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For example, qualitative evaluations of disease-oriented country programmes 
have found that the lack of appropriately trained, motivated and managed 
health workers is one of the major bottlenecks in implementing evidence-based 
health interventions to improve maternal and child health, and to address HIV/
AIDS, malaria and tuberculosis.10,11 

Alongside poor infrastructure, inadequate drugs and supply systems and weak 
information systems, severe shortages of health workers are one of the main 
health-system constraints to achieving the health-related MDGs.12 To meet 
the under-five child mortality targets of MDG 4, implementation reviews have 
recommended increasing the numbers of health workers and making better use 
of existing workers.13,14 

These findings are supported by analyses in developed and developing 
countries which show a positive correlation between the availability of health 
workers and improved health outcomes, as well as increased coverage of 
essential health interventions. Research shows, for example, that the density 
of health workers is significant in accounting for variations in rates of maternal 
mortality, infant mortality, under-five mortality and immunization rates across 
countries.15,16,17,18 

Health workers are not just needed to deliver health services. In many 
countries, there is a shortage of scientists and technicians, management, policy 
and logistics professionals and, particularly, staff working in public health. For 
health workers to be productive, they need to be part of a well-functioning 
health system.19

The social determinants of health, such as education, income and employment, 
water, food and the environment, contribute to all major diseases, and tackling 
these will have a large impact on health outcomes. However, synergies with 
the provision of healthcare, especially when it is focused on public health and 
primary care, cannot be overestimated.20

A paradigm change 
is taking place. 
Health is no longer 
seen simply as a 
consequence of 
development but 
as an important 
contributor to it.

Michel 
Kazatchkine, 
the Global Fund 
to Fight AIDS, 
Tuberculosis and 
Malaria
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Figure 4: Health workers save lives

Source: WHO, The World Health Report 2006: Working together for health.
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It would cost US$34 
per capita to provide 
a basic package of 
health services, and an 
extra US$10 per capita 
to train an adequate 
number of health 
workers to provide 
these services.

Addressing cultural issues, including gender and the role of women in health 
and development, is also important. Discrimination at school age can mean that 
girls have less chance of gaining a full education, and consequently less chance 
of achieving highly valued positions, including that of health professional. 
Women often play a crucial role in providing healthcare in the community 
and family, but it is important that voluntary and lower-skilled jobs are not 
perceived as the only roles for women in the health system.21

Global consensus: a real opportunity for 
positive change
Countries, regions and partners have started to respond to the calls for urgent 
global action that have been made by the Joint Learning Initiative, World 
Health Organization (WHO) and World Health Assembly, among others.22, 23

Developing countries respond
In 2006 and 2007, these calls for global action were echoed around the world, 
with a series of regional resolutions and strategies to address human resources 
for health. These include the Toronto Call to Action for a Decade of Human 
Resources in Health in the Americas,24 the Pan American Health Organization’s 
Resolution for a Regional Plan of Action for Human Resources for Health and 
explicit regional goals,25 the Western Pacific Regional Human Resources for 
Health Strategy,26 the Dhaka Declaration by Health Ministers in the WHO 
South East Asia Region,27 the WHO European Regional Resolution on Health 
Workforce Policies,28 the Johannesburg Declaration of the African Union 
Conference of Health Ministers,29 the Douala Plan of Action.30

In Africa, where the problems are most severe, African Union heads of state 
have endorsed the Africa Health Strategy: 2007–2015,31 which identifies and 
addresses weak and under-resourced health services as a root cause of the high 
disease burden – including the shortage of appropriately educated, trained and 
motivated health workers. They have committed to preparing interministerial, 
costed development and deployment plans to address the crisis in the health 
workforce – in line with the Abuja target to commit 15% of the annual national 
budget to the health sector.

Many countries are already actively responding to the challenges. Most 
countries already have a health-sector plan, and many of the 57 countries in 
crisis are placing a focus on human resources for health. The Task Force review 
has identified some examples of large-scale education and training programmes 
currently being implemented (see chapter 3). 

Some countries have plans they are just beginning to implement, or for 
which they are seeking funds. Other countries are at early planning stages in 
developing their health workforce strategies. Still others have ambitious plans 
and goals, but implementation is faltering for reasons that include disparity 
between goals and funding, a lack of country ownership and difficulties 
in coordinating the actions of different players. In addition, the traditional 
reluctance of donors to make long-term financial commitments and to fund 
recurring costs, such as salaries, has been a key limiting factor, although there 
are policy shifts on this issue.32 
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Now is the time 
for action, we do 
not need to keep 
reiterating the 
problems.

Peter Ndumbe, 
University of Buea, 
Cameroon 

Donors and development partners 
Donors and development partners have collectively recognized the need to 
address the shortage of health workers. The World Bank’s health strategy, 
published in 2007,33 focuses on strengthening health systems, including 
sufficient health workers. At the 2007 Summit in Germany, G8 leaders 
highlighted a focus on human resources for health as part of the Scaling Up 
for Better Health process.34 In its G8 Presidency, Japan has continued this focus 
on issues related to health systems and human resources for health. 

The European Union Programme of Action, agreed in December 2006, stresses 
the importance of long-term, predictable financing to address the health 
workforce crisis as part of international efforts, and commits Member States 
to mobilize funding at a global level.35

The global health initiatives such as the GAVI Alliance (GAVI), the Global Fund 
to Fight AIDS, Tuberculosis and Malaria (the Global Fund) and the President’s 
Emergency Plan for AIDS Relief (PEPFAR) have recently started to designate 
some funds to help overall strengthening of health systems. 

More widely, the Global Campaign for the Health Millennium Development 
Goals36 represents a concrete step by multilateral agencies, bilateral 
development partners and other partners to apply the Paris Declaration 
principles on aid effectiveness to the health sector. The focus on a coordinated 
response and on aligning and harmonizing financial and technical assistance 
with national and regional priorities and plans to strengthen health systems is 
a clear sign that scaling up the production of health workers will receive the 
attention it deserves (see chapter 6). 

Increasing demand for health workers in developed 
countries 
In developed countries, pressure on the health workforce will continue 
to increase with a shifting mix of disease burdens, technological 
changes, ageing populations and an ageing health workforce. Norway, 
for example, is anticipating sharp increases in the need for nursing and 
care services, with shortages of between 6,000 and 37,000 auxiliary 
nurses and care workers anticipated by 2025, and a shortage of up 
to 62,000 doctors, nurses, care workers and physiotherapists in total, 
under different economic scenarios.37

In the United States, the Association of American Medical Colleges has 
recommended that by 2015 medical schools increase their enrolments 
by 30%, or 5,000 students annually.38 In the United Kingdom, the 2002 
Wanless Report estimated that by 2022, training places for doctors 
would need to be expanded by a further 50%, those for nurses and 
midwives by 7% and those for other qualifi ed staff by 80%.39
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Seizing the opportunity
There are more than 40 bilateral donors, 26 agencies, 20 global regional funds 
and 90 initiatives in health. Global aid for health increased from US$6 billion in 
2000 to US$14 billion in 2005. Although some of this investment is now being 
channelled to building health systems and the health workforce, with some 
funds specifically allocated to scaling up education and training, it is nowhere 
near sufficient. 

Therefore, as positive as these developments are, it is important to note that, 
overall, the global scale-up of health workers to date has been relatively small 
in light of the challenges and is limited by a combination of capacity and 
resources. 

As this chapter has described, the new global consensus on the need to tackle 
the health workforce crisis provides the opportunity for action. The rest of the 
chapters in Scaling Up, Saving Lives set out in detail the actions needed in 
relation to educating and training health workers, how countries can achieve 
a large-scale increase in their overall workforce, and how the international 
community can assist countries implementing scale-up programmes. 

