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Abstract Increasing the numbers of health workers and improving their skills requires that countries confront a number of ethical
dilemmas. The ethical considerations in answering five important questions on enabling health workers to deal appropriately with the
circumstances in which they must work are described. These include the problems of the standards of training and practice required
in countries with differing levels of socioeconomic development and different priority diseases; how a society can be assured that
health practitioners are properly trained; how a health system can support its workers; diversion of health workers and training
institutions; and the teaching of ethical principles to student health workers. The ethics of setting standards for the skills and care
provided by traditional health-care practitioners are also discussed.

Keywords Health personnel/education/standards; Health manpower/standards; Education/standards; Ethics; Quality of health care/
ethics; Health services accessibility/ethics; Certification (source: MeSH, NLM).

Mots clés Personnel sanitaire/enseignement/normes; Personnel santé/normes; Enseignement et éducation/normes; Ethique; Qualité
soins/éthique; Accessibilité service santé/éthique; Octroi diplome (source: MeSH, INSERM).

Palabras clave Personal de salud/educacién/normas; Recursos humanos en salud/normas; Educacion/normas; Etica; Calidad de la
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Introduction

In their future efforts to increase the number of skill levels of
their health workers, developing countries will have to confront
a number of ethical dilemmas. These will be influenced by the
fact that resources are limited in most developing countries, in-
equitably distributed between countries and, to varying degrees,
within countries. If as Beaglehole & Dal Poz stated (1), “Public
health is ‘the collaborative actions to improve population-wide
health and reduce health inequalities,” then the issue of equity
will influence the ethics dialogue.

Declarations of human rights and other inspirational docu-
ments often speak of a universal right to the best possible health
care. In the wealthiest countries, this is sometimes achievable
(though not always for everyone) with regard to availability of
drugs, equipment and facilities. These same abundant resources
make it possible to train doctors and other health-care workers
to the full extent of their capabilities. In the developing world,
this level of training is uncommon, as are the drugs that have
been shown to be most effective (irrespective of cost). If they
do exist, they are accessible to only a fraction of the population.
Everyone else must compromise.

But where does compromise with the reality of scarce
resources turn into substandard care? Even in the poorest coun-
tries, health ministries are urged to license and certify physi-
cians and other health workers and to ensure that each person
permitted to practice health care has had proper training. This

requirement, where adhered to, may make access to care more

difficult or even impossible for some people, whereas others

may gain access to care only by providing a market for health

workers with substandard training. What is the ideal under these

circumstances? When should standards be upheld, and when

should the rules be relaxed to permit easier access to care? What

values are at stake, and what are the long-term consequences of

suspending the usual requirements for training of the health-

care workforce? This paper will address the following questions,

exploring them primarily from an ethical perspective.

* Whatshould be the standard of care to which health workers
are trained?

* How can a society be assured that those responsible for
health care are properly trained to deliver it?

* How well does the health system support its health workers?

* Should health workers and training institutions be diverted
to those areas of a country that are unable to provide ad-
equate care?

* What ethical principles regarding standards of care should
be taught to health workers?

Standards of care to which health workers
are trained

There are many paths to health and there is no point in insisting
that all countries follow one model (2, 3). At each level of eco-
nomic development some countries are vastly more successful
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than others both in achieving good health for their populations
and in delivering health care. Although people in developing
countries must accept that they lack the resources needed for
health care at the standards prevailing in the wealthiest cities,
surely the citizens of a given developing country should receive
health services comparable to those available in other countries
that are at the same level of economic development. Compari-
sons can be made by looking at WHO's ranking of national
health systems (4) which, for all its flaws, is a systematic attempt
to assess the overall efficiency of national health systems with
respect to the morally relevant criteria (5). The relevant compari-
sons would come from the answers to the following questions.

* How much health does a country produce in its population
relative to the resources that are available?

* How equitably are these health benefits distributed?

e What is the extent and distribution of desirable attributes
of the health system apart from maintaining and restoring
health (e.g., clean beds and linen, respect for privacy and
receiving prompt attention)?

¢ Is the financing fair to the entire population?

WHO’s rankings have been questioned, and appropriately so,
in view of the paucity of data on which WHO sought to base
some of its conclusions; moreover, its interpretation of certain
data has been disputed (6, 7). Nonetheless, the framework itself
is a major step forward at the conceptual level in putting ethics
to work in global public health. Countries are implicitly held
accountable for the efficiency and fairness of the use of their
resources. Theoretically, a poor country could do better than a
rich one in this regard, and some have done so. Fairness is not
an unquantifiable attribute; WHO has provided an example of
how it can be measured. This type of analysis has not yet been
extended to health workforce issues, but the work could be a
useful starting point.

