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Abstract

Human resources are the most important assets of any health system, and health workforce
problems have for decades limited the efficiency and quality of Latin America health

systems. World Bank-led reforms aimed at increasing equity, efficiency, quality of care and
user satisfaction did not attempt to resolve the human resources problems that had been
identified in multiple health sector assessments. However, the two most important reform
policies — decentralization and privatization — have had a negative impact on the conditions of
employment and prompted opposition from organized professionals and unions. In several
countries of the region, the workforce became the most important obstacle to successful
reform.

This article is based on fieldwork and a review of the literature. It discusses the reasons that
led health workers to oppose reform; the institutional and legal constraints to implementing
reform as originally designed; the mismatch between the types of personnel needed for
reform and the availability of professionals; the deficiencies of the reform implementation
process; and the regulatory weaknesses of the region.

The discussion presents workforce strategies that the reforms could have included to achieve
the intended goals, and the need to take into account the values and political realities of the
countries. The authors suggest that autochthonous solutions are more likely to succeed than
solutions imported from the outside.



Introduction

Health reforms that aim at increasing efficiency, quality and users’ satisfaction need to take
into consideration human resource issues, because the health sector is labor-intensive and the
performance of health systems depends on qualified and motivated workers [1-4]. At the
same time, the support of the workforce is crucial to ensure successful implementation of
reforms.

In Latin America, the need to improve the performance of the workforce had been pointed
out in many health sector assessments conducted in the 1970s and 1980s by the United States
Agency for International Development (USAID), the World Bank (WB), other agencies and
independent researchers. (See for Argentina [5-7], for Bolivia [8-10], for Brazil [11], for
Chile [7, 12], for Colombia [12-14], for Costa Rica [15], for the Dominican Republic [16-18],
for Ecuador [19-20], for El Salvador [21], for Guatemala [22-23], for Mexico [12, 24-26], for
Nicaragua [27], for Panama [28-29], and for Uruguay [7].)

From these reports and studies, and notwithstanding the differences among the countries in
the region, we can summarize the problems present during the 1970s and 1980s as follows:

e The skill mix of health personnel was often inadequate to meet the needs of the
communities, and highly qualified staff often performed tasks that could be conducted by
less-trained providers. The health systems of the region were characterized by an excess
number of medical specialists and insufficient numbers of other professionals such as
primary care providers, nurses, pharmacists, public health specialists, epidemiologists,
health economists, accountants, social workers, administrators, communication experts,
planners, health educators, nutritionists, physical therapists and sanitary engineers;

e There was an over-concentration of qualified health personnel in hospitals and urban
centers, coupled with shortages in poor neighborhoods and rural areas;

e A large majority of physicians held at least two jobs, one in the government and one in
the private sector. In countries with fragmented health systems, physicians could even
have three jobs: they worked part time for the social security institute, they worked for the
ministry of health, and also held a private practice. Dual or triple employment generated
conflicts of interests; physicians used the public sector to draw patients for their private
practice, and their productivity in the public post was low and absenteeism high;

e Human resources management systems were weak, largely due to dispersal of
accountability: in many countries the terms and conditions of employment were under the
control of the public service commission or the ministry of finance, and the education of
human resources was under the control of the ministry of education or the private sector.
Ministries of health did not have any input in determining the types and number of
persons to be trained, and their involvement in hiring and managing the health workforce
was limited. Health managers handled relations with the labor unions, had some limited
supervisory roles, ensured organizational adherence to recruitment policies, and were
responsible for some training.

e Salary increases were generally based on years of service. In the majority of countries,
central labor unions negotiated working conditions directly with governments and signed
collective agreements that left administrators with little room to compensate workers
according to performance;

e Personnel decisions (hiring and promotion) were too often guided by favoritism, political
dictates, and nepotism;



e Health professionals were insufficiently committed to the public system due to the
conflict of interests mentioned above, poor personnel management systems and the
perception that wages were low;

e The medical profession strongly dominated the definition of health sector policies and the
regulation of the conditions of practice of all health professions;

e Communication between providers and patients was poor, and providers and service users
had very different social and cultural backgrounds. In countries with Amerindian-
speaking populations, providers did not speak their languages;

e The regulation of training institutions and conditions of practice was weak;

e The training of health promoters and other auxiliary personnel such as dental assistants,
midwives, laboratory technicians, equipment maintenance and repair technicians, and
pharmacy clerks was poor or non-existent, thus their performance was poor.

According to the literature reviewed, these conditions led to low productivity and efficiency;
inadequate equipment; shortages of supplies and drugs; unmotivated and inadequately trained
staff; questionable quality of care; and low users’ satisfaction.

By the mid-1970s, the need to reform the human component of the health services was very
urgent, and the urgency increased with the severe economic downturn that countries of the
region suffered during in the early 1980s. The size of the Latin America health labor force
(about nine million [30]) implied that reformers attempting to resolve the human resources
problems mentioned above needed to dedicate a large amount of time and resources to it.