18  Scaling Up, Saving Lives
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Summary
Scaling up the health workforce is a challenge and an opportunity for 
government leaders. The Task Force has identified nine common critical success 
factors that need to be in place to scale up the education and training of 
health workers. These are drawn from the lessons learnt in countries that have 
scale-up programmes, including a detailed look at 10 countries – Bangladesh, 
Brazil, Ethiopia, Ghana, India, Kenya, Malawi, Pakistan, the United Republic of 
Tanzania and Venezuela. The critical success factors fall into three groups and 
underlie all the proposals in Scaling Up, Saving Lives: 

Political commitment and good governance
1.  Political commitment, including sustained government involvement 

and support
2. Collaboration around a country-led health plan
3. Significant financial investment 

Workforce planning
4. Commitment to short-term and long-term health workforce planning 
5.  Commitment to produce appropriately trained health workers to meet 

health needs
6. Significant expansion of pre-service education programmes

Enabling environment
7.  Good information systems for health workforce and education, with 

monitoring and evaluation
8. Effective management and leadership 
9.  Labour market capacity and policy to absorb and sustain an increase in 

health workers

Together, these interrelated critical success factors provide a foundation to help 
guide national governments as they develop their unique national road maps to 
scale up education and training of the health workforce. Immediate action can 
be taken in all areas – where this isn’t already under way – provided that there 
is sufficient national and international commitment. 

In countries that have been successful, the process is owned by political leaders – 
usually the President and the Minister of Health, as well as ministers of education, 
labour and finance. Such engagement, with committed finance, is often the 
single most important determinant of success. Significant long-term financial 
investment, from national governments but usually also with the backing of 
donors, in education and training as well as subsequent employment, have been 
crucial. The most successful scale-up plans are long-term, flexible and aligned 
with broader development and poverty reduction plans. 

One important issue to emerge from this work is the need for countries to share 
their experiences in scaling up through collaborative ‘real-time’ learning, and 
for longer-term evaluation and research, to improve future policy and practice. 
This chapter discusses each success factor in more detail and uses examples 
from the case studies to illustrate key points (see case study summaries on 
page 101 and www.ghwa.org).

Country-led action towards a 
national road map 3
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Political commitment and good governance
1. Political commitment, including sustained government 
involvement and support
Political commitment, government leadership and national ownership have all 
been critical in countries that have achieved, or are implementing, a large-scale 
increase in their overall health workforce. 

Governments have led the process, from priority setting and planning to 
implementation and evaluation of progress, and from securing adequate 
financial investment to sustaining momentum. Political commitment at the 
highest level – from presidents and prime ministers – has been found to 
drive the process forward, secure adequate financial investment and sustain 
momentum. This commitment also needs to be long-term and sustained, as 
earlier country programmes have shown.

Among the first successful case study countries were Brazil and Pakistan, where 
national leaders continue to support scale-up programmes launched by their 
predecessors during the early 1990s. 

Brazil
Political commitment to scaling up health worker education and 
training in Brazil extends to the presidential level and has been 
sustained through leadership changes. For example, the PROFAE 
programme to train nurse auxiliaries and technical staff was launched 
in 2000 under President Cardoso. It and its follow-up programme, 
PROFAPS (2005–09), have been sustained under President Lula da 
Silva. There has been strong engagement from the ministries of both 
health and education, with the former leading cross-government 
cooperation on health workforce issues.1 

Pakistan
High-level commitment has been critical to sustaining the Lady Health 
Worker Programme since it was launched by the Ministry of Health in 
1994. It is an integral part of the Prime Minister’s Programme for Family 
Planning and Primary Health Care.2 

Many other countries are also benefiting from high-level presidential or prime 
ministerial leadership and support of scale-up efforts. These include Ethiopia, 
Ghana, India, the United Republic of Tanzania and Venezuela. In 2005, for 
example, India’s Prime Minister launched the National Rural Health Mission, 
which aims to increase access to healthcare services by addressing specifically 
the critical shortages of health workers in rural areas. 

In the majority of cases, the Ministry of Health leads the development and 
implementation of plans on human resources for health, and any plan to 
scale up education and training of health workers needs to support and align 
with this, as well as broader national health plans. The relationship between 
the ministries of health and education is especially important, because they 
usually both have responsibilities for the education and training of the health 
workforce. A lack of sufficient communication between them limits the ability 
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of the education sector to ensure an adequate supply of health workers to 
meet healthcare needs.

Cross-government commitment and coordination between the ministries 
of education, labour and finance are facilitated in successful countries, and 
high-level cross-government committees help to ensure synergy with other 
government priority strategies. 

Islamic Republic of Iran
In 1985, the government of the Islamic Republic of Iran established the 
Ministry of Health and Medical Education with the aims of improving 
the country’s development of its health workforce and better matching 
health education to the population’s health needs. The ministry is 
responsible for all aspects of planning, leadership, supervision and 
evaluation of health services, including the education and training of 
health workers.3

Brazil
In 2007, a Presidential Decree led to the establishment of the Inter-
Ministerial Commission on Health Professions Education and the 
government has developed a regulatory framework to support 
programmes for scaling up education and training.1 

The political motivation for different government departments committing 
human resources to health plans and providing resources to scale up production 
and employment of healthcare workers varies. In Ghana, for example, health 
workers are seen as part of the vision to lead the country to middle-income 
status. Similarly, in the United Republic of Tanzania, the focus on developing 
primary health care is set in the context of the National Strategy for Growth 
and Reduction of Poverty. In Venezuela, health workers are seen as a crucial 
component of providing the population with their constitutional right to health.

High-level political commitment is needed in particular to secure long-term 
financial support from international donors. Post-conflict countries warrant 
special mention because the fledgling government is fragile and the Head of 
State and Minister of Health need the support of international organizations 
involved in rebuilding the country to make both the production and retention 
of health workers a priority.

2. Collaboration around a country-led health plan 
Efforts to address the health workforce crisis need to encourage all relevant 
stakeholders in government, private and not-for-profit sectors to work 
together and coordinate their activities around the national health plan, and 
more specifically the national human resources for health plan. They include 
education, labour and finance ministries, professional associations, education 
and training institutions, development partners, all providers of health services 
and civil society. National plans that include a mechanism for outlining key 
player involvement can result in increased ownership and responsibility for the 
implementation of scale-up activities. The case studies show different ways 
that countries can engage with stakeholders from early planning through to 
implementation and evaluation. 



Brazil, for example, has successfully engaged stakeholders and uses an open-
bidding process to involve the private sector in education and training. India 
has based its plans on the three pillars of decentralized planning, community 
ownership and intersectoral collaboration, with wide stakeholder consultation 
achieved. In Venezuela, Barrio Adentro is being led by the ministries of health 
and education and the former has established a National Health Committee 
Coordinating Office to help guide joint implementation. 

Establishing a national coordinating mechanism such as a cross-sector steering 
group or a national health workforce agency can ensure an integrated 
response, provided it has high-level government leadership and support. 

This steering and coordinating role is ideally played by the human resources 
for health unit in the Ministry of Health. Where they are well-supported, 
these units can achieve a benchmark of good governance. Countries in Latin 
America, for example, are committed to strengthening and further expanding 
these dedicated teams within ministries of health to advance the development 
of the health workforce.4 However, many countries do not have a human 
resources for health unit, while the units in other countries are not well 
equipped or supported. Further capacity building in this area is needed.5 

Mechanisms to coordinate development partners’ activities already exist 
in many low- and middle-income countries. In some, the human resources 
component of the national health plan is managed through a sector-wide 
approach. In recent years, donor countries have acknowledged the need to 
align their programmes with – and pledge financial support to – country-led 
national health plans.6,7,8

In Mozambique, for example, a sector-wide approach has been implemented 
since 2000. The health sector plan has been endorsed by all development 
partners, a code of conduct signed outlining rules of engagement with the 
Ministry of Health, and a set of mechanisms put in place to manage working 
arrangements, review processes and financing. The fund of pooled donor 
resources is used to finance health staff positions in several provinces.9 

Malawi
The Emergency Human Resources Programme in Malawi was 
developed and is being implemented through collaboration between a 
wide range of stakeholders. The Ministry of Health and its coordinating 
agencies (e.g. Health Services Commission and Human Resources 
Advisory Committee) are leading, working closely with professional 
associations and the Church Health Association of Malawi, which 
provides 50% of health services and is a key player. Efforts to improve 
engagement with nongovernmental organizations (NGOs) and civil 
society organizations are under way, and there is a strong sector-wide 
approach that coordinates development partner involvement.10

22  Scaling Up, Saving Lives
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United Republic of Tanzania
In the United Republic of Tanzania, the Ministry of Health and Social 
Welfare collaborates and consults with the many players involved 
in health workforce planning and delivery. These include other 
government departments, training institutions, professional bodies, 
NGOs, the private sector, development partners and health workers 
themselves. A sector-wide approach is in place, but some human 
resources for health activities take place outside it, and coordination is a 
challenge. A new strategic plan, to be published in 2008, is intended to 
provide a framework and structure for all activities in this area.11 

In some countries, funding from disease-specific global health programmes 
such as the President’s Emergency Plan for AIDS Relief (PEPFAR), the Global 
Fund and the GAVI Alliance constitutes a large proportion of the country’s total 
health budget, and can exceed the government’s direct contribution. Moreover, 
external funds often arrive earmarked by donors for disease-specific activities. 
In Zambia, for example, only 10% of donor funds in 2007 went towards 
overall strengthening of the health system, with the remaining 90% going to 
priority disease programmes.12 This can lead to the unintended consequences 
of an overspecialized workforce and reduced staff for general healthcare 
facilities. The vertical funds have recognized the impact of their focused 
capacity-building programmes and are addressing the problem. Both the GAVI 
Alliance and the Global Fund encourage proposals to specifically include action 
to strengthen national health systems.

