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Consultant’s Report
Health System and Human Resources Assessment and A Proposal for Future Health System in East Timor

Section A

1.0 Introduction.

East Timorese has been occupied by Portugal for about five hundred years, then by the Japanese during the World War II. Since 1974-1975 Indonesia has taken over East Timor. During this inversion and subsequent wars several thousands of people have been killed. The change of leadership in Indonesia in 1998 opened the way to the United Nations Supervised Referendum which took place on 30 th August 1999.

Once the referendum results were declared widespread burning and looting took place all over the country.

The evacuation of foreign observers’ relief workers and the majority of UN personnel including local staff took place on 6th September 1999.

This situation has raised alarm in the International Community. There the Indonesian government agreed to accept the offer of assistance from the International community to restore peace and security in East Timor. With this aim Multinational Force began deployment on 20th September 1999.

The first UN/WHO assessment mission took place on 20th September 1999.

1.1
Present Situation

The situation in East Timor has changed completely after the referendum held on 30th August 1999. After the announcement of the results, there has been a campaign of violence; looting and arson in East Timor by Pro-Integration groups and many East Timorese were killed.

Almost all health facilities are destroyed. Some mobile health clinics are operating in some areas. Immunization and other control programmer have broken down completely. Security threat is currently very low all major roads are declared safe to travel. Baucau relatively undamaged majority of the population has returned. Town Manatuto 80%, Viqueque 10% and Lospalos 70% damaged the population living in these areas in very little. In the northwestern section of East Timor Dili 90% or more Liquisa 60%, Ermera and Gleno 75% damaged.

Every day with the assistance of UN agencies the services are improving with UNICEF assistance measles Immunization Program has been stated. With WHO assistance disease surveillance program is improving daily. Presently in-door clinical care in Dili are been provided by three (3) hospitals namely French Military Hospitals, ICRC and Portuguese Cooperation. Clinical services are provided by many NGO by geographically distributed areas.

The violence resulted in the displacement of vast majority of the population. It is estimated that about 250.000 people have moved in to West Timor. Some of the East Timorese are considered to be hiding in the hills. The present population of East Timor is about 500.000. This figure is changing daily more people are coming back to East Timor. The population in East Timor in 1998 was about 850.000.

The total land area is 14.609 Sq. km. of which 80% hills/mountains. 20% low land. According to 1990 statistics 73.6% of the population are farmers. The per capita income was (1995) US $ 431. According to the present system there are 13 Districts, 62 Sub-Districts and 442 villages.

1.2
Health Status

The present health situation of the population cannot be assessed as most of the population is still out of reach of the services provided.

Even during the pro-referendum era the health status of Timorese were lagging behind the Indonesian’s. Some of the comparative figures are giver below.

Relevant Information
Indonesia
Timor

Domestic Product Rupiah
771.000
220.100

Population Growth  
1.34% (90-93)
3.02 (90)

Fertility Rate/1000 female
3.326
5.729

Crude Birth  Rate  %/1000 Population
25.3% (95)
29.2% (95)

Infant Mortality Rate/1000 Live Birth
41
85

Under 5 Death Rate/1000
75
99

Maternal Mortality Rate/100.000 Live Birth
373
450-500

L B W  Babies 
11.5%
6.8%

Live Expectancy
64.25
61.11

The common disease reported by the health facilities in 1995 were:




- U R T I


30.9%




- Skin Disease


18.73%




- M a l a r i a


15.34%




- D i a r r h e a

8.6%

During 1995 mortality reported were:




- Tuberculosis

15.42%




- M a l a r i a


11.83%




- D i a r r h e a

5.99%




- U R T I


5.7%




- P n e m o n i a

5.6%




- Broncho Pneumonia
4.1% 

The reporting of both mortality and morbidity data at the national and local levels seems to be unreliable, there may be under-reporting and over reporting in some areas.

The main public health problems in East Timor are Tuberculosis, Malaria, URTI, Diarrhea and Malnutrition.

At present there is no structure, system or strategies to treat and control T.B in a coordinated manner. But T.B Patients are being treated in certain hospitals. There are 13 Caritas Clinics serving the TB Patients.

Malaria Surveillance too has broken down completely but the malaria patients are being treated. 