This paper reviews the impact of the health reforms carried out under the leadership of the
World Bank. Data come from a review of the literature including the leading Latin American
and non-Latin American journals, monographs, documents found in ministries and reform
offices, technical reports, papers presented at conferences and fieldwork carried out by the
authors between 1980 and the present in Bolivia, Colombia, Costa Rica, Dominican
Republic, Ecuador, El Salvador, Honduras, Mexico and Peru.

The World Bank's neoliberal health sector reforms

In the early 1980s, with a few exceptions, countries in the region entered a severe economic
downturn. The International Monetary Fund and the World Bank required — as a condition for
new lending and for refinancing the debts — reduction of public spending. The impact of
structural adjustment programs on health services was severe and compromised the ability of
governments to maintain the physical infrastructure of the facilities, provide the necessary
supplies and equipment, and maintain competitive salaries for the workforce.

The World Bank took advantage of this situation to provide loans to the ministries of health
and social security funds. Together with the loans, the Bank offered guidelines for the
reorganization of the health services according to the ideological economic principles held by
the institution.

The World Bank had started its activities in the health sector in the early 1970s, and by the
early 1990s it was the world’s largest health sector lender. In 1999, the total accumulated
value of health, nutrition, and population loans worldwide amounted to USD 16.8 billion (in
1996 dollars) [31]. By the late 1980s, the Bank placed health financing at the center of its
health policy dialogue with borrowers. In 1987 the Bank proposed four changes [32]: to
impose user fees at government facilities; introduce insurance or other risk coverage systems;
use nongovernmental resources more effectively; and decentralize planning, budgeting and



purchasing for government health services [32] A few years later, it looked at the roles of the
government and the market in the health sector, and described the main components that have
guided most World Bank-led health reform efforts [33]. These principles were reiterated in
1997 [34].

The underlying principles of the Bank-led reforms include the belief that the private sector is
more efficient than the public sector, and that decentralized administrative units are better-
equipped to respond to the needs of the population than centralized governments. The Bank
also proposes to limit government financing to a basic package of services, to be determined
for each country by cost-effectiveness studies and the country’s ability to pay. Services
included in the basic package are made available at no cost to the indigent population;
governments and the rest of the population subsidize them. In the Bank's health reform
model, the role of the state is limited to that of a regulator of the health care market. The
United States health system is closer to the World Bank model than the national health
services or social security funds of other industrial nations.

The World Bank-led reforms did not include strategies to correct the human resources
problems presented earlier, even if some of them had been identified by Bank-sponsored
studies; the World Bank reformers believed that market forces would resolve them. As we
will see, the contrary occurred and privatization and decentralization had some negative
consequences for the workforce. The reliance on the market also hid the structural problems
that needed to be taken into account at the time reformers designed human resource policies.
The implementation process, which was characterized by secrecy, generated dissatisfaction
among health workers.

We have organized our analysis of human resources during the reforms under five categories:
resistance of the workforce to the implementation of a market-oriented health care model;
faulty implementation processes; inadequately trained personnel in managerial positions and
in service delivery; institutional and legal dimensions including insufficient and faulty
information, lack of financial resources, and civil service statutes; and weak regulatory
legislation to ensure the quality of professionals and the performance of the sector.

Resistance to the implementation of a market-oriented health care
model

The neoliberal health reforms intended to change the values that had inspired the Latin
American systems and the relations between the government and the health workforce. Thus,
health would no longer be considered a right; only the insured would be entitled to receive a
broad array of services. Health workers would lose the protection they had enjoyed as public
servants and become part of a flexible workforce (Figure 1).

Humans tend to resist change, but opposition to health reform was compounded by conflicts
with the value system that inspired it. Most Latin American constitutions recognize health as
a right and most governments had adopted Alma Ata’s primary health care principles as their
strategy to promote Health for All. Health policies were based on the principle of solidarity
and fostered cooperation among health workers and also between them and other workers in
related sectors such as education and agriculture [35]. It was assumed that health workers
would do the best for their clients out of a sense of personal duty [4].

Human resource changes were needed to implement Alma Ata, but the budget reductions
required by the World Bank caused a significant deterioration of working conditions. As their
purchasing power worsened, health workers intensified undesirable behaviors to increase



their income. These included levying illegal fees, diverting patients from the public sector to
their private clinics [15], using public supplies and equipment for personal profit [36], and
reducing their productivity in the public sector [15].

As indicated, Latin American physicians have supplemented their income from the public
system by means of their private practice. Physicians value the stability and fringe benefits of
a public post, but as the public delivery system deteriorated in many countries, private clients
became their main source of revenue. By the late 1980s in most Latin American countries
(with the exception of Argentina, Costa Rica, Cuba, Dominican Republic, Guatemala and
Panama), more than half of the health expenditures, including the cost of medicines, occurred
in the private sector [37], and in most countries of the region, personnel expenditures
accounted for about 60% to 70% of the public health budget [38].

One of the objectives of the neoliberal reforms was to create a more flexible labor force by
decreasing the number of tenured public employees and increasing the number of temporary
personnel. This change threatened: the job security of the civil service, a very important
dimension in countries with little political stability and where workers are frequently exposed
to arbitrary political removals; the providers' income, which now would depend on their
ability to compete for contracts and clients; and that which workers expected from their
employer (recognition, opportunities for self-actualization and promotion). The promoters of
health reforms failed to acknowledge that in a politically unstable region, civil service tenure
was necessary to maintain an efficient, productive, and loyal labor force. Predictably, these
threats triggered the opposition of professional associations and unions, led to strikes, and
lowered productivity during the reform process.

