques of planning, menitoring

and evaluation.

T

A Regionel Seminar will be convened during the first Quarter
of 1984 ~ at which results will be presented, end an assesscent will
be made of the extent to wkich the cverall objective will have been

achieved.
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HEALTH MANPOWER INFORMATION



CARICOM/NC |4 HEALTH HMANPQO.ER PROJECT

HEALTH MANPO#E.« INFORWST JUN

DATE STATUS OF HUALTH MANPONER STATUS OF HCALYH MANPOWER
COUNTRY Visjiep PLANNING SCTIVITIES INFORHAT].N WORK DCNE
SAINT LUCIA Hazch No svetematic HMP activities A relstively well develop Pereonnel rscord The forms desi;ined for use in the
Pilt Test 1983 sxisted. The Nationsl Heslth keepin)y systen oxisted. This system wse wsnaged study wers tssted and subsegusntly
Plan {1981) did not desl by tho Exscutive Ufficer {Parsonnel) and radesigned, The informstion collzcted
compreshenaively with HM Planning produced summaries of Staff Complement and during this pilot test was used to
end the implemsntation of the turnover every quarter. JThp wajor woakneps create the initisl data set for
plan wao hindered becsuse of w h = _pn h Seint Lucis. (See Gorden Refriess's
dissgreemsnt on strategies hey co wis th:t the Report for detsile of this pilot tesi).
for dsaling with sdditionsl systom was not doaijned to provide the kind
Henpower Requiremsnts. of ‘dats tequired for Manpawar Plenning. It The relative diffjculty encount=rad in
wase designed and used spacifically for ths collectin. different types of date
diy to day management of individusl emrloyess. highlighted the need tc have » critecion
Ap » tesult {nformation on ths age, for deciding the cost/bensfit of collecting
quslifications, perfarmence of {ndividuals such datas s:d tha possibility of
were not svailable, Also information on substituting certein typess of i{nformation
turnover rates, number of persons in training with others, However, such & criterion
by typs, sxpscted gradustion dstes etc. hed to result from & ¢nowledge of how
were not resdily svailable. the date collected would be used, apnart
from ite general usefulnasss.
SAINT LUCTA June sse above ses above Aftar the pilot test in Harch 1983, »
19835

model for forecaating fivs year haslth
aanpowsr shortages and surpluses

was designed (ess Defriess Aeport)..

Curtain types of dats r quired for use

in thie mode]l were not collecisd during

the Merch Pilot Test ~ni' prior to vieiting
5t. Vincent and Grenada, the additionsl

dets were collectsd., Interviaws were held
with departments]l heads tc nbtain -cet of the
additional data.



LOUNIBY

EY &
V]-1VED

STATUS ' HEALTH MANPOWER
cLANKING ALYIVEITEES

-d=

STATUS LF HCALTH MANPOZER
_JNFORFAT] N

~URK DONE

S2IuY LUllA

Harch
1984

Ths Govssnmsnt of Zaint Lucis
has dacided to implement a
system of xegionalieation

and rostructuring which will
affect sll fGiovernmsnt Hinjstcies.
By Yarch 1984 tha Minletry of
Heslth neerly completed ite
draft plans for resstructuring.
This restxucturing exarciaes
resultead in departmsntasl

hsads subaitting and discuseing
S5-yesar Manpowsr requireasnts.
The Minfatry hea submitted

for spproval, a request for o
Planning Lnit to be astablishad
in the !Mniatry of Health. The
propassd staff ares a health
Plenner, Projact Cfficer,
Statiatician and @ Statistical
Ufficer.

sss ahove

The first Raporxt completad on tho
basis of the data collected "Haalth
Hanpower Statistice - Seint Lucise 19837
wae returned %0 ths M nistry of Health,
Discussions on the way the fnformstion
in thes Haport could t'e used, future
Health Vanpowsr Plenning Activitiss,
and the pasaible sseistance of CRICV
and "AHG could provides in carrying out
such sctivities wers discumsssd.

A mseting was held with ths warloue
epeciality heods at whicn the
usafulnase of the statietico in

Health Manpowsr Planning was discussed
and plancs for s workshop at which
ccitical Haslth “annowsr Planning
Developmen? and Utilization Lssuass
could be sddressed were consicdared.