1.3
Analytical Review of the Present Situation

The following factors should be taken into account in analyzing the present situation. The change in the pattern of governance, during the Indonesian regime it was based on Islamic model. This will change into a catholic model where church has great influence in policy formulating body.  At present health services are provided as a part of humanitarian assistance and mostly curative. The services are based on the expertise of the NGO not no the needs of the community. At present there are no MCH services are provided. Immunization is only for measles, under the guidance of UNICEF. This is a highly centralized service, teams are sent to different parts of the country from the center. There is neither capacity building nor institutional development. The malaria program confines for treatment only. Not all NGO are following the WHO recommended treatment schedule. There is no mechanism to identify drug resistance cases and reporting them. Diagnosis of malaria is mainly clinical, laboratory confirmation is not possible as lab facilities are limited. Similarly TB patients are being treated  but there is no active case detection or system to trace the defaulties. The regular supply of drugs cannot be ensured. Therefore this may have very severe consequences. Indoor treatment facilities are available mainly in Dili. The main important task undertaken is screening of refugees returning to East Timor. 

Soon rain season will be starting and the accessibility of most places will be difficult. The temporary accommodation provided at present cannot be used during the rainy season. Most of the NGO participants are returning after completing their short assignments and they are replaced by a new set of volunteers. This has a negative effect on the services. The participation of East Timorese in service delivery is limited. Therefore the present system cannot be the basis for future development of the health system in East Timor. 

1.4
Health Care System. 

The health care system that was operating in East Timor at the time of the referendum was the Indonesian Health Care System. East Timor was the 27th Province of Indonesian health System.

At the Provincial level, the health services were under the coordination of the provincial delegate of the Department of health (Kanwil Kesehatan) and the Provincial health Services (Dinas Kesehatan) Kanwil was the representative of the Central Department of Health Dinas Kesehatan was the proper Health Department at the Provincial level.

The first line health service center for all health activities is the community Health Center (CHC). The Posyandu is a community effort, organized by each village through voluntary workers known as cadres and are supported by the health workers. This activity takes place once a week and the services provided include registration and weighing of all under fives, maintaining health cords, giving health and nutrition advice to mothers and pregnant women.

The second level is the sub health center village midwife. She is located in the village and has one helper. She is to provide some essential basic health care with special emphasis on maternal and child health.

The next level is the Health Center. These centers have 1-3 doctors, dentist, 5-6 nurses one sanitarian one vaccinator 2-3 auxiliary nurse mid wives and one administrator.

Finally is the district hospital with or without specialist, depending on the category of the hospital. At the provincial level is the referral hospital with specialized services and teaching hospital in Dili.

According to the previous system there were 1.168 vaccination centers (Posyandu) 305 Sub-District Health Centers (Puskesmas) 67 Health Centers 8 civilian hospitals, 1 teaching hospitals. 

The man power position in East Timor before the referendum is given in the detail in the section B of the report.

1.5
Present Constraints

According to the present condition in the country the following are the major constraints in the system:

· There is no ministry/department for guidance.
· The total population in the country in not known
· Total break down of the health system due to extensive destruction of heath care facilities, including equipment and drugs.
· Lacks of data on health care personnel availability, some categories have left the country due to various reasons some other categories have disappeared temporally.
· Health Care Services are seriously threatened by the breaking down of the supplies, water, sanitation, shortage of food, drugs, logistics etc.
1.6
Positive Factors

The follows major positive factors need to be note with.

· East Timorese are committed for a news order.

· Commitment of many International Agencies and NGO to assist East Timor to build a new nation

· Strong catholic church and NGO Community in East Timor

· Commitment of CNRT (Conceilho Nacional de Resistencia Timorese) to rebuild the country.

1.7
Initial Recommendations

1. A population census to be carried out as soon as the movements of people stabilized.

2. Facility surveys to be conducted to obtain the data on the present condition of the buildings, their viability, approximate cost for rehabilitation.

3. Rehabilitation of identified buildings, according of the new health development plan in order of priority.

4. Support the restructuring process by providing basic equipment.

5. To conduct a rapid assessment surveys to estimate the immunization status, mobility pattern in the country. 

2.0
Re-establishment of Health Services in East Timor 

The re-establishment of health care delivery system is taking place in three (3) phases.

2.1
Phase  I

The Immediate Future
This phase is looking after by the International Agencies and NGO under the humanitarian assistance and emergency rehabilitation program. Daily the services given by the agencies are improving by way of coverage and the spectrum of services with WHO assistance disease surveillance programmer and drug management program on SUMA module are being developed. The services provide by NGO will be tailed off in few months. Some of the facility development too is taking place. At this stage the national system has to take over the provision of services.