Health workers of most countries of the region are unionized [39]. The unions protect the
workers from the politicization of the appointments and promotions, and their leaders
regularly engage in collective bargaining with the managers of the public sector. The stability
provided by the civil service status facilitates the formation of strong union leadership: union
leaders remain in office longer than policymakers.

Labor unions anticipated that the decentralization and privatization of the sector would have a
negative impact on their membership and their bargaining power. Labor unions in Bolivia,
Ecuador, El Salvador, Mexico, Nicaragua, Peru and Venezuela expressed their opposition to
the reforms on the grounds that they were an excuse for governments to relinquish their
constitutional responsibility to ensure access to care and would lead to dramatic changes in
work conditions [39]. In some countries, such as El Salvador and Mexico, unionized workers
successfully stalled or delayed the implementation of the reform.

Analysts of the health reform policies agree with the workers’ concerns. Segall [4] asserts
that a market system does not nurture the service ethic that should characterize the workforce
and leads providers to adopt self-seeking behaviors instead of working in the interests of the
patient or the community. Others worry that the uncertainties generated by the reform, the
stress and demands added to the workforce and the misalignment between the values of the
workers and those of the reformed system are very detrimental to the workers’ motivation [1,
40]. According to Rigoli and Dussault [41] the unions’ fears were justified; union
membership appears to have decreased in recent years.

In addition, health professionals strongly opposed the idea of having their professional
autonomy limited by professional administrators who would force them to adhere to
diagnostic and treatment protocols based on economic principles rather than on technical
criteria. The cool reception that Mexican professional associations offered to foreign



insurance companies and health maintenance organizations is a good example of this concern
[42].

Institutional and legal constraints

The large majority of countries in Latin America do not have accurate information on the
numbers and distribution of the health workforce. There is no centralized entity responsible
for gathering information on the health personnel practicing in the country or in the different
geographical regions, and even when only public sector workers are examined, the numbers
collected at different administrative levels differ (people may move to a different location,
and regional or local governments hire additional staff without reporting to the central
authorities). The reforms worsened the possibility of having accurate information. If the
system is decentralized and the majority of providers are in the private sector, the sources of
information from which human resources data will need to be collated multiplies. The
challenge may be even greater if each agency gathers the information differently, and without
this basic information it is very difficult to engage in human resources development planning
(Figure 2).

Civil service laws and negotiated agreements with worker unions have limited the freedom of
public sector managers to reorganize the workforce; managers had to “administer the rules”
[43] issued elsewhere. For instance, managers could not change the status of public sector
employees to flexible contract workers, dismiss employees, increase workloads or change the
working schedule. They may also have had difficulties rewarding their employees because
the salaries and the conditions of employment were set outside the health sector by the public
employment commission, the ministry of labor, or the ministry of finance or their
corresponding decentralized entities. Reformers did not foresee these limitations.

Managers overcame these constraints by hiring additional personnel under flexible contracts.
In Brazil there are now about 15 different types of contracts for public sector employees; a
significant expansion of the use of temporary workers and contracts without fringe benefits
has been reported in Argentina [44], Colombia [45], Ecuador [2], El Salvador [30], Panama
and Peru [2]. Funds for the temporary positions have different origins, including
extrabudgetary government allocations, revenues generated through user fees, or savings
from positions left empty due to retirements or administrative leaves.

Transferring human resources to other politico-administrative levels was more difficult than
anticipated. Kolehmainen-Aitken [46] and Homedes and Ugalde [47] have suggested that this
is the most complex part of the decentralization process. The fear of transfers caused
discontent and anxiety. On the other hand, managers did not want to absorb everybody who
was transferred [46]. The decentralized personnel felt insecure about the new reporting
mechanisms and the new managers’ expectations, and vulnerable to political crossfire.

Decentralizing human resources is expensive. Prior to decentralization — in countries such as
Bolivia, Colombia and Mexico — local or regional governments frequently hired additional
personnel under different pay scales and benefit packages than those used by the central
government. After decentralization, each decentralized administrative unit had to set pay
scales, fringe benefits, performance assessments and reward systems for its workers. Because
it was not possible to lower the salaries and reduce the benefits of workers with higher
salaries and benefits — generally federal/national workers — it was necessary to bring the
salaries and benefits of all the workers to the level of those who had the most generous
package. Higher salaries and benefits represent an increase in the fixed costs of the system for
an indefinite period.



Moreover, the creation and/or strengthening of the decentralized administrative structures are
often not accompanied by a decrease in the number of federal employees, further raising the
costs of personnel to the system [48]. In Mexico, from 1985 to 1987 the cost of transferring
federal employees to 14 states was 140,000 million pesos (approximately 452 million US
dollars) [49], and in Colombia the World Bank indicated that the cost of transferring state and
departmental health personnel to Cali’s Municipal Health Secretariat was prohibitive [50].