The distribution and type of care provided by society
will determine the health worker mix and the training that is
needed. The implications of this discussion are that there is
no one global standard of care and it must reflect the level of
resources available. At the same time, however, the standard is
normative and not merely descriptive. Health systems that fail
to deliver the level of care that is feasible in an efficient and
fair system, even given severe resource constraints, should be
judged substandard. The applicable standard of comparison is
the record of achievement of countries with a similar geography,
population density, economic picture and history. Countries may
have similar colonial experience from a political and develop-
mental perspective, yet have very different health profiles. For
certain types of analysis, countries with large, diverse popula-
tions should be examined with regard to the status of the dif-
ferent states, especially if health has been identified as a state-
(provincial-) level function. This is the case in India, for example,
where responsibility for health services is largely assigned to the
state government, and the health status and the performance
of the health systems of various states is very different. Kerala
(population 33 million), for example, has an infant mortality
of 15 per 1000 live births whereas that of Bihar (population 95
million) is over 70 (8, 9). Both the numbers and functions of
the health workforce vary.

In research ethics there is still a contentious debate as
to whether the participants in a study should have access to
the best treatment in the world or to the best available and
sustainable treatment in the country in which the research is
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conducted. Given the severe resource constraints of the poor-
est countries, where the per capita expenditure on health may
be US$ 5 or less, it is unrealistic to believe that the best and
most expensive therapy in the world should be made available
to all citizens (or available only to the elite). Those who insist,
in the name of avoiding “double standards”, that the applicable
moral standard is that of the world’s best hospitals, are failing to
address the actual needs of most of the people who live in the
poorest countries. No apology need be made for making efforts
to improve the care offered to these vulnerable people, even if
the improvement falls short of the theoretical ideal. What is
needed is a standard of care that reflects the best that the host
country can deliver, given its resources, plus the commitment
to incremental improvements over time (/0). This point carries
over directly from research ethics to the ethics of health worker
development. Although each medical professional might wish
to have the skills of the world’s foremost practitioner, and the
resources needed to provide the best possible level of care, a
humane (and morally defensible) policy for health workers must
accept the compromises that are dictated by the overwhelming
unmet needs of those who live in poverty in much of the world.
It would be unethical — because it would have to be inequitable
— to impose first-world standards in training health personnel,
if the result were to limit access to care to a fortunate few.

Ensuring appropriate training of health
workers

Ethical considerations apply to three of the most important
issues: training of the health workforce, licensure and continu-
ing education. Curriculum content has been alluded to in the
previous section; many of the same considerations apply to
postgraduate education. If the quality of training is below some
international optimal standard, does this condemn the people
— both practitioners and patients — to second-class medi-
cine? Can one be a first-class practitioner of a type of medical
practice that accepts compromises due to resource constraints?
A developing country that trains its health professionals to the
world’s highest standards might justifiably be proud, but surely
not if this comes at the cost of providing training on the health
problems that are most pressing in that country. Childhood
diarrhoea and malaria are not significant causes of mortality
in the more developed countries. Neither are simplified low-
cost treatments for these and other conditions, the therapies of
choice in more-developed countries. The chief concerns in the
development of the health workforce in developing countries,
therefore, must differ from those of their counterparts in Eu-
rope and North America. This may seem obvious, but if it is
an evident truth it is still one that is evaded in practice. One
reason must be acknowledged explicitly: knowledge of the modes
of health care suitable to the poorest and sickest populations will
not help a medical graduate pass the Educational Commission
for Foreign Medical Graduates (ECFMG) examination (an
examination taken by physicians who want to be licensed in
the USA, but have been trained in a country whose medical
schools do not have reciprocity with USA institutions).
Training to care for the poorest and sickest will not make
graduates exportable. The notion of a developing country lav-
ishing scarce resources on training a health professional so that
he or she can practise in a richer country may seem indefensible,
given what it may cost to train a physician. In India for example,
it costs 70 times the per capita gross national product (GNP)
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to train a physician and in South Africa the cost is 23 times the
per capita GNP (/7). But practising in comfortable surroundings
with plentiful resources is an understandable preference of health
professionals. Is the solution to this pattern of misallocation
draconian restrictions on the freedom of practitioners or rather
the kind of training that the society provides? It should also be
borne in mind that many countries and states train far more
health workers than can be locally employed. Countries that
have an unwritten policy to overproduce human resources for
health for export include Cuba, Egypt, India and the Philippines
(11). Kerala State in India for example, has 3% of the national
population and 30% of the nursing schools. The excess nurses
who are trained in Kerala then work in other Indian states and
overseas and send money back to their families.