Even so, strong leadership from the Minister of Health and the backing of 
national leaders are needed to ensure that donor-led initiatives – both large 
and small – support national health goals and the ministry’s objectives.

With various stakeholders responsible for different elements of a human 
resources for health plan, ongoing collaboration on implementation is 
also important. For example, all actors need to have clear remits to avoid 
unnecessary duplication of activities. In particular, coordination of government, 
nongovernment and private sectors is often needed to ensure that education 
and training and health service provision meet national goals.

3. Signifi cant fi nancial investment 
Predictable and long-term financing is critical to the successful implementation 
and sustainability of programmes to scale up education and training of health 
workers. Government leaders have to make the case in the international arena, 
health ministers have to convince finance ministers, and finance ministers have 
to secure commitments from development partners. 

An increase in funds is required not only to employ enough health workers, 
but also to invest in education and training infrastructure (facilities, materials 
and faculty), all of which are frequently insufficient or need to be created. 
Adequate, long-term funding is needed to support budgets for health 
workforce education and training in both the Ministry of Education and the 
Ministry of Health. In many countries, the Ministry of Education is responsible 
for producing physicians, pharmacists and registered nurses (high-level cadres), 



while the Ministry of Health is responsible for training mid-level cadres and 
community-based health workers. Only a high-level political decision will 
protect such funds from budget cuts during times of economic downturn or 
when there are competing demands from other sectors. 

Most developing countries could spend more on health in general, and on 
education and training in particular. The 2001 Abuja Declaration called on 
countries to target the allocation of at least 15% of the annual national 
budget to health.13 Few countries in the African Region have managed to 
meet this target.

Even if the Abuja target was met, prevailing economic conditions in the 
countries most affected by the health worker crisis suggest that public funds 
alone will be insufficient to support major efforts to accelerate production 
of health workers (see chapter 7). In these situations, innovative financing 
mechanisms are needed, including investments from international donors 
and the private sector. 

Countries have been most successful when combining government funds 
with additional assistance from development partners or other sources. These 
additional funds may be used to fill gaps in plans or to allow measures to be 
taken that would not be possible otherwise (for example, salary top-ups in 
Malawi). A desire to gradually increase the government’s financial commitment 
over the long term is common. For example, Ethiopia’s Ministry of Health 
is looking to increase government per capita expenditure on health from 
US$5.6 to US$9.6, and plans have been modelled based on three financial 
resource scenarios.14 In India, the current level of funding for the National Rural 
Health Mission is 0.9% of gross domestic product (GDP) and the intention is 
to increase allocation to 2%.15 In addition, a sector-wide approach mechanism 
is being used to pool external assistance, and the Public Health Foundation of 
India is specifically focusing on the use of public–private partnerships. 

There is often great uncertainty regarding the availability of resources, 
especially from external sources. To better deal with financial uncertainties, 
the African Union recommends that countries consider three possible resource 
availability scenarios: one at current or low growth levels, a second anticipating 
greater national commitment and delivery of international promises and a third 
for the resources required to make the desired impact – and then to set targets 
commensurate with these resources.

Malawi
In 2004 the government of Malawi, with support from a sector-wide 
approach and other development partners, launched the US$198.8 
million, six-year Emergency Human Resources Programme. A major 
challenge was ensuring that the programme, and particularly proposals 
for salary top-ups, were sensitive to the country’s tight macroeconomic 
situation. The government committed US$41.7 million and the remaining 
US$157.1 million was met by the United Kingdom’s Department for 
International Development (DFID) (US$100 million), the Global Fund 
(US$40 million) and sector-wide approach partners (US$30 million). This 
total of US$170 million allows for some donor slippage.10 
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Brazil
The government spent US$370 million on PROFAE from 2000 to 2004, 
half of which (US$158 million) was loaned by the Inter-American 
Development Bank. Increases in tax revenue meant that the follow-
up programme, PROFAPS (2005–09), is being funded solely by the 
government. The government has also budgeted US$150 million for 
PRO-SAUDE between 2006 and 2009. The World Bank is providing 
additional funds through a sector-wide approach mechanism to support 
the Family Health Programme more broadly.1

Bangladesh
When an emergency obstetric care training programme was started 
in Bangladesh in 2000, the government bore the cost of salaries (for 
trainers, participants and government project personnel) along with the 
cost of improving training facility infrastructure and related logistics. But 
due to limited government funds, the education and training activities 
were primarily funded by development partners and NGOs. The 
sustainability of the programme became an issue when external funding 
decreased in 2004. A cost extension made it possible to continue 
activities past the original end date of mid-2004, but at a greatly 
reduced level.16

Private-sector investment in education is needed to further expand the 
available funds for scaling up education and training. Private colleges and 
universities represent 25 to 30% of global higher education enrolments, 
although there are significant differences across countries and regions. While 
private higher education represents large enrolments in East Asia and Latin 
America, they are smaller in Western Europe and the Middle East.17 

In many countries, more than half of healthcare services (50 to 80%) are 
provided by nongovernment sectors. These providers could have a stronger 
role in educating and training the health workers they will later employ. In 
Africa, most governments limit private involvement in medical training, due 
partly to historical unease regarding quality. However, with strong government 
oversight through quality assurance mechanisms, the private sector offers a real 
opportunity for expanding training capacity. For example, 85% of graduates 
from the private L’Institut Santé Services in Senegal go on to work in the public 
health system. In the United Republic of Tanzania, the non-profit institution 
Hubert Kairuki Memorial University, in Dar es Salaam, offers professional 
medical degrees and has increased its enrolment six-fold since its foundation in 
1997. Lessons regarding quality assurance can be learnt from Thailand, where 
a standard licensing exam for doctors is taken by students from all public and 
private institutions.18 

Endowment funds are another, less common, form of private investment 
that, if managed well, can contribute to institutional sustainability and foster 
collaboration between students, faculty and administrators throughout 
the world.

In Zambia, only 10% 
of donor funds in 2007 
went towards overall 
strengthening of the 
health system, with the 
remaining 90% going 
to priority disease 
programmes.



Workforce planning 
4. Commitment to short-term and long-term health 
workforce planning 
Short-term and long-term workforce planning should include plans for the 
scaling up of education and training. Good workforce plans are grounded 
in an assessment of financial resources and the capacity of the labour 
market to absorb health workers, and they are complemented by strategies 
for management and retention (see box for a template for a national 
health workforce plan). The 10 case study countries have taken a variety 
of approaches to workforce planning and have adopted a wide range of 
timescales. All have focused their human resources for health plans on 
population health needs, however, and many have demonstrated their 
commitment by including long-term as well as short-term objectives. 

Most countries undertake some form of long-term forecasting and planning 
but, as this is often fragmented, limited to a small number of health professions 
and based on weak data, it can be inaccurate and lead to shortages or 
overproduction.19,20 In addition, in both developed and developing countries, 
there is a tendency for forecasts to be supply-driven and based on the existing 
structure of the workforce, with the assumption that it will remain the same 
over time. However, existing staffing mix and allocation of tasks are not 
necessarily the most efficient, so this assumption fails to take advantage of 
opportunities for improving productivity by shifting skill mix and substituting 
between roles. Such status quo assumptions also make it difficult to introduce 
new roles, technologies and practices and to implement incentives to reduce 
attrition and migration, for example.20 Plans for scaling up education and 
training need to reflect this. 

Planning has been shaped in many cases by the aim of reaching the Millennium 
Development Goals or the implementation of an ‘essential health package’. 
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Components of a national human resources for health plan 

Vision and mission
To set out desired health workforce results: e.g. to ensure adequate numbers of equitably 
distributed and appropriately skilled and motivated health workers. 