Decentralization has been promoted under the assumption that the proximity of decision
makers to the communities facilitates providing services more in accordance with the needs
of the community. But the decentralized structures' ability to respond to local needs has been
constrained by: the civil servants they inherited, who are often inadequate in terms of skill
mix and geographical distribution; the conditions of employment imposed by other
government sectors and the unions; and the local elite, who do not have in mind the health
needs of the communities and who lobby to have relatives and friends hired by local health
authorities.

In several countries of the region, decentralization has broadened the urban—rural inequities
in the distribution of personnel and in the quality of services [51-54]. Rich decentralized units
are able to offer better working conditions and attract qualified personnel from poorer
municipalities, a sort of brain drain. Similarly, the development of the private sector also
tends to drain qualified resources from the public sector [43].

Inadequately trained personnel

Countries considered the human resource implications of reform only when they faced
resistance from the unions or realized they did not have the financial and human resources
required to implement the reform [55]. The health reform plan in Costa Rica recognized the
ambiguity of the policies and procedures related to human resources but did not modify them.
As planned, incentives were established to increase workers’ productivity and the use of
short-term contracts. These two strategies ended up triggering greater grievances on the part
of public sector employees [43].

The human resources units of the health ministries and the regional and local administrations
were inadequately prepared for the reform (Figure 3). Traditionally they had had a narrow
scope of responsibilities, often limited to managing the relationship with the unionized
workforce, ensuring compliance with national/provincial policies on recruitment and
deployment of personnel, and organizing continuing education activities [56]. The personnel
attached to these departments generally had limited or no human resources development
training [30, 57].

The tasks required by the reform overstretched the capacity of these units. Included among
these tasks were: the development of new organizational structures, defining new job
descriptions, reassigning responsibilities and designing new reporting systems, establishing
performance evaluation methods and assisting all decentralized units to carry out similar
duties in their jurisdictions.

The decentralization of personnel often unveils rivalries and discontent among personnel who
feel unfairly treated. All these issues need to be addressed, negotiated and resolved; and most
human resources units were ill-prepared to lead the process [56]. For example, when the
health system in Bolivia was decentralized, the salaries for several workers in Santa Cruz
were delayed for months. Costa Rica introduced performance-based contracts between the
Social Security Fund (Caja Costarricense de Seguro Social) and the health units, but



according to a senior executive of the Ministry of Health, the targets were set at minimum
levels and some units decreased their level of production [personal communication with the
authors].

The mismatch between the abilities of the workforce and the needs of the system documented
in the 1980s still prevails. The lack of coordination between training institutions and
employers is at the root of the problem, along with weaknesses in the regulation of health
professions and the dominance of physician’s groups on the policy making process.

According to Bach [56], shortages of personnel trained in disciplines such as primary health
care, health economics, public health, health communication, health education, nutrition, and
environmental engineering continue to severely limit the possibilities for improving the
quality and efficiency of the health care system. Only in a very few instances has reform
included the human resources development activities to address these issues. For example,
Costa Rica trained multifunctional teams for their lowest-level facilities and promoted the
training of general doctors instead of specialists [58]. The National Autonomous University
of Mexico modified its curriculum to promote family medicine; it introduced public health
concepts and interdisciplinary experiences around issues related to promoting the health and
wellbeing of the elderly and protecting workers from occupational hazards [59].

In most countries, managerial positions were traditionally given to physicians with little or no
management training [55]. The neoliberal reforms require managers and staff with experience
in specific dominions such as insurance, capacity to write contracts and enforce them, ability
to monitor performance, knowledge of performance-based reimbursement systems, and
expertise in health services research to evaluate progress. Decentralization to the state and
municipal levels generates the need for even more managers, and countries that have given
autonomy to hospital executives to manage their human and financial resources face
additional challenges. With the exception of Chile, countries in the region had limited
expertise in private health insurance [60]; Costa Rica, the Dominican Republic, Mexico and
Venezuela engaged expensive foreign technical assistance to develop performance-based
contracts and management information systems.

The promoters of the reforms recognized the need for good managers but, because they had
heavily criticized the public sector and questioned its role, it was difficult to recruit qualified
staff into managerial positions and, in turn, it was difficult for those recruited to motivate and
retain qualified staff [S6-57]. Most health reform projects included management training.

The Pan American Health Organization [61] evaluated 15 such training programs and
concluded that the training did not change the performance of the systems and that for only
two projects was management capacity improved. The reasons for the failure included:
difficulties in recruiting trainers; inability of the local universities to respond to the needs of
the projects; inappropriate selection of training participants; conflict between project units
and the ministries of health; political interference; and the absence of a human resource
development plan. Theoretically the deficiencies in formal training can be corrected with
supervision and continuing education activities, but this did not occur in Latin America. The
authors of the report emphasize the need for countries to develop comprehensive human
resources development plans to ensure the efficacy and sustainability of the training
programs.