The agenda -for an Inter-Country Sealnasr
of Parmansnt Secrstsriss at ths Final
tdvisory Hasting of the CAIICOR/NCIR
Health Mgnpowsr Profect was alsc
discuessd with the Permanent Sscretery.

A mesting af CARICUM {representad by
frederick Duncan, Health 3tatistician,
and Georgs Hutherford, Haalth Mancgement
Specialist) and 2AHD (represented by

Dr. Harold Irayton, Projuct “‘aneger,
Allfed Health Hanpower Project Jose
DeKovic, Yanaglng Consultant, und

Mine O'Carrol Health Planner) wus aisa

held to plan a orvogremme for joint C-HICOM

snd PAHU cooperation in pgroviding futurse

1at C_RICH
SRS I REA B ManpoweEoUTERATEGEY PO



COUNTRY

DaTE
VISITED

STATUS OF HEFLTH NANPO-ER
PLANNING ACYIVITIES
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STA\TUS JF HEALTH MANPO-ER
INFOAMAT TUN

JORK_DONE

ST. VINCENT

ST. VINCENT

June
1981

March
1984

The National Health Plan
addrassed in & limited way,
Heslth Manpowsr Planning
issuas. The Pe-manent
Secretnary, Snr. Hedical Officerx
and other Dapartment Heasds were
coamitted to carrying out

the progrsmms cutlined in the
Health Plen, Ths nosd for
developing e msthodology for
determining optimum manpower
requiremante was highlighted.
Such a nsed sposared criticsl
for d=termining hosoital
nursing reguirements, a
critical staff coetagory in

St. Vincent and all ths other
countriss visited,

The only Health Manpower information avsilebls
wera the personal files of staff members which
were impraoperly maintained end conaisted of a
lasttor of appointment which stated the nasme,
date of appointment and position of the
smployss together with information of leave
end promations., Thess files wars kept st the
Ministry of Heslth and wers not the responsibility
of sny one person. In sddition Dapartmental
Heads had information on the number of staff
in post and thefr l.cations.

The projected nursing rsgquirements
for the Kingston Genersl Hoapital
(the main hospital) snd proposed job
descriptions for nursas which ware
asubmitted by ths Nureing Adminfie-
tration were being considsrsd by

the Permansnt Secretsry. The

lsck of an agreed mesthodology for
datermining etaff.requirements

have resulted in disagreement

smong the nurses and between the
nurese and the Administretion on

tha submitted projected requirements.

The Hsslth Plen was raviewsd snd
discussed. Interviews held with
Departmentsl Heads to obtain information
on ths nurber of positions (illed,
perscns in training end expscted
grsduation dates, turnover rates end
five yaer atsff requirements.

The Statiaticel OUffice, Ms Varlene Saundsrs
was assigned by the Permament Socretary

the duties of *Personnel Ufficer’, and
forms on which sn inventory of Hesslth
Manpawer could bs compiled ware

circuleted to departmentsl! heads. Plans
for the implsmantation of s Parsonnel

-Management Information System wers aleo

nmads.
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DATE
VIDITED

STRTUS OF MEALTH :ANPICES
PLANNING ~CYIVIVILS

-l

STATUS OF HLALTH MANPOWER
INFOHMAY L N

“IRK _DONE

ST. VINLENT

Tha Urganisaticn of Eastern
Caribbaan 3ecretarist (OLCS)
had hold a ssminar on humon
Resourr.es Lavelopment whicnh
was ~¢tendsd by Oepartmental
Hear.s of the Hsalth Mindistzy
anc¢ other countrisa. Ths
ssminsr was considered a
successful ona by ths
Departmant Hesds.

Hoalt* ‘zxnpower lanning ie
senal ‘szeas - wrxitical fseue
st ¢ wsnt and sssistence §n
t' .s sxes is welcomsd by the
Ainistsy of Health,

The forme circulated in Juns 1983 for compiling
the Hsalth Manpower Inventory wsre returned by
the Nursea, Doctors snd few othar specialitiss.

The information collected in Juns 1983 haed algredy
proved useful to the txcu -utive ifficer
{Stetistics) who was sUYs tc sduies on ¥ -"ning
recuirewente bassd on the informution providad

by Dspartmsntel Heads,.

Thore is now » nesd for an intensive 3-%5 day
sxercise to complete the collection of tha
data for compiling the lnventory.