2.2
Phase  II

This is the period under United Nations Transitional Administration in East Timor (UNTAET) administrative the system is responsible for the administration of the territory during the period of transition to independence.

This process is envisaged to last 2-3 years.

UNTAET will have its mandate to :

· Provide security and maintain law and order throughout the territory of East Timor

· Establish and effective administration.

· Assist in the development of civil society and services.

· Ensure the coordination and delivery of humanitarian assistance, rehabilitation and development assistance.

· Support capacity building for self government

· Assist in the establishment of condition for sustainable development.

One of the objective of UNTAET is to promote economic and social recovery and development including health.

2.3
Phase  III.

This is the period following UNTAET period. At this point new Timorese government will take over from the UNTAET. The formative stage of the government is the phase II. It is very important that during this period Timorese community is fully involved in the process.

This proposal prepared by STC/WHO in consultation with Timorese organizations to fulfill this task for health sector.

3.0
Proposal for Future Health System in East –Timor

Development of a Health Policy should be the main activity in developing a

health system in a country.  Therefore it is very important to develop a basic policy guidelines for the development of the system, which can be refined at a later stage for East Timor.

Some of the major thrust areas in the health policy, should be :

· Health sector to be organize on the principles of equity of basic service acceptability, effectiveness, efficiency and sustainability of all service.

· Health promotion, prevention and control of diseases

· Strengthening the quality and range of existing services.

· Fostering Healthy life styles protecting and preserving the health of the people 

· Human resources for health, development with emphasis on building knowledge and skill in providing health care services.

· To encourage private sector development to complement and supplement the public sector.

To translate the policy decision into action (implementation) there should be a central organization. This organizations is the ministry of health/Department of health.

Minister of health is the main actor in the system. He will be having a Secretariat with is a person with high administrative capabilities.

Director of health services is the technical head of the department and will be responsible for total health care of the country. He should be a person with administrative, managerial and technical capabilities and with a vision for future development of the health system. It is his responsibility to negotiate and mobilize donor assistance from external Donor agencies. To facilitate his work there should be the following personal in place.

Deputy director (curative services)

Responsibilities:

· Secondary and tertiary care 

· Lab. services

· Blood transfusion service

· Private sector development monitoring

· Dental service

· Procurement and distributor of drugs

· Medico-legal service

· Legislation

· Disasters preparedness program

· Emergency/Ambulance Service

Deputy direction (Curative services) will be responsible for planning directing, monitoring, and evaluation of the above programs and it should be a person with management and technical capabilities to assist above programs.

Deputy director (public health services)

Responsibilities:

· Primary health care

· Disease surveillance

· Maternal and child care/family planning

· Immunization

· Environmental health

· School health

· Health Education

· Mental health ( Community based)

· Nutrition

· Communicable disease (TB, Malaria, Filaresis, STD)

· Health of special groups (disable, aging, etc) 

Deputy director  (Public health services) should process competence to plan, monitor and evaluate the above mention programs. He must have the vision how public health services should develop to maximum benefit is giving to the community.

Deputy director (Administration and Logistic)

Responsibilities: 

· All administrative as matters promotion

· Disciplinary action

-
Salary increment

-
Recruitment, transfers

-
Carrier development of all health personnel

-
Procurement of hard ware, etc.

Deputy directed (finance)

Responsibility:

-
Budgeting

-
Financial management

National Monitoring and Evaluation Unit

This unit should be created under the direct supervision of Director of Health Services. This unit will be responsible for monitoring and evaluating all programs in the ministry of health.

Under each program indicators have to be develop for monitoring and for evaluation of the activities of the program. This unit also should be capable for informing the disease trends, morbidity and mortality in the country.

In future this unit should develop capabilities to do research studies e g. Unit Costing of services. The unit should also function as focal point for donor agencies collaboration such as submitting proposals for funding Assisting DHS in identifying delegation for various International meeting.

3.1
Regional health Authority (RHA)

According to the new administration there will be five regions. The five regions are; Dili, Marobo, Cablaki, Oecussi, Matebean

Proposed to have five (5) Regional Health Authorities to implement the programs identified under the Deputy Directors.