After having spent millions of dollars in training and infrastructure, the region’s capacity to
manage contracts is still limited [62], and when contracts are in place, they are expensive to
administer and the legal system is insufficiently developed to enforce them. In Colombia,

most public hospitals were unable to compete with the private sector and are now bankrupt



[63]. Poor management in decentralized entities has been considered one of the main reasons
for the decentralization failure [64-65].

Faulty reform implementation process

Countries in the region used a top-down approach to define and implement reform. The
implementation was often led by a handful of top health executives, newly created reform
offices, the political elite and international agencies, which in turn contracted for the
technical assistance of international consultants and universities closely aligned with the
neoliberal ideology of the World Bank. In general, there was little interest in involving
professional associations, unions or even local universities in this process [2, 56] (Figure 4).

In Costa Rica the labor unions were involved initially in the reform, but their influence was
undermined by the World Bank and the Inter-American Development Bank, which adopted a
more closed, centralized decision-making style [58]. According to a top executive of the
Ministry of Health in El Salvador, the group preparing the reform operated in secret, and in
his view, the secretive process was desirable because if health workers had participated they
would have created obstacles to its implementation [66]. Indeed, it appears likely that the
labor unions and professional associations in this country and many others would not have
approved neoliberal reforms.

Some authors have offered a different interpretation of the exclusion of the workforce and
assert that it was the complexity of the human resources issues and the need to involve many
players (the ministries of education, labor, finance and health, and professional associations
and unions) in their solutions that led reform promoters to ignore the labor force and other
stakeholders [30].

Regardless of the underlying motivation, the secrecy that surrounded the process of defining
and implementing the reforms produced rumors, confusion and hostility against the reform
among civil servants and professional groups [30, 39, 67-68]. The objectives and processes
by which reforms were introduced were never made clear; and often the reforms were
perceived as responding more to ideological concerns of international organizations, in
particular the International Monetary Fund and the World Bank, than to the needs, resources
and sociopolitical realities of the countries [57]. The president of the Medical Association of
El Salvador said that his association had tried to obtain information about the reform for over
a year and that all his knowledge was based on “rumors and guesswork that led nowhere”
[66].

In addition, health reformers did not consider the strategies and resources needed during the
transition and early stages of implementation; such as allocating new financial resources and
establishing clear communication channels. In addition, as discussed in the previous section,
the reforms failed to adequately train managers who could lead the transition to a new
management system [40].

Inadequate regulatory system to ensure high-quality training and
health providers

The need for regulation increases in health systems where the private sector plays a
prominent role. In Latin America it was not until the early 1990s, largely as a consequence of
the health reforms, that health policy makers became aware of the urgency to regulate the
health system. A regulatory system includes adequate regulations, the institutions to enforce
them, and a judicial system that ensures a timely response in the event of conflict. Enforcing
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regulations is important to guarantee that trained personnel provide safe and adequate
services (Figure 5).

Prior to the reforms, the regulatory systems were poorly developed and, when they existed,
they were not tailored to the needs of consumers and enforcement was very limited [69]. For
instance, the licensing of providers was a purely bureaucratic formality with no assessment of
qualifications. The patronage and bossism observed in many countries were further
expressions of regulatory deficiencies [70].

The number of medical schools has grown spectacularly in the last two decades and, in most
countries, there were no mechanisms to ensure the quality of the training institutions or to test
the abilities of the graduates. The number of medical schools in Chile grew by 68% between
1992 and 2000, in Peru the growth was also by 68%, in Argentina by 61% and in Brazil by
21%. The growth occurred mainly in the private sector [71]. Costa Rica had no private
universities until the 1970s; now there are 70, several of which train health professionals [72].

By its very nature the regulation of the health profession relies heavily on the opinions of
professionals and especially on physicians, who in turn place a great value on their autonomy
and have had little interest in responding to social and political demands [55]. Medical
associations have traditionally opposed health reforms and have had a very strong influence
on health policy-making [29, 66, 73-74].

The dominance of physicians has alienated other professions such as therapists, nurses,
pharmacists, optometrists and psychologists [75]. For example, in Chile the government
proposed to train and use more optometric technicians, but medically trained
ophthalmologists opposed the proposal. After a long negotiation process involving
ophthalmologists, optometric technicians, insurance companies, universities, parliamentary
representatives and consumers, an agreement was reached. The four-year trial period allows
optometric technicians to expand their scope of practice while medical schools take in more
ophthalmologists for training [58].

The regulation of the health professions has a long way to go in Latin America, and it is
probably impossible to establish sustainable regulatory mechanisms in the absence of
political and judicial reforms; for the system to work, it needs to free itself from political
interference [70]. Some argue that the separation between professional associations and
licensing bodies [76] must be increased, and there is general agreement that the perspective
of the general public [75] must be included.

Consequences of the health reform on human resources

Bach [56], Brito et al. [77], Dussault and Dubois [78], Rigoli and Dussault [41] have
identified human resources issues as the main obstacle for the success of the reforms. The
neoliberal health reforms did not solve the workforce problems that had previously been
identified, and created additional ones that have had a negative impact on the health systems
(see Figure 6).