A mseting was held with the Pszmanent
Secretary and othax Senior Hedicsl
Ufficer ot which the statistics
compilad were discussed end critical
Health Manpowsx fssuer wars considered,

Another masting wes held with
Department Heada to dircuass the
stetistice compiled the need for the
epssdy implsmsntetion of the Parsonnsl
Fanagement Inforastion syates beginning
with the compilstion of the Inventory
of Health MHanpowsr, and plane for a
workahap » Heslth Manpowsr Planning
Devalaopment.

The nasd for s study of the Hospital
Nursing Staff rs Reguiremsnts and
Utilizetion was alec discussed with

the Permansnt Sacretupy, Senior Medicsl
Ufficer and the liuraing Administrator.

CRICOM sgsistance in conducting

such a study over the period May o Auguat
1984 was reguasted by tha Parmansnt
Secsatary.
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DATE STATUS JF HEALTH 112RP0) €A ST TUS OF HEALTH BaNPO.LR
L UNTRY VISITED PLAMNING ALTIVITIES INF.AMATT N WORK (1UNE
GHENADY A Health Planning Unit with Tho St-tietical Iffic r in the Planning Unit Ths Haalth Mlan was reviswsd and
regsconaibility for all aspecte was ths psxson rrsponsible for devaloping dincusaed, intervisws wer: held
of Haslth Flanning existsd, and maint-ining the Haslth “anpower Planning with the members of the “lanning
Homaver, spart fgom tha leslth Infornation System, However, no work was Unfit end Tspartmental lieads to
anpowar 'lenning lesues buing carried aut in this ores. obtein date on posfitions fllled,
adidresged in the ‘lational persang in training, turnover tates
Henlth Plan, activity in tnothor [ifficer wes raspansible for maintaining stc. snd projected five-yw.r
thie arec wern fow. peroonnel files snd P H) assisiance was obtuined requiresents.
In designing a4 furw fur recording dats on each
smnlayes ~rich would wesist in better parsonnsl
msanagemsatl,
DOMINICA Novsmber Long and medium term Hiralth The Parsonnel Jfficer maintainad up-to-date Date on positions filled, yesncies,
1983 Manpower °lanning :ctivities informetion on numbier of pasitions filled, end persons in trulning and turnover s-tss
wara not in progress. ‘MHowever on turnover rates in soms caves. Information ware collected,
mattars relating to the tequired for day to day Peresonnsl Management
utiliz+tion of menpower were was well kapt,
beiny conaidered, This .
sppeared suitazle to the
existin,; situstion given the
critical national issue wes
sebuilding aftar the
devestating burricanass,
DXMUNILA Narch The iMirector of Yealth “ervices see sbove The statistice compiled were discussed
1934 Ur. helntyre §indicited that and mestin 8 weres held with the new

Health Nanpowsr Flanning
Activitise would Legin sfter
ths return of one #s, ~staphan
ay 1984, whic s currently
doing post graduste studies

in Health Plenning in the U.S.A,

Parmanent cecretary, tha Mrector cf
Health >ervices ~nd the "“‘totisticel
Ufficer tn Fiscuss ths dervelopmant of
Lthe Personnel Managsnsnt Information
System,



ST JUS OF NCALTH IANCGGER
PLONNING  ACTIVITICS
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SFiTUS W HL-L T PANPDLER
Ponn vy

WIRK EONE

DATE
CUUNTRY y13JI€D
et Auguat
1983
MUNTSERRAT NOVERSER
198)
5. KIVYS/
NEVIS

No aystewatic Health
Manpawar 'lanning wers in
prograse

* study an the staflf require-
rents of tha Ministsy of lisslth
wae recantly carriasd out hy

o Nritish Urgeanisation and
Mathode Snecislist. The
fovernnant hss forwally
accrpted the rechsmendatfions
of ths "pecielist. This
study togsther with ths
recnsmeandat fang ~~ich arxe
baing impleasnted cuuld be
condiderad tha most compre-

hensive Heslth 'la npower Planning

tctivity carriad out in the
LDCs aver tha past few ynare.

Ne medium or long term HNP
sctivities wexe Laing carrfiad
out..

Information for duy to day Pereonnsl Management
wne Foutinely hept. liowrver, dats reguired for
long tcrm manposer planning such .as projectec
roquirenents, turnover ratss, expect-d
gradu.toe over the noxt five yeare slc. were
not aveoilable.