The number of personnel for each RHA have to be worked out with Timorese personnel who are aware of the requirement. The populations of the regions are different therefore the numbers required provide the services differ.

3.2
Primary Health Care Centers (PHCC)

PHC Centers is the grass root level units to implement the health activities.

The following factors should be taken into account in deciding the number of Primary Health Care Centers in each regional health authority:

-
Land area of the region

-
Total population

-
Type of services to be provided

-
Number of NGO function at the district level and their competency

Number of health centers per Regional Health Authority should be decided in consultation with East Timorese. This can be done in five consultative workshops.

More detail study in necessary to identify type of services to be provided at various levels in Regional Health Authority.

The primary health care center is the first point of contact and will provide a package preventive and curative care services. The identification of PHC centers will depend on the population to be served and the distance from the nearest next center. Attached to these centers there will be number of out-reach clinics to provide MCH services. Some of the centers will have impatient care. At the central level workshop recommends that the following issues to addressed.

· Develop e preliminary package of essential preventive and curative services to be provided at PHC centers.

· Criteria to provide inpatient care.

· Recommendation for a list of essential drugs.

· Recommendation on size of the center.

· Recommendation on standard list of equipment and supplies.

· Recommendation on staff composition, population per mid-wife per sanitarian, etc.

· Recommendation of a staff profiles for institution.  

Based or these recommendation there will be two types of PHC centers one with beds other without best the staff composition will depend or the population to be served by the PHC center.

Based on these recommendation the number of PHC centers per regional Health Authority can be develop at the regional workshop with the participation of the health personal working in the regions.

The recommended list of PHC center will identify the sites for rebuilding and improvement of facilities, equipment and supplies in order of priorities.

The NGO providing services can fit in to this structure so that there is no duplication of services on facilities. This can be followed by giving permanent appointments to all categories of staff according to the staff profile of each institution.

Series of core group discussion and consultative meeting should be held with the relevant Timorese stakeholders and the planers to decide the level of authority and scope of work in a Regional Health Authority, in a primary health care center. The number of PHC centers per regional health authority too can be decided at these meetings. WHO can get involve in these meetings by providing technical support.




4.0
POLICY IMPLEMENTATION PROCESS

4.1
National Council for Health Development (NCHD).
This is the policy formulating body for the health sector. The purpose of proposing this council is to mobilize coordination among Health and Health related ministries from the beginning of policy formulation. The permanent members in the council are ministers of Health, Education, Agriculture, Finance, Social services, Environment.

If at any stage participation of any other minister is necessary, he can be co-opted. Minister of Health will function as the chairman of the council. The secretariat of the council should be in the ministry of health. During the transitional period under UNTAET shadow minister should be identified among the Timorese Counterparts for participation. Church function in an advisory capacity.

4.2
National Committee for Health Development

This is the committee at national functional level to translate policy decision to strategies and activities and to prepare guidelines for implementation  

This committee comprises of the secretaries of the ministries in the NCHD and chaired by the secretary health. Director of Health Services function as the secretary to the committee.

4.3
Regional Committee for Health Development

This Committee consists of the Regional Heads of health and health related departments and regional heads of NGO. This committee has the responsibility of adopting the national guidelines according to the regional requirements (Regional Adaptation) and give directives to grass-root organization to implement.


5.0
Other Important Sections

In the proposed ministry/department of health, organizing the following sections are very important for efficient functioning and to provide optimal services to the population.

I
National Health Information system including a data bases for Human Resources, and Disease Surveillance system

II
Drug procurement, distribution and management system

III
Disaster Preparedness Program

IV
Medico-legal services 

V
Blood  Transfusion service

VI
At a later stage Health System Research Unit.

5.1
National Health Information System (NHIS)

Appropriate Data Base and Health Information System has to be develop at national, regional and district levels to support the monitoring and evaluation of programs and services in the department of health to provide better care to the community.
Some of the main characters of the NHIS should be:

· NHIS should be geared to develop indicators (Imput, out put and out come) to monitor, to evaluate programs at national, regional and district levels.

· In the process of developing NHIS should be able to identity the types of information necessary at various level in the organization.

· At the district level services provided by the private sector, NGO should be incorporated.

· At the Teaching and Regional hospitals medical record system has to be developed. This is basically in-door morbidity and mortality records. This Information feeds to the NHIS at the appropriate level.