The implementation of the reforms has been uneven in the Latin American region. Technical,
logistical, political and financial problems have surfaced everywhere. While most countries
decentralized, a few — such as Colombia and Chile — managed to significantly expand private
insurance and, with the exception of Brazil, very few have engaged in large contracts with
private sector providers. The most salient feature has been significant changes in hiring
modalities. In Brazil there are 15 different types of contract arrangements [30] and in Peru the
need to expand service coverage led to hiring 10 000 health professionals (physicians, nurses
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and technicians) between 1992 and 1996 under temporary contracts without social security;
by the late 1990s about 12% of the health workers did not have social security [77]. Health
workers in Ecuador have suffered wage reductions, in Mexico with decentralization the states
have increasingly hired temporary workers [47], and in Argentina there has been a rise in
precarious contracts, even fraudulent ones, such as full-time jobs under the label
“autonomous professional” [30].

Another important result of the reform is the surge of multiple jobs, particularly in Argentina,
Brazil, El Salvador, Panama, Peru, Uruguay, and to a lesser degree Chile [30]; that has
caused stress and dissatisfaction among physicians.

A survey of nurses conducted in Argentina, Brazil, Colombia and Mexico [44] revealed that
the reforms increased stressful conditions at work, job dissatisfaction, insecurity from flexible
contracts, malpractice concerns, inter-institutional migration, and new bureaucratic tasks for
which nurses were not trained. The nurses specifically mentioned that they needed to do more
work in less time with fewer staff; and complained about excessive paperwork, including
billing, and about having less time for direct patient care than before the reform. One of the
nurses who participated in the study said “Patients may feel that we really don’t care that
much about them, because we just don’t have enough time to spend with them and really
know what is going on [44].” In a different survey, nurses who had gone through reform
restructuring held more negative perceptions of patient care than those who had not; and they
also expressed a higher desire to unionize [41].

Furthermore, according to the Tavistock Group [79] “cooperation throughout a health care
system can produce better outcomes and much greater value for individuals and for society.
Such cooperation requires agreement across disciplinary, professional and organizational
lines about the fundamental ethical principles that should guide all decisions in a truly
integrated system of health care delivery.” If this statement is correct, by fragmenting the
system through privatization and decentralization, and by introducing competition among
health professionals, the neoliberal health reforms have compromised the quality of care.

Similarly, one of the basic principles of neoliberal reforms — that the efficiency of the system
will increase by using flexible contracts and rewarding productivity — is not supported by the
data. The World Bank conducted an evaluation of civil service reforms in 15 countries and
concluded: “None of the cases reviewed so far have revealed any empirical evidence that the
Civil Service Reform and related Technical Assistance Loans have succeeded in fostering the
needed change in work attitudes, ethics and organizational culture that could lead to greater
efficiency/productivity in the civil service” [1].

Research has also uncovered problems with using performance-based payment schemes. For
example, in health it is often difficult to establish who is responsible for the outcome. Costa
Rica implemented a pilot project in Barva de Heredia in which physicians received an
incentive based on productivity, but this was not extended to the nurses and the other clinic
staff [80]. The project increased the costs to the system without increasing the productivity of
physicians or the quality of care, and as a result the government halted its plans to extend the
model to other health facilities.

Health providers can also manipulate the information to maximize their benefits rather than
the well-being of the patients; and substandard working conditions rather than workers' action
may be responsible for a poor outcome [81]. Mexican providers opposed a malpractice
evaluation system because they did not want to be held liable for errors due to equipment
deficiencies and lack of supplies [42]. Health workers in Costa Rica feared that the focus on
productivity compromises the commitment to patients [58] and discourages the provision of
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services that require extra time, such as health education [2, 55] and mental health
counseling.

Establishing a valid and reliable merit-pay system is extremely complicated; placing too
much emphasis on material rewards may displace more intrinsic motivators such as the
pleasure of doing good, or caring for the patient. Bennet and Franco [1] even suggest that
loyalty to the organization may decrease as the worker becomes aware of more lucrative
opportunities with other employers. This could have serious consequences. Attracted by
NGOs and the higher salaries of private hospitals, the most talented public servants could
leave the public sector. Others raised questions about the sustainability of these strategies. In
Brazil, productivity-based payment systems resulted in increased productivity, but the
increase was not sustained over time and created competition among workers who were
expected to collaborate [82]. For an interesting discussion on incentive systems and
motivation in a different context, see Le Grand [83].

There is a belief among neoliberal economists that private sector workers are more
productive and less corrupt than public employees. Recent hospital studies confirm that
because of fear of termination, absenteeism is less frequent among non-tenured physicians
hired through short-term contracts than among civil servants, but short-term contracts have
not increased commitment to the institution [84]. Corruption continues to be pervasive in
both private and public hospitals, and productivity differences between the private and public
hospitals have not been documented [85]. Costa Rica has attempted to reduce the waiting lists
by contracting for the provision of services with private groups, under the condition that the
recipient of the contract is someone not working for the clinic that makes the referral, a
condition that is often violated [72].