The Infoxmstion neaded for dey t0 dsy Mszsonnsl
Monngoment 1s e dily availatle togethor with
ths results of t-s Heaslth 'snpower Study.

Prior to the visit responsibility far keeping
Haslth Manpower Informstion was nat unssigned

ta any ons officex. However, data required

for day to day prrsonnal management wers kapt
by the Hinistry., Infaoreation necesssry for
madium and long zunge !‘anpowsar Flasnninn dicé not
sxiet,

Discusmione were held with Senfar
Ninistry Officers and interviews with
Nepasrtrentel YHeada wers conducted

to provide the informstjon noeded for
oaking five~ysar Haslth Fanpower
Projections.

Duta on Projectad Steffing recuirseents,

fiiled positions, vascancisspy Rurnover
cates stc. were cellacted.

Uiscussions were heid with the
Farmanant ‘ecretsry and interviews
ware ccnducted with ilepactaentsl
fesds to obtain infnrmation on
projected requirsasnts snd the other
dats required (ormaking S-ys ¢
nxojsctions.

%ieng for imolsmenting s Personnel
tanagement infarmation uysloa wera
also diacusssd.
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[+ § STATUS OF HESLTH DANPOSCR STATUS IF HEALTH MANPISER

LURTEY v1.1TED ALK G CCTIVITIES 1rF MM T ION ORK DUNE

~LTILUA Novesber g madium or long term HMP Perscnnel deta weare kept by three different Discussions were carrizd out with tha
19813 activities were baing carried offjcers in different locations (.inistry of Permanent S:cretary snd the Principsl

out., The davelopmant of
Netional Heslth Plan was in ite
embrycnic stages and no time
tabls had yet begn se® for ths
duveloping of Health Fanpawer
Plans.

ltesalth Hoadquart-rs; Centrel Bosrd of Health
ard ths Holberton Hoaspital).

Nursing Officer., The aveilalle
informstion wns slso collected from
the officers wheo kept dats oh
Health Manrpowsr.



Attachment I

SAMPLE COUNTRY HEALTH
MANPOWER DATA



HEALTH MANPOWER SITUAT:IN

SAINT LUCIA Table 1A
FOR SAINT LUCIA
AS AT AFRIL 199)
FOR TECHNICAL/FROFESSIONAL POSTS
N, OF NO. OF NO. OF G
POSITION CODE ESTABLISHED TECHWICAL/PRUFESSIDNAL POSTS BUDGETED FOSITIONS POSITIONS EAS: T/BEAN ECI NATIONAL CURRENCY
- POSITIONS | FILLED AS | VACANT AS AV, FoR AV, FUR
COUNTRY CARICOM 1983/04 FOR 190Y/ AT APRIL AT APRIL TOTAL BH9GETED JOTAL PUDGETED
13064 198) 13821 PLo T 1ONS oS IDNS
POCIONS (including Dentists)
Healths Medjcal Cere Administitation
Birector of Health Services 1 1 - 10 -
Chief Medicsl Officer (L1} 1 - 1 10 -
Pedical Officer of Heslith {L3) 1 1 - 27 998 27 998
Coneultant Dpthalmclogist {(L3) 1 1 - 30 190 30 190
Same]se ECH
Congultent Psediatricisn (LI} 1 1 - 21 999 27 999
Medicel Officers {L17-10)} (L11-4) 13 11 2 330 180 23 12
Coneultent Obstetricien/Gynsscologist (L6} 2 2 - $S 997 | 27 999
Speciallist Officer Dermatology 1 1 - 26 1710 26 1710
Golden Hope Hogpited
Consultent Phychistriet 1 - | 29 30 29 2