Purpose and objectives
To consider the healthcare needs and health sector workforce needed in the short-, medium- • 
and long-term.

To specify the growth and development of different health worker cadres through education • 
and training and to set targets.

To identify the activities and policies needed to support future health workforce development.• 

Guiding principles
Some plans outline core guiding principles in government commitment to health workforce 
development: e.g. a focus on the human resources required to reduce the burden of disease in a 
cost-effective manner. 

Key elements
Situational analysis of health workforce numbers, distribution and gaps; training capacity; and 
priority health needs, including: numbers and types of health worker, health service level, staffi ng 
and facility ratios and public–private mix; numbers, types, distribution and capacity of training 
institutions, and attrition rates; and health status analysis to identify needs and goals.

Current workforce challenges: identifi cation, with stakeholders, of critical health workforce 
challenges in production, retention, productivity and performance of health workers. 

Projection of future requirements: based on health needs, and addressing demographic changes 
and drop-out and attrition rates from schools and workforce. Feasibility analysis includes capacity 
to implement, economic and fi scal sustainability and ability of the labour market to absorb new 
graduates.

Proposed strategies and policy options for meeting future requirements: policy options, including 
wider government policy, to address problem areas as well as short-, medium- and long-term 
strategies.

Economic analysis and fi scal sustainability: ‘costing’ of plan, including capital costs (e.g. education 
institutions and health facilities), and recurrent costs (training costs, health worker salaries, etc.). 
Fiscal sustainability includes predicted economic growth, potential increase in health budget and 
ratio of wages (or personnel emoluments) versus GDP.

Implementation, monitoring and evaluation: implementation of plan against key milestones and 
timescales. Plans are ‘live’ documents to be regularly updated. Progress is monitored within a 
framework of benchmarks and indicators. 

Note: Guidelines on how to develop a human resources for health plan are available at: 
www.afro.who.int/hrh-observatory/documentcentre/policies_plans_guidelines.pdf



Countries such as Ethiopia have a long-term vision with a phased approach 
based on country priorities. Commonly, as in Uganda, skills and distribution of 
current staff, education and training capacity and projected supply are assessed 
and compared with future needs. Demographic characteristics, disease burden, 
predicted loss from the system, productivity and desired staff-to-population 
ratios are all taken into account. Workforce planning and decisions on types 
of health workers should be based on strong analysis and data, although 
data are not always available because few countries have comprehensive 
labour censuses. 

Several countries have acknowledged a need to strengthen their technical 
capacity to carry out health workforce forecasting and modelling. The use of 
external consultants to help develop strategic country health workforce plans 
needs to be combined with local capacity building, otherwise there is potential 
for ownership and subsequent implementation issues within the Ministry 
of Health. Plans on paper need to represent the genuine objectives of the 
government and be agreed upon and understood by all key stakeholders. 

In some cases, such as that of Pakistan, a focus on a particular priority cadre, 
recognized as needed to meet a particular gap in service provision, has been 
sustained over many years, and maintained through the lifespan of consecutive 
policies. In others, such as Brazil and Ethiopia, scale-up has begun with one 
priority cadre and then broadened to include others later. 

As other critical success factors highlight, it is important that the development 
(and implementation) of short-term and long-term workforce plans is led by a 
dedicated team, and that these plans are consistent with the overall national 
health strategy, aligned with other government plans and developed with 
stakeholders. Proper investment in the consultation process has been shown 
to be important. 

Malawi
During Malawi’s planning process, a review of the existing health 
workforce demonstrated acute shortages across all cadres. As a result, 
a comprehensive approach was taken. A conscious decision was made 
to implement activities with a short-term impact, thus buying time for 
the effects of expanded training to be felt. Short-term plans included 
the maximizing of existing training capacity, recruiting overseas staff 
and recruiting retired staff and others who had left the health service. 
Over the longer-term, education and training of 11 priority cadres 
is being implemented using a tutor-incentive scheme to encourage 
people to take up these positions. The ultimate goal is implementation 
of an essential health package, with an initial target to reach Tanzanian 
staffi ng levels.10
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Venezuela
Mission Barrio Adentro is a social welfare programme aimed at 
providing free, quality healthcare as a human right guaranteed to all 
Venezuelan citizens. The ultimate goal is to have one physician (called 
a ‘comprehensive community physician’) for every 1,250 to 2,500 
inhabitants. Given that it would take fi ve to six years before the fi rst 
qualifi ed graduates entered the workforce and about 10 years to 
produce the required 20,000 graduates, defi ned short- and long-term 
plans have been developed to achieve the goal. As part of the short-
term plan, an agreement with Cuba has led to 20,000 Cuban physicians 
working in Venezuela. Over time, new Venezuelan graduates, recruited 
from the communities in need and trained through community-oriented 
programmes, are replacing the Cuban physicians.21 

5. Commitment to produce appropriately trained health workers 
to meet health needs
In all country case studies, the policy decision underlying scale-up programmes 
was taken to improve health outcomes, particularly by increasing the access of 
poor and rural populations to adequately trained health workers. 

The concept of an ‘essential health package’,22 focusing on a country’s major 
burden of disease and tailoring activities to areas of greatest need, is shaping 
planning in many countries including Kenya, Malawi, Nigeria and Uganda, and 
is recommended in the Africa Health Strategy: 2007–2015.23 

In this context, ‘appropriately trained’ has three meanings: first, education and 
training programmes reflect country health needs; second, the mix of skills 
and competencies among the health workforce most likely to have the greatest 
impact on health outcomes; and third, training for reach results in a more 
appropriate distribution of health workers across geographical areas – rural 
and poor areas in particular (see chapter 4). 

Many of the case study countries are carefully tailoring their skill mix, and 
health worker production, to meet health needs. Often this involves an initial 
focus on community- and mid-level workers to meet the high burden of disease 
at the primary level of the health system, and improve healthcare access in rural 
and deprived communities. Thailand followed this path from the 1970s to the 
1990s, rapidly training community- and mid-level personnel, while gradually 
expanding the production of higher-level professionals.3 

In Ethiopia, India and Pakistan this has led to the creation of new cadres. India 
has also involved the community in health service provision and identifying 
their own needs. India’s traditional health practitioners are being brought into 
the mainstream health system, and a new generation of village-level social 
activists (Ashas) are being trained. 

In the Islamic Republic of Iran, rural health workers have been selected 
successfully from local populations and trained locally in the context in which 
they will practise, to ensure they can respond to community health needs. 
Similarly, efforts may be directed at addressing a specific cause of mortality. For 
example, the high rate of maternal mortality in Bangladesh has led to a focus 
on strengthening training for emergency obstetric care provision. 



Ethiopia
The Ethiopian Ministry of Health has estimated that 60 to 80% of the 
country’s health problems are due to largely preventable communicable 
diseases such as malaria, pneumonia and tuberculosis. The Health 
Extension Program launched in 2004 aims to address this through an 
innovative community-based approach focusing on prevention and 
the creation of a healthy environment. With 85% of a population 
of 77.3 million living in rural areas, it is diffi cult to ensure effective 
coverage of essential healthcare interventions. To help, a new cadre of 
health extension workers (HEWs), with defi ned roles delivering essential 
interventions from specifi c health posts, has been introduced. After 
completing a one-year course, HEWs return to work in the communities 
from which they were recruited. The goal is to train 33,000 HEWs by 
2009 – two for every village in the country. This expansion is being 
supplemented by an increase in training across the board, including 
health offi cers and doctors.14 

Ghana 
The Ministry of Health in Ghana has identifi ed as a key priority the 
need to train more mid-level health workers and make a long-term shift 
of resources into this area. This is based on experience on the ground 
and evidence from elsewhere in sub-Saharan Africa demonstrating 
these workers’ cost-effectiveness, distribution and effi ciency. Doctors 
are essential for supervision, but experience indicates that they resist 
rural postings. Much can be achieved in Ghana using mid-level workers 
to serve more remote areas. A system of general training for medical 
assistants that takes about three years with a subsequent two-year 
specialist training option offering a chance of career progression is being 
considered. The intention is to double the training of mid-level workers 
in two years.24

 6. Signifi cant expansion of pre-service education programmes 
All countries that have successfully scaled up have invested in a significant 
expansion in pre-service education and training programmes, as discussed in 
detail in chapter 5. 