How does society know that a recent graduate from a
medical, nursing or pharmacy school has been properly trained?
Few countries in the developing world have a national test for
each type of graduate. Rather, they depend on each institution
to certify their own. But some training institutions take in as
many students as possible to raise tuition revenue; failing pay-
ing students would decrease that revenue and few are therefore
prevented from completing the course of study. Does society
not have an ethical responsibility to assure the public that when
a person has a medical degree, that they have been trained and
tested in certain areas of knowledge and skills? How will skills
be evaluated? There is a system of written and oral examinations
(assessed by internal and external evaluators), and practical dem-
onstrations for some specialties that are used in many countries.
But most rely solely on the written examination. Is this form
of evaluation sufficient — and if not, have these governments
fulfilled their responsibilities to their citizens (12, 13)?

A vexed question in developing countries is how to certify
those who practise some form of alternative medicine (14, 15).
For some of these systems there are a number of recognized
schools and training institutions, which certify their own gradu-
ates. But some traditional healers only learn through an appren-
ticeship system. If they are recognized by the state as a legitimate
type of healer, does the state not have an obligation to ensure
that they are not harming patients but rather helping them? Is
it enough just to say “let the buyer beware”? The state is sup-
porting institutions and health care through revenue that could
be put to other uses, and therefore has an ethical responsibility
to ensure that this money is properly spent. Certification of
training institutions and their graduates is one way to achieve
this. These issues should be addressed by any donor who is sup-
porting health workforce training institutions.

The same argument should be used in determining
whether society should insist that medical practitioners — what-
ever their skill level — be re-certified at regular intervals to deter-
mine how much relevant knowledge has been retained and new
knowledge assimilated. New diseases are appearing (e.g. human
immunodeficiency virus/acquired immunodeficiency syndrome
(HIV/AIDS)), and treatments and techniques are constantly
changing. The public should be assured that they are receiving
the most-up-to-date care that is affordable and sustainable.
Canada and the USA, in particular, have an active programme
of continuing education and re-certification. Developing coun-
tries should consider what needs to be done to provide continu-
ing education for their heath professionals and how this might
tie in with the licensing procedures.

These issues will become particularly problematic if tra-
ditional forms of medicine are validated and paid for by the
government. Is it proper and ethical to treat traditional practi-
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tioners differently from those trained in the allopathic system?
If traditional healers insist that they learned everything they
needed to know when they were trained, how valid can these
systems be? If a system is based only on tradition and does not
take account of new knowledge, should it be supported and
certified by government?

Support from the health system for its
workers

Is it ethically defensible for society to train people and then not
support them at even the basic level? Or to support a system of
medical training that focuses on resource-intensive procedures
that will never be available to most of the country’s people?
Health authorities have an ethical obligation to determine the
appropriate target standard for health care in their country,
which requires making comparisons with similar countries at
the same level of development, and to provide the best pos-
sible training for health workers who will work in that health
care environment.

This consideration complements the first question ad-
dressed above, which is whether a society is behaving ethically if
it knowingly trains health-care providers in treatments that are
not available (not just in short supply). The question does not
presuppose that the society will make these supplies available
without regard to resource constraints, but just the opposite: the
government of a given country is under an ethical obligation
to assess what can feasibly be achieved in health care given its
level of economic development (e.g. by learning from the most
successful countries at similar levels of economic development).
The necessary steps can then be taken to ensure that the systems
of supply for that mode of heath care are efficient, honest and
reliable. Permitting the degradation and breakdown of systems
of supply for low-cost drugs and equipment is, given the cir-
cumstances, likely to be more damaging than shortages of more
expensive supplies would be in richer countries.

Diversion of resources to areas that are
failing to provide adequate care

In many countries with poor health care almost all aspects of
the society function poorly. In this situation, to what degree
should states be held accountable for the performance of their
health workers? If countries cannot monitor their workers or
provide them with the barest essentials for carrying out their
work, is it ethical to train additional workers? Does this not
give the population a false sense of security?