· Each program manager such as Tuberculosis, Malaria, STD/HIV, etc. Should prepare own information systems and link to the national system.

· All information providers should be trained to collect, compile, maintain, disseminate and to use information to improve the quality of services.

· A separate database should be develops for Human Resources for Health.

· Data from disease surveillance system too should be linked to the NHIS

· Data from Drug Information system too may link to the NHIS.

During this process each program manager should study the present system if available and develop the new system. Establishment of NHIS should be undertaken stage by stage. Series of work-shops need to conduct to develop the system. Immediately followed by the training of personnel. WHO is the best technical agency to undertake this activity as it has all the expertise necessary. The focal point for this activity is the monitoring and evaluating unit of Department of Health.

5.2
Drug Distribution and management

The drug and pharmaceutical distribution system existed before the civil unrest and the ware houses were completely destroyed during the civil unrest. There is need to develop a new system for drug distribution and management under the new East Timorese government.

The initial activity is to develop a Legislative framework to control the use of drug in the country. This act should control registration, manufacture, importation, sale advertising, labeling and distribution of drugs. Similarly there should be a legal framework to regulate narcotic drugs. 

Development of drug policy is another activity that should be undertaken by the ministry. The basic aim of drug policy is to ensure that effective and safe drugs of good quality are available at affordable prices to cover the health needs of the people.

Some of the main activities that be undertaken are:

· Development Essential list of drugs

· Preparation of a national Formulary

· Importation restricted list of drugs

· Sale of drugs under a controlled system

At present after the events in East Timor International Agencies have brought large quantities of drugs, pharmaceutical and equipment to the country. WHO system SUMA was establish for management of drugs during the crisis period. This system can the expounded and adopted according to the country needs to use as a National Drug Information System in order to maintain a regular supply of drugs to all installations. This system can be used during the UN Civil Administration and then smooth transfer to the Timorese ministry of health.

As is first priority central drug stores (Ware House) has to be build. This will function as the National Center for Drug Management. The National Center should be linked will 3-4 regional drugstores (Regional Warehouse). All procurement must be done centrally by generic names only. The distribution of drugs to the grass-root level institution must be carried and by the regional drug stores.

All personal handling drugs should be given a training on using SUMA drug management system with the necessary country modifications.

The consumption patterns of drugs too should be studied so that appropriate drugs are procured at the correct time. This will facilitate the supply of drugs without any shortages. 

WHO contribution in this area can be the provision of essential drug & list for country adaptation and giving technical support for training.

5.3
Disaster preparedness Program

Ministry of Health should take initiative to have a disaster preparedness program for the country. In this program identification the community involvement and their responsibilities and the responsibilities of the health personnel is very important. At an event of disaster natural or man-made community and health personnel will be geared to work together to cope-up with the emergency.


A comprehensive program has to be developing identifying the tasks/roles of the community, tasks/roles of health personnel at the time of disaster. Separate programs have to be organized for heath center and hospital staff giving the guidelines to meet the emergency situation. STC decided to include disaster preparedness program in the report, as he experience a earth tremor during his short stay in Timor and East Timorese people experienced man-made disaster within a very short period.

5.4
Medico – legal services

Teaching Hospital Dili may develop as the National Center for Medico-Legal Work. As Forensic medicine in East Timor is in early stage of development it is advisable to affiliate to any forensic medicine department in a new by country for technical guidance. In all regional hospitals facilities have to develop to perform medico-legal work. All medical officers in smaller institutions must have skills to the autopsy and be trained in performing post-mortums. 

5.5
Blood Transfusion Services

The aim of Blood transfusion services is to provide blood and blood components which are as safe as possible and adequate quantities to patients in East Timor to prevent morbidity mortality from either failure to transfuse or from transfusion transmitted disease. This blood transfusion center must have the facilities to test blood for Hepatitis B, HIV, Malaria and Syphilis. The hospitals where specialist services are available, blood transfusion facilities need to be developed.

5.6
Laboratory Services

Development of a National Reference Laboratory is one of the priority needs in the laboratory service. Former provincial laboratory which has most of the equipment necessary and personnel can be develop as the National Reference Laboratory. This center can function as the reference center for both curative and preventive care services.

Apart from the national reference laboratory these is a need to organize laboratories in Teaching Hospital Dili and the Regional Hospital with less sophistication. At the grass-root level some identified PHC centers can be equipped to perform same basic investigations.