Components of an effective education and training programme include: 
an adequate supply of eligible applicants; sufficient production capacity in 
education institutions, including infrastructure, equipment and faculty; available 
resources to increase the capacity and quality of health worker education; the 
institutional ability to retain students; a regulatory framework; and links with 
the health system, with the capacity to employ newly qualified health workers. 

Countries have successfully addressed these factors in different ways. The 
number of students has been increased by boosting qualified applicants, 
increasing incentives for students and reducing attrition/drop-out rates. 
Development of faculty and clinical trainers can result in increased teaching staff 
and teaching capacity. And fully using and revitalizing existing buildings, as well 
as securing private-sector partnerships, can help boost institutional capacity. 
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In Ghana and the United Republic of Tanzania, the initial phase for existing 
cadres is typically to increase intakes in existing institutions. This has involved 
implementing policies to reduce attrition, increasing teaching staff, making use 
of distance-learning technology and adjunct faculty, and utilising additional 
existing health facilities for practical attachments and training. 

Kenya has implemented an innovative e-learning programme through 
computer-based training in hospitals, nursing colleges and health centres, along 
with on-the-job mentoring to upgrade enrolled nurses to registered status. 
Over the longer-term, education and training institutions not normally used 
for health workers can also be adapted and new institutions can be created. 
In Ethiopia, for example, existing vocational training centres and hospitals are 
being used to educate and train health extension workers.25 

In addition to the level of professional appeal, the availability of qualified 
applicants is influenced by population size and educational attainment. 
Eligibility criteria have to be set at realistic levels, and factors other than 
educational attainment are usually considered during the application process. 
In some countries this has been a constraint. For example, in some areas of 
Pakistan, entry-level qualifications for the Lady Health Worker Programme 
were initially too high, resulting in few or no candidates. 

Academic training programmes need to attract potential applicants, and in 
some cases incentive packages, including scholarships, are used. In many 
African countries, the state finances a large proportion of the cost of each 
student. Another critical issue in expanding pre-service education is the 
availability and quality of capacity, including facilities, materials and teachers.

Ghana
Investment is being made in Ghana to expand training infrastructures 
and tutors. More tutors are being trained, and health practitioners 
are being encouraged to spend some time teaching, with allowances 
provided for books and research. Accredited schools are being used for 
nurse- and technical-level training, under the supervision of regulatory 
bodies. New training sites are planned with the ultimate goal of all 
hospitals taking on some training function.24

 Provided it is strategically integrated into the national plan, in-service training 
also serves important functions in the rapid scale-up of the health workforce. 
This can include, for example, orienting health workers towards existing 
national health priorities and bringing staff back into the health workforce. 
However, in-service training needs to be linked to pre-service faculties and 
involve elements of institution building, as far as possible, in order to create 
a sustainable system of continuing education. 



Enabling environment
7. Good information systems for health workforce and education, 
with monitoring and evaluation
Accurate and timely information and data from the health, education and 
labour sectors can be used to inform the development of workforce plans 
and policies, to ensure effective monitoring and to evaluate progress. But the 
reality is that in many countries, including the case study countries, information 
systems are weak and data are poor. 

Most countries are aiming to strengthen health information and data systems 
as part of their national health plans, often with support from development 
partners. In the meantime, countries have no choice but to make the best 
use of available data from censuses, facility-based surveys, research findings 
and other sources, and to combine this limited information with stakeholder 
consultation. 

As part of the National Rural Health Mission in India, an electronic 
management information system network linking all districts of the country 
is being set up. This includes the collection of data related to deployment 
and management, which will be used to monitor coverage, motivation 
and competencies of health workers. In Kenya, a detailed implementation 
timeframe has been laid out in the Health Sector Strategic Plan, with outcomes 
and indicators for which data will be collected.26 

 Malawi
In Malawi, a lack of data when the Emergency Human Resources 
Programme was designed meant using a variety of sources and drawing 
heavily on formal and informal consultation. An objective of the 
programme is to improve the quality of data and establish more 
robust monitoring and evaluation capacity for human resources for 
health. This includes the ability to track the training and deployment 
of health workers.10 

Information and evidence are needed to inform strategic planning and 
decision-making for scaling up education and training. Often a single indicator 
of ‘health workers per population’ ratio is used for health service planning 
purposes. The World Health Report 2006 broadly assessed that countries with 
fewer than 2.5 healthcare professionals (physicians, nurses and midwives) per 
1,000 population fail to achieve adequate coverage rates for selected primary 
healthcare interventions. But this is a simplistic picture and is not considered to 
represent a gold standard. It does not reflect a health workforce model with 
large numbers of community- and mid-level health workers addressing public 
health and primary care needs, which many countries are adopting. A wider 
range of data, including distribution and skill mix of workers, attrition rates and 
capacity of training institutions are needed for successful scale-up programmes 
(see chapter 8).

In countries where high-quality data are unavailable, baseline information can 
be estimated from informal sources, including consultation with stakeholders. 
Tools such as the Human Resources for Health Action Framework developed by 
WHO and the Capacity Project can be very useful for countries and can help in 
standardizing approaches across borders.27 
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Once scaling up has begun, timely data and information are needed to monitor 
and evaluate progress, and facilitate adjustments. Indicators, benchmarks 
and targets need to be chosen carefully to inform implementation: the wrong 
indicators may distort implementation. Most low- and middle-income countries 
lack the resources (human, financial and technical) needed for comprehensive 
monitoring and evaluation. Even a modest investment could yield significant 
returns, and will be important for successful scale-up programmes in future 
(see chapter 8). 

Often, what gets measured is what is most likely to get done. 

 United Republic of Tanzania
The United Republic of Tanzania’s human resources for health 
strategic plan, to be launched in 2008, includes establishing a 
monitoring and evaluation framework. Health service managers will 
be trained in human resource information systems management 
as well as monitoring and evaluation. Human resource databases 
will be established at every level, along with national and regional 
observatories.11  

 Brazil
Brazil is using quality statistical information and a network of 
observatories for human resources for health to provide sound 
information for technical and political decisions. As a result, its 
programmes have clear targets, including an evaluation component.1 

8. Effective management and leadership 
Scaling-up programmes in education and training have been most successful 
when they have been overseen by experienced managers and effective leaders. 
Health managers provide an invisible backbone for health systems; if they are 
not present in sufficient numbers and with appropriate skills, the system cannot 
function. They are needed at all levels to support the development and delivery 
of all aspects of national health plans.

Most countries have acknowledged the need for strengthened management 
and leadership, especially if the number of health service providers is being 
increased. There has been a move towards the use of non-clinically trained 
workers who are competent specifically in management. In Kenya, for example, 
the health plan includes programmes to develop junior and senior managers. To 
better manage the changes being promoted by PROFAE, PRO-SAUDE and the 
Family Health Programme in Brazil, 100,000 local health managers are being 
trained to support municipality-level health services.

An essential function of health managers is to ensure an enabling working 
environment for health workers. This means creating working conditions for 
health workers to be efficient and effective, while at the same time being 
satisfied and motivated to do their jobs. A number of African countries are 
collaborating with the Japan International Cooperation Agency to introduce 
Total Quality Management (TQM) programmes into national health systems.28 
TQM approaches are managerial tools that can be used to help motivate a 
productive workforce.



Ghana
Ghana is placing a particular focus on management and leadership. 
The Ministry of Health is working with the Global Health Initiative of 
the World Economic Forum to set up and pilot a unique public–private 
partnership aimed at addressing management gaps in the national 
health system, through the lending and sharing of people with relevant 
private-sector management skills to the public sector. Ghana has also 
secured support from the World Bank (US$15 million) for leadership 
and management training.29 

India
In India, the National Rural Health Mission places a strong emphasis on 
building management skills at all levels of the decentralized framework, 
and on introducing policies to allow district programme offi cers and 
their leadership to train to become professionally qualifi ed public health 
managers. By the end of 2006 some 700 consultants, including business 
schools graduates, chartered accountants and information technology 
experts had been appointed to state- and district-level programme 
management units.18 

Successful scale-up programmes have recognized that education and training 
programmes need to ensure that a critical mass of managers and leaders 
are available to build the capacity to implement health-sector plans. Some 
countries have engaged the private sector and some have forged links with 
business schools for assistance in this area. Training can help alleviate tensions 
between non-clinician managers who do not necessarily understand healthcare 
provision and doctors who are not trained in management. 