SINT LUCIA

CPROJECTED CHANGES 1903/04 - 1987/00 Tobie 24
JECHNICAL/PROFESSIONAL POSTS
#codB | 1usTS a1 Lmnm NO. A AL .
FOSITIC c,,,...m-,';%m ¥ IWUGETED su&ns{&?cs%“/’?’!)cr%mﬁngrws TEAR ;Dngnmggqc’,%m 'gn"n,ggmm
1983/84-1987/88 gggfv "y 1983/R4-1987/88 TUSTS 1N
> 1984/85 ]| 1985/86 | 1986/87 |1937/88 1587/88
DOCTURS
Medicnl Officers 13/330 360 § (2)/51 286 - - - {2)/51 286 11
NURSES
Murse Practiticnere 6/51 S32 1/8 s89 - - - 1/8 585 7
Fublic Health
thursing Supervimors § 8/i33 810 | (1}/17 351 - - - {1)/17 351 7
District Nurses ih9/736 067 3/%5 065 - - - 3/45 065 52
Nursing Assistants s/v 313 | 10/88 630 - - - 10/88 630 15
Ward Bisters 30/366 030 5/61 0051 5/61 005 - - 10/122 010 %0
Staff Nurses J53/5}7 905 | 33/309 5721 8/75 047 116/150 095 | 13/321 953 /656 670 138
Snr, Mursing Assts)
Nursing Assts §1/200 k99 § 26/152 S12] B/%6 929 | 13/76 256 } 13/76 256 60/351 951 101
Deputy Director - V4 - - - 1/ 1
MCH/Family Planning
Coordinator-Tutor - ) ¥4 - - - 1/ i
Deputy Family
lanning COOl'din!tol"J .
Tutor - )74 - - - v/ 1
Bchool Henlth Co-ord
(Sgpervisors} - 2/ - - - 2/ 2
Dlstrist Nurses
(Mationsl Family
¥lanning) - v/ V4 v - 3/ 3
Distriot Nurses
(5ehool Hoealth) - 2/ - - - 2/ 2




SLINT LUCIA

HFALTS MUNPCWER SITUATION
FOR SAINT WCIA
WS AT APRIL 198)
YOIl M.JCH TECHNICAL/TROFESSIUNAL GROUPS

Table 1B

TECI/i ROF. NUMDFR OF | NUMRER OF NUMBER OF ATIO OF 1983/84
oroUT STHFF BUDGETED PUSITIONS YOSITIONS | STAFF 10 10 000 10D BUDGETED SuLARIES
CODE CAHTEGOHT 10STS FILLED VACKNT S [BUDGETED LCIVAL | TOTAL 1 ERCENTHGE CF |t ERCENTHGE OF
(orouP) 1983/84 LS KT AT STHhFF STIFF FCR SALARIES TOTAL SALARIES
BiSIS BISIS oRUWUP BUDOET FCR BUDGET
TECH/TROF.
STLFF
Doctors (incl.
Dentists 45 35 10 b 3 1075 946 19.6 16.3
Nurses 259 229 sh 21 19 3041 185 55.5 46.1
Phrironmental
Health Officor 26 23 3 2 2 360 29% 6.6 5.5
Pharmoista/
v. spensers pL} 13 1 1 1 177 855 3.2 2.7
Tab, Techniclans 15 12 3 1 1 208 300 3.8 3.2
Radlographers 5 2 3 0 0 64 081 1.2 1.0
Physlotherapist/
Occ. Therapist 6 S 1 0 0 78 b7s 1.4 1.2
Nutritionists/
Dietitians - - - - - - - -
Dental Health Aux.
(excl. Doctors,
dental surgoons) 6 b 2 0 0 65 9% 1.2 1.0
flealth Education
Personnel 5 ? 2 0 0 11 428 0.3 0.2




SAINT LUCIA Table 2P

FROJECTED CHANGES 19G63/8¢ - 1967/80
MAJOR TECHNICAL/PROFESSIONAL GROUPS

gq‘; o:'Cd Requlrodtllnnunl Chnn?m in Dudgoted -Ratio of ™rgot RAntio
. udge ‘0o8t8 over previous yos 1 Budgeted Staffl
STAFF CATEORT Pogto 798785 11985/86 [1986/87 19 chmnge | T 1 to 16,000 Top. of Budgnted Starf
1983/88 1/85 5 7 ]1987/88 (1983/84) to 10 000 Fop.
{1937/00)
DOCTORS 45 ) - -~ - 2) b3 5 3.4
8| 10 759 %6
NURSES 259 83 22 30 26 161 &20 21 32.9
31 506185
DENTAL HEALTH AUX, 6 2 - - - 2 8 o 0.6
3] 65 9%
PIIRNCIST/ 1h 1 - - - 1 15 1 1.2
LAB. TECINICIANS 15 13 - - - 11 % 1 2.0
3 1208 300
RADIOGRAFHER : 5 1 - - - 1 6 0 0.5
31 66 082
]
i
{
| ! .