In areas where malaria is endemic a microscopist should be stationed in every PHC centers.  

5.7
Emergency/Ambulance Services

All provincial hospitals are referral centers; therefore there must be a mechanism to transfer critically ill patients from the referral hospitals to the central hospital. There should be a fleet of ambulances and trained staff to perform this function.

5.8
Health Care Financing

Fifty percent (50%) of the population in East Timor is below the poverty line. Therefore what ever the financing mechanisms going to be undertaken by the new Timorese Government should not have any effect on this group of the population.

At the initial stage before starting any cost recovery measures, better financial management system need to be developed. Close monitoring of expenditure pattern of various levels of health care institutions. Development a unit costing of various services may be a good start. 

Some of the strategies proposed to undertake for health financing are :

· All preventive services should be given free.

· Explore the possibility of community financing of certain services

· Facilitate development of co-operative hospitals owns by the people

· Provision of certain services by the private sector such as laundry, cleaning etc.

· Provision of investigative as x-ray, pathology facilities for private health care providers for a payment.

· Paying beds in public hospitals

· Mobilize assistance from NGO for hospital maintenance etc.

5.9
Private Health Care Sector

Policy of the government should be to encourage development of the private health sector to complement and supplement the public sector. Some incentives in the form of low interest loans and tax holidays may offer for setting private practices and hospitals. Also may offer tax relief for importation of equipment.

Private medical Institution Act may be formulated for quality assurance of private medical care ministry should function as the implementation authority for the above and to look after the interest of the patients.

5.10
Process

Even though there was no clear vision how the future Ministry of Health should be formed among the Timorese professionals STC had several discussion with some members of the medical profession and some members of the Pro Independence movement called Conceilho Nacional de Resistencia Timorese (CNRT) to get views on the future Health System. Then the organigram was prepared. This document was distributed among some members of the Timorese Medical Association and Timorese Professional working group to get their views after few days a consultative meeting was held to get their comments. Their ideas were incorporated in the revised document. This document is in report. This document on organigram for the Ministry of Health and the Policy Implementation process will be decimated among a broader group of stakeholder with a view to sensitize them. At this meeting hopefully, be able to get the views of UNTAET. It is important to obtain WHO approved before a implementation.

The next step in implementation is the identification services to be rendered at Regional Health Authority level and at primary Health Care Center level. A consultative meeting to be held with the participation of WHO, UNICEF, Timorese Health Professional and other stakeholders at the national level.

At this meeting decisions have to be taken on functions in each type of units, and requirement of health personnel.

The final step in the process is to identify the number of units for regional authorities, five regional workshops need to be conducted for this purpose.

By compiling all these information, gives the total requirement of services, manpower for Timorese health care system. 

Section  B

Human Resources for HEALTH (HRH) in East Timor.

1.0
Human Resources Position Before Referendum in 1999
According to the available information the manpower position in East Timor was as Follows before the referendum

Table : 1







1996/1997

1997

1998


Medical specialists



12




11

Medical officers



146


166

102
Dentists




34


42

30
Nutritionists from University


6





Nurse from Academy



65




65
Nurse from school



1079




1954

Anaesthesia Nurses



5

Midwifes




471




496
Physiotherapists



5
Pharmacists




23


14

29

Pharmaceutical Assistants


56
Pharmaceutical Analyst


1
Public Health Workers from University
43




64
Health Developers



122

Sanitarians




122

Nutrition Specialists from University

51




39

Helper for Nutrition Specialists

43

Lab. Technicians



50

Medical Technicians



3

X-ray Technicians



7
Medical Helpers



15
General Helpers



1090

Asst. Paramedics








151

Other categories








2619
T o t a l  

=

3466




5599
SOURCE – ICRC/GOVERNMENT/USAID AND EAST TIMOR HEALTH PROFILE FOR 1998

The total number of health workers employed in 1998 was over 5500. The number of medical specialists was only 11 and they were working in Dili hospital. The total number of graduates were 102, majority of them were working in health centers. Most of the senior level officers were working in the regional office of the Ministry of Health of Republic of Indonesia. As such there were duplication of work as the senior level personnel was working for two administrations, central and provincial. According to the available information their roles and functions in the administrative structure is not very clear. On analyzing the staffing pattern it is evident that most of the senior positions are confined to their offices. The breakdown by categories is given in Table : 1.