The Latin American Region (Pan American Health Organization) has a clear 
goal in this area, which is to develop a critical mass of leaders with specialized 
competencies in the management of human resources planning and policies, 
at central and district levels.30 

Factors that inhibit effective management at district level include the absence of 
a national health management system. Generally speaking, ministries of health 
lack data on managerial staff and do not have approved competency frameworks 
with defined skill-sets to guide the training of managers. Furthermore, 
monitoring of management in peripheral services (districts, hospitals and 
health centres) does not receive adequate attention in many countries. 

This is a global issue: the quality of managers is often highly variable within and 
among both developed and developing countries. Standards for management 
skills and competencies do exist in some countries, but are not widely available. 
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9. Labour market capacity and policy to absorb and sustain an 
increase in health workers 
Increasing the number of qualified workers through the massive expansion of 
pre-service education is an appropriate strategy to address the health workforce 
crisis; but it is only one part of the solution. Labour markets are shaped by 
supply and demand, not needs. Demand for health workers, reflected in 
employment opportunities and salaries for example, tends to be driven by 
public-sector budgets based on historical levels and political forces. 

Education and training capacity is often very regulated and budgets are not 
responsive to market forces. Wages are not usually flexible and cannot be used 
to send labour market signals, and even if they were, the length of health-
worker training makes the system slow to respond. This situation results in 
the potential for ongoing shortages that are not simply a manifestation of an 
absolute shortage of qualified workers overall in the health sector.

When policy interventions are implemented to increase the supply of labour 
and bring it closer to country needs, care has to be taken to ensure that new 
workers will encounter a job market that can effectively deploy them. This 
requires creating an appropriate fiscal space for employment and the finances 
to do so. Training alone, without corresponding correctives on the demand 
side, is likely to have no effect – or even to backfire.31

Part of the process of health workforce planning in all countries is an 
assessment of the health labour market. In Ethiopia, the training of HEWs 
is being combined with a simultaneous expansion of the primary healthcare 
infrastructure. Thousands of health posts are being built or upgraded to absorb 
and retain the graduates, and two HEW jobs are being made available at each 
health post. The cost of salaries, incentive packages and training for these 
workers is included in the programme budget, and from the start an expansion 
of the total health worker salary bill was negotiated within government and 
with international partners. 

Effective strategies to retain existing staff and increase productivity are also 
critical to the long-term success of scale-up programmes. Health workers 
who are not working can be recruited back into employment in the sector. In 
Malawi and Kenya utilization of these workers has been a crucial part of the 
initial response to the health workforce crisis. Measures include improving the 
attractiveness of jobs; providing opportunities for professional development 
and in-service training to keep skills up-to-date; and using modest incentives, 
such as trainee stipends or performance-based rewards to influence individuals’ 
behaviour. 

Malawi 
Malawi is using a multipronged approach, recruiting back health 
workers who have been lost to the system and scaling up the 
production of 11 priority cadres. Funds have been secured for salary 
top-ups and incentives for hardship posts to encourage equitable 
distribution of staff. Packages, including incentives for basic living, 
are available to improve job satisfaction.10  



Kenya
The presence of unemployed health workers or health workers 
employed in other sectors in Kenya is being used to the advantage of 
the Emergency Hiring Plan. This is a fast-track hiring, upgrade training 
and deployment programme. The plan is to redistribute 800 health 
workers to work in public health facilities on three-year contracts. The 
Ministry of Health leads the programme, which involves many partners 
including several bilateral agencies, such as PEPFAR, the Capacity 
Project, Deloitte and the American Medical and Research Foundation 
(AMREF). Support includes providing funds for the salaries of 
these workers.32 

All country case studies have had to negotiate for increased allocation of 
government funds and/or secure the financial support of development partners 
to produce and employ the expanded number of staff in these scale-up 
programmes. Long-term sustainability, particularly in countries where external 
donors financially support scaling-up plans, may be uncertain. 

A significant role in ensuring sustainability is played by public service 
commissions, which in many countries determine salary structures and 
packages for civil servants. At a higher policy level, ensuring sustainability of 
any policies to develop the health workforce can only work within a framework 
that strengthens health systems and promotes health across various sectors, 
including education, water and sanitation.

Given that training new cadres takes time, short-term or temporary solutions to 
ease the crisis should not be overlooked. Some examples include the use of the 
diaspora and expatriates, bilateral agreements to provide health workers and 
redistribution of existing workers via incentives for rural service. 

The answer to the health workforce shortage lies in achieving the right balance 
between production and retention through effective policy, legislation and 
implementation and with predictable long-term financing. 
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Summary
In this chapter the Task Force examines the evidence related to what types of 
health workers should be scaled up, paying particular attention to lessons learnt 
from past attempts by countries and institutions to educate and train more 
health workers.

Individual countries have to determine what types of health workers are • 
prioritized, both short- and long-term, in education and training scale-up 
plans.

Ministries of health need to take the lead in decisions about the optimal • 
numbers and types of cadres needed to improve health outcomes and to 
ensure that resources are channelled strategically to produce the required 
health workforce. 

In most countries, this means placing an emphasis on community- and mid-• 
level health workers, while continuing to produce higher-level professionals 
and essential management and support workers. Any expansion in the 
numbers of higher-level health workers only impacts after several years, 
refl ecting their longer education and training. 

Community health workers represent the quickest way to increase access • 
to many essential health interventions in rural and urban areas, and to 
ensure that services reach poor communities. Evidence from past experience 
shows that it is essential that community health workers are paid, properly 
supervised and embedded in the health system and its referral structures.

Mid-level workers can supervise community workers and act as a referral • 
point for patients needing higher-level care. 

What types of health worker 
should be scaled up? 4
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Policy context
The Joint Learning Initiative, the World Health Report 2006 and the 59th World 
Health Assembly all emphasize the need for countries to develop strategies to 
meet health objectives with a full spectrum of health workers to operate at all 
levels of the healthcare system, including community health workers, mid-level 
workers, managers, pharmacists, laboratory technicians, midwives, nurses and 
physicians.1,2,3

Finding the right balance has been challenging for many countries. For 
example, in sub-Saharan Africa a reliance on western-based models has meant 
that community- and mid-level health workers now make up only 7% of 
the workforce, compared with around 20% in Brazil and the Islamic Republic 
of Iran.4 

According to the World Health Report, countries experiencing skills imbalances 
‘must revamp their health plans toward a workforce that more closely reflects 
the health needs of their populations, especially by deploying auxiliary and 
community workers’. It suggests that, at a community level, appropriate 
recruitment, simplification of tasks, training and supervision can lead to efficient 
and effective cadres, and recommends a competency-based approach, focusing 
on what tasks different levels of health workers are trained to do and are 
capable of performing. 

Many countries are focusing their health and health workforce plans on the 
implementation of a package of essential health interventions to meet primary 
care and public health needs, which is an approach recommended by the 
Commission on Macroeconomics and Health.5 For example, the African Union’s 
health strategy, agreed by health ministers and heads of state, recommends 
that each African Union country define, cost and implement an essential health 
package, using an integrated approach. It urges governments to determine the 
categories of professional, mid-level and community health workers that will 
provide the appropriate human resource mix for their needs, and ultimately to 
build a cadre of multi-skilled trained staff at the centre of healthcare delivery.6

Figure 5 sets out the main healthcare provider groups, the level of the health 
system at which they operate, their relationship via supervision and referral 
and the management and support workers required to ensure that the system 
functions efficiently and effectively. This is a generalized representation: many 
country-specific variations exist that cannot be captured, such as the relative 
position between medical assistants and ‘higher’-trained nurses. 

Eighty per cent 
of the burden 
of disease in 
Ethiopia is due 
to communicable 
diseases, and 
most cases can be 
prevented or treated 
by community- 
and mid-level 
workers. We must 
use the assets at 
hand and provide 
what we can to our 
communities. There 
is no justifi cation 
for the shortages 
of community- and 
mid-level workers. 

Tedros Adhanom 
Ghebreyesus, 
Minister of Health, 
Ethiopia 
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Although it is up to countries to decide what types of health workers they will 
educate and train and how many, experience from scale-up programmes shows 
that it is important to: 

ensure that the skill mix of health workers is determined by population • 
needs or burden of disease, for maximum impact on health outcomes;

integrate health workers into the health system, operating with • 
infrastructure, an information system, a laboratory system and a 
procurement and supply system for drugs and equipment; 

provide adequate supervision and referral between different levels of the • 
health system; 

ensure coordination and teamwork among all cadres, including community • 
health workers and those in technical or supporting roles; and 

address attrition and retention in the workforce, including remuneration • 
for all, good working conditions, career development and, potentially, 
additional incentive packages for rural service.