Teaching students about the ethics of
health care

Health professionals take pride in their expertise; and most
would think badly of a colleague who offered care that he or
she could not deliver at the appropriate standard. But it is in-
appropriate simply to adopt the professional standards of the
developed world, because this would require resources that are
unavailable to most people in a developing country. There has
not been adequate debate on what principles and standards
should be taught and upheld in health systems in the poorest
countries that would simultaneously uphold the health worker’s
sense of professional integrity and at the same time address the
very difficult question of what constitutes optimal care under
severe resource constraints.
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Itis surprising how little medical and public health ethics
is taught in professional schools. Other than taking an oath at
graduation (e.g. the Oath of Hippocrates or Mamonedes) most
medical and nursing students receive no training in ethics. Yet
it forms the backbone of professional guidelines and behaviour.
Until recently, St John’s Medical College in Bangalore was the
only one of hundreds of Indian health schools that required
students to take a course in medical ethics. Is it an accident that
physicians see no “conflict of interest” issues in sending their
patients for medicines and tests at their own pharmacies and
diagnostic laboratories? Should we be surprised when govern-
ment doctors refer the day patients that they see in government
hospitals to their private clinics after hours? Though one can-
not ensure high ethical standards by requiring an ethics course,
a good course in ethics can achieve the goal of engaging the
student’s attention as to the nature of the problems and the need
to make a responsible choice between feasible alternatives. It can
also remind the student that the health professions carry high
expectations for integrity and responsibility. These expectations
do not provide formal sanctions, as do laws and regulations, but
they do create a climate of opinion in which the health profes-
sional will be judged by peers and by patients, and according to
which the health professional feels entitled to self-respect.

Summary

The responsible development of a health workforce is a chal-
lenge for all countries, rich and poor. The public trusts that the
skills and values of health-care workers will be at the highest
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standard that is appropriate. To achieve this, countries must cer-
tify that training programmes are appropriate to the resources of
their society and that health-care workers maintain their skills
and conduct themselves responsibly. Each society must ensure
that whoever is trained, in either the public or private sector,
develops skills that can be supported by the public through
taxes or fees. To do otherwise would be a waste of resources,
exacerbate inequitable distribution of these resources and
put the public at risk. This would be an unfair and unethical
policy. When it comes to the emigration of health workers from
poorer to wealthier societies, each country will develop its own
policy. The export of health workers or excess workers can be
advantageous to a state or country, as Kerala and the Philip-
pines have demonstrated. These workers could not be gainfully
employed locally, but provide much needed financial support
for their societies. Workers leave but they are often underem-
ployed or unemployed in their own country because of resource
constraints. It is when there is a real shortage of health workers
that cannot be trained or imported that we have an ethical
dilemma. In the future as societies seck to address their health
workforce needs, they will have to address the ethical issues that
have been raised. M
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Résumé

Aspects éthiques du développement des ressources humaines dans le domaine de la santé

L'augmentation du nombre de soignants et I'amélioration de
leurs compétences supposent que les pays affrontent un certain
nombre de problémes éthiques. L'article expose ces problémes
en répondant a cing questions majeures portant sur la facon
de rendre les soignants aptes a réagir convenablement aux
conditions dans lesquelles ils doivent travailler. Il sagit notamment
des questions suivantes : comment adapter les normes de
formation et de pratique entre des pays qui différent par le

niveau de développement socio-économique et les maladies
prioritaires ? ; comment garantir a la société que ses praticiens
soient correctement formés ? ; comment un systéme de santé
peut-il soutenir ses agents ? ; faut-il réaffecter les soignants et les
établissements de formation ; et comment enseigner les principes
éthiques aux soignants en formation. L'article examine également les
aspects éthiques intervenant dans la fixation de normes concernant
les compétences et les soins fournis par les tradipraticiens.

Resumen

Aspectos éticos del desarrollo del personal sanitario

Si se desea aumentar el nimero de profesionales sanitarios
y mejorar sus aptitudes, es necesario que los paises aborden
algunos dilemas éticos. Se describen las consideraciones éticas
que se plantean a la hora de responder a cinco preguntas
importantes sobre la manera de capacitar al personal sanitario
para desenvolverse adecuadamente en las circunstancias en que
debe trabajar. Esos interrogantes se refieren a la calidad de Ia
formacion y el ejercicio profesional exigible en paises con distintos
niveles de desarrollo socioeconémico y diferentes enfermedades
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prioritarias; la manera de garantizar a la sociedad que el personal
de salud recibe la formacion idénea; los mecanismos que debe
utilizar el sistema sanitario para apoyar a sus trabajadores; la
desviacion de profesionales sanitarios e instituciones de formacion;
y la ensefianza de principios éticos en los estudios sequidos por los
agentes de salud. Se analiza asimismo la ética del establecimiento
de normas relativas a los conocimientos practicos de los agentes
de salud tradicionales y la atencién que dispensan.
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