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1. Abstract 

Physician supply in Nepal remained very low in 1990s with one medical college producing physicians, and establishing additional medical colleges to increase supply by public sector was also difficult due to various reasons including non-availability of faculty teachers in the country. Lack of physicians affected the health service delivery to then 22 million populations, specially the remote and rural communities of Nepal.     

Government of Nepal adopted liberal economic policy in the country in 1992, opening the door for establishment of private health facilities. Before this government approved the national health policy and main constraint identified to implement the policy was lack of physicians. To increase the physician supply government adopted partnership strategy and begun to issue licenses and nine medical colleges established in private sector by 2002 and required teachers fulfilled by contracting specialists from neighboring countries. The agreement signed between the Government of Nepal and each private medical college management body included mandatory provision making definite percentage of seats free of cost in each batch of admission every year. The Ministry of Education conducts screening examination to select candidates for scholarship -twice a year and selects on the basis of merit list. Since 2005, the scholarship scheme further refined and definite quota separated for women, weaker sections of the society under the inclusive development strategy. In 2007 only, 150 medical students admitted in nine medical colleges under the scholarship schemes. Students admitted under the scholarship scheme have to sign bond for compulsory two years service in public sector before admission. Several policy and legal reforms carried to utilize the services of physicians studying under scholarship scheme. Till July 2008, 228 medical graduates have joined public sector and 85% positions of the sanctioned posts of medical officers in peripheral health facilities have been fulfilled and it has shown encouraging results. 

2. Introduction 

Nepal faced problem of shortage of physician in public sector to deliver essential health services in 1990s. The annual production of the physician in 1993 was approximately 50 persons from the single medical college of the country including those completing medical course from abroad. The human resource for health (HRH) including physician production was sole responsibility of public sector with no private sector involvement and establishing additional medical institutions in public sector was difficult due to large resources required. Newly graduated physicians used to join the public sector initially and majority used to leave the public sector job in 1-3 years period and usually go abroad. The deployment and retention strategy for physicians couldn’t add much attraction as the civil service often has several rigid rules that make implementation of appropriate financial or non-financial incentives difficult. Due to the vacant posts of physicians, majority of 22 million (1991) people were deprived of the health service delivered by physician especially in rural, remote and under served areas; though the many components of primary health care services are delivered by medical auxiliaries. Patients referred by the medical auxiliaries for physician consultation in nearby hospitals have to pay large sum of money as a transport cost, sometimes bigger than the treatment cost as they have to travel long by bus or hire porter in those areas not linked by road or travel by air paying costly air fare   because of unavailability of a doctor in the local hospital. 

In an attempt to improve the deployment & retention, Government of Nepal made civil service reforms enacting separate health service act by parliament in 1998 focusing management of physician and it also couldn’t make much difference in situation in physician availability in peripheral health facilities
. Government of Nepal adopted liberal economic policy in 1992 and in the context health of it committed to bring suitable policies to encourage the establishment and operation of medical colleges in private sector
. Government also approved the national health policy with extensive expansion plan of health services and main constraint identified to implement the policy was lack of physicians
. In this context, it is likely that the Ministry, as it moves to improve the health services, will need to introduce new policies and operational mechanisms to improve its ability to manage systematically the deployment, utilization, development and carriers of the staffs. In other word, the MOH will need to take a proactive position on human resource development
. Privatization of medical education always cannot contribute to the development of public sector health system in view of the underserved areas. In such situation Government of Nepal approved partnership strategy with private sector in physician production and started reviewing and changing all related legal and policy issues, which are described in following chapters.   
3. Objectives of the Study

Objectives

To review policies, strategies, guidelines and laws related to HRH and assess the availability of physicians in peripheral health facilities before and after the implementation of the partnership strategy and scholarship scheme

4. Methods and Process

The methods and process of the study is to review the policies, strategies, legal provisions, studies and reports related to human resource management and health system management under the Government of Nepal and comparison of relevant information made before and after the implementation of appropriate policy interventions.