Community health 
workers have 
an important 
role to play in 
providing services 
to the poorest and 
most vulnerable 
communities.

Peter Ngatia, 
African Medical 
& Research 
Foundation
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Figure 5: How different health workers fit in a health system
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Community health workers
 Effectively addressing population health needs and tackling a country’s high 
burden of disease require policies that focus on health services provided at the 
community level. The 1978 Declaration of Alma Ata recognized the community 
as part of the health system,7 and a number of countries’ current health sector 
strategic plans formally recognize the community level as an integral part of the 
health system (see the table overleaf). However, in many more countries, the 
role of communities in keeping people healthy and well does not receive the 
attention it deserves. 



Expertise by level of service and intensity

Promotive and 
preventive

Curative and 
rehabilitative

Level 1: Community health services +++++ ++

Levels 2 and 3: Primary health services ++++ +++

Levels 4 and 5: Referral hospitals (public) ++ ++++

Level 6: Teaching hospitals + ++++

Source: Kenya Health Sector Strategic Plan: 2005–10.

The general term ‘community health workers’ embraces a variety of health 
agents selected, trained and working in their own communities, performing a 
diverse range of roles and activities. The main advantages are that community 
health workers can be trained and deployed relatively quickly (in one year), 
they understand the community’s health needs and they give otherwise 
unserved communities access to the health system.8 

An evaluation of the Lady Health Worker Programme in Pakistan, for example, 
shows that populations with access to multi-skilled community health workers 
are more likely to adopt antenatal care, receive medical assistance at birth and 
use family planning services.9 

There is good evidence that community health workers can have a positive 
impact on health outcomes through health promotion and prevention tasks, 
as well as by delivering simple treatments that have typically been carried out 
by higher-level cadres. These include vaccinations, treatment for malaria and 
tuberculosis and case management of childhood illness. Several research trials 
have confirmed that community health workers can be effective in contributing 
to substantial reductions in child mortality.10,11,12

A Cochrane review based largely on evidence from high-income countries 
found that ‘lay health workers’ show promise in promoting immunization 
uptake and improving outcomes for acute respiratory infections and malaria, 
when compared with care provided by doctors and nurses. This demonstrates 
that community health workers have a role in all health systems, regardless of a 
country’s level of economic development.13

However, several enabling factors need to be in place in order for community 
health workers to be effective. Community health workers have the greatest 
impact on health outcomes where a broad approach to their education and 
training is taken, rather than an approach that produces multiple disease-
specific cadres.

Other factors were summarized at a 2007 conference in Nairobi;14 community 
health workers should: 

be paid and trained;• 

have skills and training that focus on the communities’ health promotion/• 
prevention needs as well as on high-impact curative interventions;

be trained by a multi-faceted team of health specialists, with the necessary • 
scope and length of training to determine their specifi c skills;
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The evidence 
base for mid-level 
workers already 
exists, now their 
use needs to be 
scaled up.

Eldryd Parry, 
Tropical Health 
Education Trust, 
United Kingdom
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be selected and supervised by professional health workers as well as • 
community members; and

be linked into the national health structure as an integrated part of the • 
formal health system. 

As described in chapter 3, several countries (Brazil, Ethiopia, Malawi and 
Pakistan, among others) have incorporated their own particular form of 
community health workers into their health system, remunerating them 
appropriately, extending training up to a year and promoting them as an 
essential part of the formal healthcare delivery system. It is important to 
distinguish these ‘higher-trained’ community health workers from the large 
numbers of voluntary, part-time workers who have been produced in the past. 
While community volunteers may play a valuable health-promoting role, and 
can usefully assist other community-based workers, alone they are not the 
answer to addressing the high burden of disease at the community level. Many 
volunteer programmes have lacked sustainability due to the absence of the 
enabling factors outlined above. 

Mid-level health workers
Mid-level or ‘substitute’ health workers have been defined as ‘any cadre being 
delegated tasks normally performed by more established health professionals 
with higher qualifications’.15 

Many types of mid-level workers exist, often in roles unique to a particular 
country, including auxiliary and enrolled nurses, medical assistants, clinical 
officers, health officers and pharmaceutical assistants, among others. They 
work in local health posts, health centres and hospitals. 

Many countries have established a variety of mid-level cadres. In a review of 
47 sub-Saharan countries, 25 identified the use of ‘non-physician clinicians’.16 
Ghana and South Africa are two examples of countries that plan to focus future 
efforts on educating and training mid-level health workers. 

Although there is a need to improve understanding and appreciation of what 
roles they are best suited to, several studies have demonstrated the effectiveness 
of mid-level health workers. For example, non-physician clinicians have been 
deemed competent both in basic diagnosis and medical treatment and in 
specialty activities such as caesarean section, anaesthesia and ophthalmology.15 
In Malawi, little difference was found in patient outcomes between childcare 
provided by medical assistants and that provided by doctors.17 

In Mozambique, nurses with five years’ experience have trained very 
successfully as surgical/obstetric officers, and carry out caesareans where there 
is no doctor – offering a creative solution to the human resource crisis and 
the problem of maternal mortality.18 This is particularly significant as progress 
on Millennium Development Goal (MDG) 5 (maternal mortality) is slow, and 
skilled attendance at birth – and, more specifically, the provision of emergency 
obstetric care – is a crucial bottleneck. The Gambian government’s eye care 
programme, supported by Sightsavers International, was one of the first to 
use mid-level cadres and community health workers in this field, and has 
demonstrated a decrease in the crude prevalence of blindness from 0.70% 
to 0.42% between 1986 and 1996.19 



In several countries, such as Ethiopia, Malawi and the United Republic of 
Tanzania, the HIV/AIDS epidemic is leading to expanded deployment of 
mid-level workers, to increase access to antiretroviral therapy.15 

Mid-level workers are also needed to provide essential supervision to 
community health workers. Ratios depend on country strategies, but to cite an 
example, in Brazil one nurse supervises six community health workers. Ethiopia 
is currently increasing numbers of health officers, partly to provide supervision 
to community-level health extension workers.

Scaling up mid-level health workers has three major advantages. First, it can 
help to maximize cost-effectiveness and efficiency in healthcare provision 
because education and training is shorter than for higher-level workers. The 
training costs for non-physician assistants in sub-Saharan Africa, for example, 
range from US$1,000–US$4,000 per year, compared with the average cost of 
US$8,000–US$12,000 for training a doctor. Second, remuneration is less costly 
than for higher-level workers. In Ghana, for example, antenatal care received 
from doctors is 38% more costly than that from a nurse or medical assistant. 
Third, it can help to combat migration: retention is easier if health workers are 
produced specifically for domestic healthcare needs, and, particularly in rural or 
deprived areas, without internationally recognized skills.15,20 

Like any workers, mid-level health workers need support and supervision, 
and care quality can decline when this is absent. Additionally, if mid-level 
cadres undertake responsibilities and tasks traditionally executed by higher-
level workers, they will justifiably require appropriate incentives and career-
development opportunities. The extent of government involvement in the 
practice of health workers ranges from complete professional autonomy 
to direct state control. Professional protectionism can hinder the shifting of 
responsibilities and tasks. For example, a lack of consultation with professional 
associations in Ghana, Kenya, Malawi and Zambia led to a halt in the training 
of enrolled nurses. In some countries, where certain tasks are legally mandated 
to particular cadres, legislative changes may be necessary to make this possible. 
The recently published global recommendations on task-shifting provide 
essential guidance in this area.21

High-level health workers
High-level medical, nursing, midwifery and pharmacy staff are an essential 
component of all effective health systems. Doctors have advanced diagnostic 
skills and offer essential supervision to less specialized cadres; nurses provide 
essential patient care and supervision, as well. Such workers normally 
require a university or advanced-level degree, and their qualifications are 
usually recognized internationally. This makes them particularly susceptible 
to migration – both internationally and to alternate sectors (such as 
nongovernmental organizations (NGOs) and the private sector) within their 
own countries. 