Decentralization can also be seen as a transfer of financial responsibilities from central
government to local authorities, which has the potential to affect wages and job stability [39]
and increase inequity. Poor local authorities cannot compete with the conditions of
employment offered by wealthier municipalities and have difficulties in attracting personnel.
In a decentralized system it is more difficult to structure career ladders, especially for
workers who choose to locate in rural areas [81]; and decentralization can also exacerbate
forms of patronage and political domination. The experience in many countries has proven
that it is more difficult to resist the politicization of decision-making when health managers
interact with local political leaders without central controls [46, 57, 70].

In decentralized health systems, particular attention needs to be paid to establishing good
coordination among those responsible for the vertical program at the central level, the
decentralized administrative units, and the clinical staff. The absence of good coordination
may result in health workers' reporting to two supervisors: the person responsible for the
vertical program and the supervisor of the health facility or region, as is the case in Mexico
[47].

In sum, in the majority of Latin American countries, the neoliberal reforms have not made the
health delivery model more responsive to the needs of the community; have not increased the
productivity of health workers; have had a negative impact on working conditions and staff
motivation; appear to have further compromised the quality of care; and have had a limited
impact on the capacity to regulate the health professions and training institutions.
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Discussion

More recent studies suggest that many of the old workforce problems remain unresolved [56,
70, 86-87]. Even the World Bank, which promoted the reforms, has finally recognized [88]
that the neoliberal strategies are not having the desired impact. The Bank questions the
performance of the private sector and highlights the need to find the institutional
arrangements and policies that best respond to local conditions and resources.

Health reform provided a perfect opportunity to promote and encourage workforce
improvement. Prerequisites for the progress of such processes are political will, effective
relationships between the educational and service-providing institutions, and the open
collaboration of professional groups. However, the reforms had the opposite effect. The
neoliberal orientation challenged the use of conventional regulation strategies because, by
encouraging professionals to seek their own interest instead of the interests of society as a
whole, it questioned whether society and regulatory bodies could continue to trust and have
faith in the criteria expressed by health professionals.

Human resources account for the lion’s share of health budgets, and poor performance had
been identified as the main constraint to efficiency, quality of services and user’s satisfaction.
The values that guided the neoliberal reform and the privatization and decentralization
initiatives worsened the problems affecting the Latin American workforce and added new
challenges. The reform implementation process was also responsible for the failures. The
promoters of the neoliberal health reforms underestimated the importance of involving
professional organizations and unions in the planning and implementation of the reform
efforts, raising suspicion and resistance among organized health workers. In addition, the
reforms were designed in secret and implemented using a top-down approach. The only
significant advance in human resource development in the last 10 years is the increased
interest in strengthening the capacity to regulate training institutions and practitioners.

Solving the problems that affect human resources is no easy task, and probably the solutions
are different for each country; ignoring the problems and hoping that the market will resolve
them is a recipe for failure. Managing change is very complex; embarking on reform without
having secured the collaboration of the workforce and ensuring the availability of sufficient
qualified staff is irresponsible.

The exclusion of the organized labor force from reform discussions is indefensible; the
collaboration and motivation of the health workers is essential to the reform, and the leaders
of the organized groups can assist in informing and aligning the workforce [40, 89].

Policy changes requiring a different skill mix of health personnel require careful planning
because there is a significant time lag between deciding that there is a need to train additional
professionals and having them available. For example, a 10% rise in the number of students
in a medical school produces only a 2% increase in the supply of doctors 10 years later [78].
Most countries did include a training component, but as mentioned earlier it was insufficient,
and part of the problem was that the reform implementation was rushed, without the benefit
of field-testing the underlying theories, gathering evidence on the appropriateness of the
strategies, or learning from the reform experience.

One thing that reforms could have done was to support interventions that, independently from
the reform, some countries had designed to overcome workforce weaknesses. Some
interventions were national programs, others were pilot projects, and there were also
experimental projects. The following are examples of these autochthonous interventions.
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To solve the urban—rural gap and improve equity, most ministries of health in the region
created the obligatory rural health service known as pasantia or servicio social that requires
physicians to spend one year in a rural health center prior to graduation or immediately after
receiving their degree [35].

A few social security institutes have also found ways to reduce health inequities; such is the
case of the Mexican and Ecuadorian Institutes of Social Security (IMSS and IESS). IMSS
organized COPLAMAR, an extensive primary and secondary care program for poor rural
populations, which brought general practitioners and specialists to rural areas. The
Ecuadorian program known as Seguro Social Campesino offered primary care services for
rural dwellers and, when needed, hospitalization at the Ecuadorian Social Security Institute;
this program aimed at reducing the rural-urban gap in a country of which 70% of the
population then lived in the rural areas [90].

Mexico created a training program for traditional midwives who worked in dispersed rural
populations; the objective of the program was to enhance the quality of their services and
reduce maternal and infant mortality [91]. The Ministry of Health of the Dominican
Republic, in an effort to increase health equity, trained and deployed more than 5 000 health
promoters in rural centers. The promoters periodically visited every rural household to
monitor infant growth, promote nutrition and sanitation, and assist in immunization
campaigns [35].

Costa Rica attracted the world’s attention with the Open Walls Hospital, a program that
required the specialists of a regional hospital to schedule — when needed — weekly visits to
dispersed rural populations. The program also intended to convey the message to specialists
that they were not different from other health workers and had an obligation to serve poor
rural dwellers even when doing so would involve personal inconvenience [80].