5. Study Findings  

5.1. Policy Shift in HRH Production

Human resource need assessments showed big gap between demand and supply of physicians and physician specialists in 1990s. The gap for primary care was very high while the need for secondary and tertiary care was also high. So, to increase the production and the physician supply policy changed with high level health manpower production within the country by mobilizing the resources of government and private sectors.
 This was a big U turn in the HRH production policy from the total public sector responsibility to the facilitator and stewardship role of government in medical education. The bilateral agreement signed was of partnership nature rather than the privatization of medical education. 
5.2. Partnership Strategy between Public & Private Sector for Physician Production
Under the new policy nine medical colleges established in private sector in between 1994 to 2002. As medical college also needs a very big teaching hospital, that can cater the service needs of the people of that region, government gave permission specifying the area for particular medical college thus maintaining the geographical equity and service needs of particular region. Government of Nepal also facilitated the medical college by allowing clinical practice in government hospitals for initial period. Opening a medical college needs large number of faculty teachers and they were fulfilled by contracting physician specialists from neighboring countries. The total numbers of seats available in medical course in 2007 in private medical colleges were 1000. 

Bilateral agreement signed by the Government of Nepal and management of the individual private organizations, introduced   the partnership strategy of a medical college by making 20% seats in case of foreign investment and 10% seats in case of national investment in each batch of admission as free or scholarship seats from the college management. In 2007 only; 150 medical students admitted in ten medical colleges under this scheme after fulfilling necessary criteria set by the concerned university and medical council. In the year 2006 the free seats available further refined into quotas for women and weaker sections of the society under inclusive development strategy. Students fulfilling the admission criteria are nominated by the Ministry of Education for admission under the free medical education or scholarship scheme are asked to sign bond for compulsory two years service in public sector after passing the course. If they don’t comply with the bond after graduation, they have to pay the stated amount in case of non-compliance. Till July 2008, 228 physicians have joined government as medical officers and now are serving in different parts of the country
. In average the unit cost of production of one medical graduate is 35000.00 USD and total contribution by private sector for 150 students amounts approximately 5 million USD in the year 2007.   

5.3. Changes in Medical Registration and Licensing 

Medical licensing has a big role to play in quality of care and utilization of services of physician and this is possible by suitable policy and legal changes. In this context, Nepal Medical Council Act-1964 amended by parliament in 1999 and this made mandatory to pass licensing examination by all physicians before being registered as an independent medical practitioner. Registration system changed to three tier registration system instead of two tier system before 1999; provisional for compulsory rotating internship, temporary for two years after passing licensing examination (it gives authority for independent practice, but expires by two years) and full registration after completion of two years as temporary registration with clinical experience. To establish the linkage with scholarship scheme a separate section included in the medical council act and regulations making two year service mandatory under the Government of Nepal for two years and non-compliance with scholarship provisions bars a medical graduate to be fully registered with medical council and clinical practice

. Those medical graduates completing course on their own also needs to be registered temporarily for two years, but they can choose the institution of work. 
5.4. Human Resource Development: Separate Management Output under Nepal Health Sector Programme- 2004-2010     

Nepal adopted health sector reform and sector wide approach in health sector since 2004 and in the Nepal Health Sector Programme- Implementation Plan (2004-2010) human resource management included as one of the output of the five management outputs
.

5.5. Revision of Scholarship Act

The scholarship act-1964 includes compulsory section for working with public sector for five years after completion of study, but never complied due to managerial problems with government. Traditional scholarship as defined by act is abroad study only & in the context of Nepal redefined as study within the country as well.  
5.6. Physician Mobilization Guideline 
Despite legal bindings of Nepal Medical Council Act and Scholarship Act, Ministry of Health couldn’t utilize the services of the several batches due to difficulty to fit them in the national health administration. Mobilization of physicians was difficult due to rigid civil service rules and a separate guideline passed by Council of Ministers in April, 2006 to utilize their services. The guideline has ensured all the rights and responsibilities of a temporary medical officer appointed under this guideline in par with permanent medical officers. The guideline made two years only as mandatory rule in view of the professional development and carrier of the new medical graduates
.  The guideline also has assured preferential rule for enrollment in post graduate medical courses. A multi-sectoral steering committee chaired by Director-General of Department Health Services has been formed to review and monitor the issues related to physician mobilization under scholarship scheme. 
6. Outcome of the Interventions 

6.1. Improvement in the Availability of Physicians 

There are sanctioned post of general physician or medical officers in primary, secondary and tertiary care hospitals, but the problem of deployment and retention of medical officers is acute in primary health centers and district hospitals, which are mostly located in rural or remote areas. In total there are 356 sanctioned positions in these peripheral health institutions. Ecologically Nepal is divided in three regions and mountain or Himalayan region is the most difficult in view of deployment and retention.
Department of Health Services, Ministry of Health & Population started to appoint first batch of medical graduates in January 2007 and early results show that the availability of the medical officers increased from 35% in 1997
, to 50% (actual availability 29%) in 2005
 to in average 85% in July 2008 in peripheral health facilities such as District hospitals and primary health care centers with low deployment and retention problem. The table 1 is the comparison of the availability of the physicians before and after the major policy interventions in Nepal -