2.0
Assessment of Post-Referendum Situation of Human Resources for Health.

In East Timor formerly there were about 5500 health personnel are being working in various levels of public health services in 1998. The exert number of health workers remain after the events were unknown. Most of the physicians and civil servants were Indonesians and they have gone back to their land of origin. Some of the middle level workers too night have gone out of East Timor temporally. There is a great possibility that majority of then may return back to east Timor. It is anticipated that less than 30 Timorese  physicians are available at the moment to man the health services.

It is believed that most of the middle level technical personnel will return to East Timor. At present details are not available. None of the health workers are employed at present as there is no mechanism to employ them immediately. Therefore there is need to develop a mechanism to establish their identity, qualification, original place of work before starting to recruit them back. This problem is not confined to health workers alone. This is a common problem for all public servants who were employed by the previous government. Therefore UNTAET has to develop a common system for all public officers. At present UNTAET is working on this matter. It is very important to develop a mechanism to employ them on temporary basis. 

It is generally accepted that during the previous regime the services delivery system was rather inefficient and there is a need to re-structure the system. The Section A of the document was prepared on the basis that there will be re structuring.

At present there are many NGO who are providing mainly curative services in different parts of the country. Using the re employed public officers these services can be expanded according to the assessments made during the regional workshops. The first step in establishing the services is to create the primary health care centers, which are responsible for both preventive and curative services in, identified geographical locations. There may be a necessity to identify new roles and functions of the health workers and give in-service training to suit their new responsibilities. It is important to study their skills too. There my be a need in capacity building among them so that quality service is provided to the population.

3.0
Main Issues in HRH

Some of the main issues to be consider in future human resource development are:

· Most of the high-level managerial posts are vacant,

· Total health care delivery system has broken down.

· System has to develop to re-employ the health staff who is remaining in East Timor on temporary basis.

· Some of the curricula used for training may need a revision according to the news roles and functions.

· Are the NGO are going to get formal training

· What categories to be increased 

· What categories of health personnel training to be stopped

· What is the medium of training. Portuguese English, Tetun or Bahasa

· Long tern perspective for HRH development

4.0
Training

In East Timor training facilities were available only for nurses, sanitarians, and nutritionist only. All other categories were trained out-side the country, majority were trained in Indonesia. After the unfortunate incident occurred in September 99, all training programs were stopped. There were 535 students in two nursing schools in Dili and Baucau, 69 nurses in Nursing Academy, 14 in nutrition Academy, 14 Sanitarian Academy were under training at the time of the disaster.

If the training program were started immediately majority of these students who are remained in the country will continue their studies. Hopefully of some funding agency agrees to finance, the schools of nursing and Academies can start their programs immediately But in the long-run these training programs have to be reviewed by a team of experts and revise the curricula according to the needs of re-structured health delivery care system.

Medical students were trained mainly in Indonesia. At present few student are following undergraduate program in Indonesia two students are following MPH program in New Zealand. 

The immediate necessity is the skill development to provide the urgent service requirements. This has to be done with the health personnel who are already employed. Series of in-service training modules has to be developed.  Then train some Timorese to conduct the training programs in the regions.

5.0
Assessment of future manpower requirement
Several methods has to be used in estimating the future manpower requirement. Broadly it can be divided to following groups.

· Based on the population to be served by age, sex, target groups etc.

· Health service need estimation and conversion of service needs to manpower requirement by using norms and standards.

· Health demand estimation by actual usage and morbidity patterns.

For public health /  field services population based norms can be used to estimate the manpower requirement. e.g. One field midwife for X number of population. For hospitals and laboratory  services norms has to be developed considering the following factors.

· Types/sophistication of the services provided.

· Time taken to perform each function.

· Number of service points e.g. Number of beds, number of tests, number of   X-rays, bed occupancy rates etc.

· Type of wards e.g. surgical, medical, pediatrics etc.

· Type of institutions e.g. Institutions with primary care only, institutions with secondary care

Norms have to be developed for each of the identified categories and services and project the future manpower requirement based on these norms. Before projecting the manpower requirement it is very important to develop a perspective health development plan for the country and project the manpower requirement based on this plan.

This work has to be undertaken by a health planner and under his technical guidance necessary plans have to be developed by the Timorese health personnel. WHO can provide technical assistance and funds for this activity.