To enhance the professional status of primary care practitioners, reduce referrals, and
improve quality of care, IMSS created many positions in the specialty of family physician,
forcing the medical profession to recognize the status of the new specialty. Colombia’s
Ministry of Health sent nurses to a graduate health education program taking advantage of a
US fellowship program in order to diversify the human resource composition of the Ministry.

Some of these projects were successful; this was the case of family physicians and
COPLAMAR in Mexico. However, the first 14 Mexican states that decentralized in the 1980s
dismantled the program, transferring it to the states’ departments of health to create the state
health system, and the quality of rural health deteriorated rapidly [92].

Others function poorly, as is the case of the compulsory year of social service in all the
countries where it was established. Similarly, the health promoters program in the Dominican
Republic suffered from insufficient training, lack of continuous education, absence of
efficient supervision, and poor remuneration, comments that can be extended to all health
promoter programs of the region. The Seguro Social Campesino has suffered from inadequate
financing, and plans to extend it to the entire rural population have been placed on permanent
hold.

Other programs were discontinued because of indifference and lack of support from policy
makers. Thus, the Hospital without Walls ceased after all Ministry of Health hospitals were
transferred to the Social Security Institute. Due to budgetary problems, the Colombian
Ministry of Health did not employ the health educators on their return from graduate school.

The health reforms would have provided a perfect opportunity to support and strengthen
many of these and other autochthonous interventions. A proper course of action would have
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been to evaluate the projects that had been developed locally, identify their strengths and
weaknesses, and establish their viability and sustainability. Through trial and error and with
appropriate resources and incentives, many of them are likely to be more effective and less
costly than foreign programs invented by those who hardly know the realities of developing
countries and are inspired by ideological principles and questionable economic theories.

There is much more that needs to be done to improve the training and management of human
resources for health, and very often the solutions depend on the collaboration of a wide range
of stakeholders such as those who produce health workers, those who employ them, those
who pay for their services, those who negotiate working conditions and those who define the
standards of professional practice. It is no easy task and can be successfully accomplished
only if there is strong political will, if there is openness and trust among all stakeholders, and
if sufficient resources and time are allocated to this effort. Most countries of the region have
the capacity to find appropriate solutions to the problems they are facing. Dussault [55]
argued that change is possible only on the basis of shared values, and as we have seen, the
values that inspired the neoliberal reform did not coincide with those expressed in the Latin
American Constitutions and in the primary health care principles that had guided the
development of the health sector during the 1970s and 1980s.

As Segall mentioned [4], it is important to recover the spirit of cooperation among health
providers, and there is a need to take explicit steps to raise their motivation and patient-
centered behavior. Without a motivated workforce, all other efforts to change the system may
be even counterproductive. Policy makers and administrators will have to explicitly identify
strategies that foster collaboration, inner motivation and work ethics, and this may require
abandoning the market orientation of the neoliberal reforms and embracing the values that
inspired the primary health care movement.
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Figure legends

Figure 1. Resistance of the workforce to a market-oriented health care model
Figure 2. Institutional and legal dimensions

Figure 3. Inadequately trained personnel

Figure 4. Faulty reform implementation process

Figure 5. Inadequate regulatory framework to ensure the quality of
professionals and the performance of the sector

Figure 6. Consequences of the health reform on human resources
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a. Health is not a right, and the reformed system is no longer based on the principles
of solidarity and access to health care.

b. Health workers become part of a flexible workforce and are encouraged to
compete, instead of collaborate, among themselves.

c. Worker unions lose power to influence the system and negotiate work conditions of
behalf of affiliates.

d. The reform is an abdication of the responsibilities of the government to protect the
population.

e. Physicians fear losing their professional autonomy.




a. Lack of accurate information on the availability of human resources and their
distribution.

b. Civil service status limits the capacity of managers to change the working
conditions of personnel.

c. Decentralizing human resources is expensive: homologation of salaries and
benefits; hiring of additional personnel.

d. Decentralized governments have limited ability to manage personnel to respond to
the needs of the population.




a. Human resources units are not adequately
staffed, especially to manage change.

b. Lack of management experts, especially
experts in insurance systems and contract
managers.

c. Insufficient numbers of people trained in
primary health care and public health related
fields.

d. Training centers unable to produce personnel
to operate the reformed health system.




a. Lack of involvement of professional associations and labor
unions in the definition of the reform.

b. Secrecy surrounding definition of the reform raises
suspicions among those responsible for implementing it and
predisposes them to resist the changes.

c. Lack of transition plan.




a. Limited quality controls in training institutions.

b. Physician-dominated field that precludes other
professional groups from being recognized as health care
providers within the official health care system.

c. Limited accreditation of health care professionals.




a. Working conditions have worsened, and talented workers migrate to
the private sector or to other countries.

b. The motivation of workers has deteriorated.
c. Productivity and quality may have deteriorated.
d. The uneven ratio of specialists to primary physicians has not changed.

e. The uneven distribution of personnel (hospital and urban bias)
persists.

f. Corruption has not decreased.
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