Table 1: Physicians’ availability in health facilities under Ministry of Health & Population in comparison to sanctioned posts in different ecological regions  

	Year 
	Mountain region 
	Hilly region 
	Terai region 
	Total 

	1997
	22
	35
	38
	35

	2007
	78
	84
	92
	85


Table 1 show that the availability of physicians has begun to improve with 85 percent sanctioned posts being fulfilled by July 2008 in comparison to 35 percent in 1997. In absolute numbers this is 306 posts fulfilled or available out of 356 sanctioned posts and the total number of physicians appointed under scholarship scheme is 228 or 50%
.

6.2. Non-compliance and Other Concerns
Institutionally all the medical colleges and universities are complying with this provision and not much problem have been faced with the posting of physicians completing medical graduation course in scholarship scheme. Records of Department of Health Services show that only 12 have non-compliance information.
The medical graduates with the scholarship scheme have concern on the rule that it needs to be enforced in the public sector medical colleges as well as they use money of Nepali tax payers, however the lack of written bonds before admission in the public sector medical colleges has created legal problem to apply this rule. 
The scholarship scheme and two year compulsory public sector posting till date is applied to physicians and dentists only, and needs expansion in other categories of health personnel also.  

6.3. Improvement in the Health Indicators

The health outcome indicators related to maternal and child health in Nepal has improved significantly in recent years. The findings of surveys as shown in table 2 revealed that Nepal is in right track for achieving the Millennium Development Goals- 4 and 5 and for the improvement of the health outcome indicators related to maternal and child health it needs functional national health system
. Though maternal and child health indicators have improved significantly, high health disparity in maternal health exists in between the rural and urban areas.
Table 2: Health outcome indicators in maternal and child health 

	Health Indicators
	1996
	2001
	2006
	Remarks 

	Maternal mortality Ratio
	539
	-
	281
	Maternal health not measured in 2001

	Child Mortality Rate 
	118
	91
	61
	


Source- Nepal Family Health Survey 1996, Nepal Demographic and Health Survey-2001 & 2006
7.  Discussions 

Scholarship scheme introduced as an alternative approach of making physicians available in peripheral health facilities or fulfilling the service gaps that cannot be fulfilled by the formal channel of government. This is also a good example of partnership between private sector & the government & the former contributed in national health development by training physicians free of cost. It is also an example of private sector being socially accountable as well. 
The scholarship scheme is a short term measure in view of the leadership development as individual physicians are free to choose their workplace after two years, however as a HR strategy it can work for long term in view of availability and service continuity. Short experience of Nepal showed that, it is possible to ensure availability of large number physicians in peripheral health facilities contributing more than fifty percent medical officers in a short period. In terms of service contributions their presence in underserved and remote areas makes enormous differences and helps to solve the governance issues as well.
It is also expected that the physicians working under public sector will increase their interest and change the earlier attitudes and continue to take the carrier in public sector after completion of two years mandatory service.

It is very difficult to achieve the millennium development goals (MDG) related to health sector as human resources are central to any activity in the health service and health of the country cannot be improved without the proper management of human resources. Poor management and inappropriate human resource policies often cause flows from the public sector to the private and from rural areas to urban, increasing urban internal imbalances
.

Medical graduates from the public sector medical colleges, which operate on taxes paid by people needs to be included in the same scheme might need additional policy changes to utilize their services. Another area of intervention can be the expansion of this policy to other category of essential clinical health personnel.  

8. Lessons Learnt 

Partnership in HRH production with private sector- Partnership on HRH production with private sector can be beneficial- if appropriate strategy adopted the private for profit also can contribute for health development of the country and hence become socially responsible and accountable.
Policy and legal reforms- Major policy, legal, organizational and regulatory changes with long term vision and commitments required from government to start such scheme. In absence of major policy reform this scheme cannot work.

Multiple strategies for deployment and retention- Single HRH deployment and retention strategy cannot ensure the issue of availability of physicians, so multiple interventions needs to be considered.   
Coordination mechanism with all stakeholders- It is essential that all the stakeholders such as Ministry of Education, Ministry of Finance, National Planning Commission, representatives of the universities, medical council and even private medical colleges should create an effective coordination mechanism, but leadership should be taken by Ministry of Health.                                              
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