6.0
Future Perspective

At present an idea is lobbing among the professional groups to hand-over basic training of middle level technical categories including nurses to Department of Education under the umbrella of all technical categories in the university. There fore investment on human resources development for health will depend on this policy decision. Who are the trainers, what is the commitment/involvement of department of health in training.

Another issue that to be resolve is the medium of instruction, weather it is Portuguese, English, Tetun or Bahasa. How long is the period of transition from the present system.

It is anticipated that with the development of economy the private sector health care too will develop. It is the responsibility of the government to provide necessary technical personnel to private sector too, to ensure quality care for the population. There fore in the man-power development plan provision of health personnel for private sector too should be include. But it is too early to decide the requirement to private as it does not exist at the moment.

7.0
Immediate Future

As most of the top-level professionals have left the country vacuum has being created at this level. There fore there is a urgent need to fill these gaps in the system.

The following actions need to be taken up immediately.

I. Identify the potential candidates for these positions according to a suitable criteria.
II. Send them abroad for a suitable short-line training to obtain the basic knowledge.
III. Recruit them to under study with the UNTAET representative who are working during the interim period.
IV. Final take-over by them with the new Timorese government.
For middle level technical categories.

Prepare in-service training programs according to the new roles and functions.

The number of Timorese doctors available for the system is not more than 30. There fore expatiate doctors need to be employed for 2-3 years on contract basis.

Initially basic training up-date is necessary in the following fields,

· Top and middle health managers 

· Drug management 

· Blood transfusion service 

· medico-legal services

8.0
Long Term Perspective

At this stage in east Timor it is very difficult to develop a detail HRH development plan for the country. It is desirable to identify a broad areas and subsequent development of the detail plan for HRH development. The critical category is the medical officer, as they need 5-6 years of training. East Timor should not have it’s own medical school. A system has to be developed to train about 10-15 medical officers per year at the beginning.

East Timorese government has to obtain donor assistance for this training abroad.

It is useful to have a small training institute for middle level technical categories, and for in-service training programs. Before establishing this school need assessment has to be done, then only the structure of the school has to be decided. This school should affiliate to a similar school abroad for technical assistance and for sustainability of the school. Long term HRH development plan can be develop only after the system has stabilized.

9.0
Recommendations

1. A permanent WHO office should be establish in East Timor with a leader with public health background.

2. Health facility, nutrition, Immunization surveys needs to be undertaken to develop a base line for the country.

3. National Information system (NHIS) need to be develop and training of personal to sustain it. (Details are giver in the corresponding sector).

4. Drug Information system needs to be established based on the SUMA program with the necessary country adaptations.

5. Short team/long team training on Health planning and management for higher/middle level managers. Some of these training can be in country with technical assistance for WHO.

6. In-country capacity building training programs or information system drug management and disease surveillance.

7. Studies or unit costing of services etc

8. WHO initially should get involved in the process of identifying the functional units in the Health System. This can he the stepping stone for WHO participation in re-structuring East Timor Health System.

This report was prepared with long term perspective for Health system in East Timor. East Timor is in fluid state at present, the formative stage begins with the UNTAET taking over.

At this stage it is mandatory that East Timorese professionals be involved in the process. Even at this stage there is feeling among the East Timorese that they are marginalised in the process. All attempts must be taken to involve Timorese counterparts in the process. 

Proposal actions

1. Creation of a focal point under UNTAET/WHO. This is the future Ministry of Health. 

2. In my proposal, I have proposed one central workshop and five regional workshops. The central workshop is to decide the norms and standards for different types of institutions. The regional workshops are to decide the number of such institutions necessary for each region.

3. At the regional workshops sites for such institutions too have to be decided, the manpower requirement for these institutions too can be identified.

4. As at present the services are provided in an ad hoc manner. It is very vital to provide the basic services in an order of priorities. The regional workshops are an ideal forum to decide the regional requirement with the participation of Timorese, WHO, UNICEF and UNTAET.

5. Based on these findings NGOO and Timorese technical personnel can be deployed to provide the services.

6. These findings too can be used to prepare regional master plans for development. Based on regional plans a master plan can be developed for the country. WHO assistance is necessary in this activity. 

7. Training of managers locally and abroad. Top level managers to be train abroad and middle managers can be train locally. Here too WHO assistance is necessary.

I feel that WHO can provide the technical assistance on these activities.
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