In addition to increasing production of community health workers and mid-
level health workers, countries need to simultaneously pursue longer-term 
strategies to address the shortage of high-level workers. Strengthening 
community-level health services generates demand for more sophisticated 
skills and services, and an effective referral structure is needed to give people 
access to more specialized care when required. Problems arise when such 
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African-born doctors 
and nurses working 
in OECD countries 
account for less than 
12% of the total 
estimated shortages 
in Africa.
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care is not available. In Ethiopia, for example, health extension workers have 
‘unleashed’ demand for higher-level referral care, which is proving difficult to 
meet. Similarly, analysis in the United Republic of Tanzania has revealed large 
shortfalls in the medical specialist groups needed to provide a package of 
‘essential health interventions’.22 Over the years, the government has trained 
up relatively large numbers of lower-level workers, but it has identified that it 
also needs to scale up the number of higher-level cadres. 

Although migration is an important concern, the massive shortfall in the 
production of trained health workers, at all levels, underpins every other problem. 
For example, African-born doctors and nurses working in Organisation for 
Economic Co-operation and Development (OECD) countries account for less 
than 12% of the total estimated shortages in Africa.23 Doctors, nurses, midwives 
and others are key to a functioning health system, but their training needs to 
be combined with improvements in working conditions and opportunities for 
professional development, as well as incentive packages and higher salaries, to 
improve their retention.

Management and support staff
Management and support staff are also essential to a functioning health 
system. These include general managers, accountants, ambulance staff, 
statisticians, lawyers, medical secretaries, gardeners, computer technicians, 
cleaners, building and engineering staff, skilled administrative and general 
support staff. According to the World Health Report 2006, while management 
and support staff outnumber healthcare providers in developed countries, the 
reverse is true in developing countries. So it is in this group that the greatest 
deficit in competencies can exist. 

In many cases, insufficient numbers of professional managers mean that 
doctors and nurses perform this function alongside their regular tasks, without 
having had sufficient training. This lack of management capacity, especially at 
local levels, has been identified as a key factor preventing the effective use of 
resources and successful scaling up of health services to reach the MDGs.24,25

Given that the private sector often has skills and training capacity in the 
management and leadership disciplines required by health system managers 
(financial, human resources, information technology, project management, 
organizational development), public-private partnerships are particularly 
appropriate for improving the training of health sector workers in management 
and for developing leadership tools.26 

If management and support staff are adequately trained and rewarded and are 
provided with clear roles and responsibilities, they can ensure that services are 
effectively managed, drugs and other resources are available and in the right 
places, diagnostic tests and procedures are carried out, equipment is mended 
and facilities are kept clean.

At a national level, governments need to ensure that they develop, implement 
and maintain functioning management support systems, and also provide 
sustained financial support and coordinated plans for strengthening local 
management capacity.24 Education and training programmes for this group 
need to be factored into all scaling-up plans in order to ensure appropriate 
numbers and skill mix.
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Summary
The need to rethink approaches to health worker education and training is not 
new, but is becoming more urgent. Many countries, both rich and poor, lack 
a robust education and training system that supports their current and future 
health needs. 

Evidence from countries and institutions that have been successful in scaling up 
the health workforce indicates the need for an education and training system 
that is flexible and focused on population health priorities, that links teaching 
with provision of health services and research, and that is supported by policies 
and a regulatory system that foster quality. 

There is a great deal of excellent education and training being undertaken 
in developing countries. But the sheer scale of the challenge and the pace 
needed means that existing innovations and effective practice need to be 
more widely spread. 

This chapter sets out the guiding principles and strategies that the Task Force 
has identified for education and training. They have been drawn from the 
evid ence, the case studies and the experience of leaders in the field. The 
guiding principles are: 

address country health needs and embed education and training in the • 
health system;

increase equity and effi ciencies of scale through innovation in curriculum • 
design and delivery; and 

enhance quality through leadership and collaboration. • 

These principles underpin the following strategies: 

1.  Reduce attrition among students and teachers, and improve accessibility. 
2.  Integrate pre-service and in-service education and training.
3. Develop common educational platforms for different types of health worker.
4. Move learning to the community, using modular education and 

action learning.
5. Increase use of information and communication technologies.
6. Improve education through quality assurance programmes.
7. Build institutional capacity by:

a. expanding teaching capacity; 
b. fostering twinning and partnerships; 
c. maximizing impact through regional approaches; and
d. harnessing public–private partnerships. 

Based on these principles and strategies, the Task Force also sets out in this 
chapter an example 10-year plan for scaling up the education and training 
system for health workers, with short-, medium- and long-term goals. It is 
one component of a national road map for scaling up the production of health 
workers described in chapter 3. 

5 How to build strong education 
and training systems
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Guiding principles
Address country health needs and embed education and training 
in the health system
At the cornerstone of successful efforts to scale up education and training 
of health workers is the ability to respond in a flexible, cost-effective and 
evidence-based way to population health needs and country health priorities. 
Education and training programmes should be competency and outcomes 
based and designed to prepare health workers for the responsibilities they will 
face when they are employed.

Pre-service health worker education in developing countries tends to focus on 
theoretical aspects of health practice, rather than on providing health workers 
with the knowledge, skills and attitudes most relevant to common health 
problems, which range from infections and high maternal mortality to the 
growing incidence of chronic disease and mental illness. 

Because population-level interventions such as tobacco control measures 
appear to be most cost-effective when coupled with clinical and public health 
preventive services,1 it is important to ensure that health worker curricula 
focus on the essential competencies of public health and primary healthcare. 
Embedding health worker education and training programmes within the 
health system itself can familiarize learners with the needs of the community 
at an early stage and allow more effective and efficient tailoring of education 
programmes to meet the health system’s needs.

Institutions have adopted innovative objectives and approaches in educating 
health workers to respond to the burden of illness. Walter Sisulu University’s 
Faculty of Health Sciences in South Africa was created in 1990 with the 
specific goal of producing health professionals for underserved areas.2 The 
Barrio Adentro ‘micro-school’ project in Venezuela carries out all education 
and training in supervised community settings, responding directly to patients’ 
needs.3 The University of the Philippines collaborates extensively with 
government health services in decentralized clinical settings, to help students 
better understand and improve local health systems.

Note: There is a large body of evidence on education and training of health 
workers, of varying degrees of scope and rigour. This chapter reflects 
the available evidence. The evidence base for most of the principles and 
strategies comes from material published in peer-reviewed journals and 
in the public domain, and reflects experience from multiple sources. The 
sources for evidence on leadership, attrition, integrating pre- and in-service 
training and twinning are slightly more limited, and evidence on public–
private partnerships is often not yet published. Further research is needed: 
in particular, systematic reviews and randomized controlled trials are rare in 
this field, and are an important area for future development.

There is a need 
to link the 
education system 
with systems that 
actively promote 
quality of care 
so that one can 
respond to the 
other. 

Andy Haines, 
London School 
of Hygiene and 
Tropical Medicine, 
United Kingdom
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Curricular change in Brazil
Brazil’s PRO-SAUDE programme provides training institutions 
with fi nancial support, through a competitive bidding process, for 
projects aimed at reorienting the health system to meet the needs of 
communities. In 2007, 90 medical, nursing and dental schools received 
funding for curricular changes that promoted interaction between the 
professions, primary care and action learning. As a result of this training, 
the programme aims to expand to 40,000 the number of community-
based family health teams providing primary care.

A multi-sector planning process promoting communication between the 
education and health sectors provides a vital base for scaling up education 
and training (see also chapter 3). Improving capacity to collect and act upon 
health-sector research findings is essential in linking educational objectives with 
country health needs and priorities. The Essential Health Interventions Project 
in the United Republic of Tanzania, for example, links data with strategies for 
improving the health system. Between 1997 and 2002, two health districts 
showed marked outcome improvement, reducing child mortality by 40%, with 
minimal additional investment. 

Increase equity and effi ciencies of scale through innovation in 
curriculum design and delivery
There are well-documented weaknesses in conventional approaches to health 
worker education programmes. These include overspecialization in scientific 
and clinical disciplines; a lack of relevance to actual health practice; protection 
of territory among health professions; structures for certification that lock 
health workers into narrow professional streams; low scope for educational 
institutions to manage autonomously their courses and staff; and a low priority 
placed on teacher training and excellence.4

Often, pre-service curricula for health workers tend to overemphasize 
theoretical knowledge and practice in well-resourced tertiary hospitals, with 
less emphasis on the competencies needed at the primary care level. As a 
result, graduates’ ability to deal effectively with real-life health needs may be 
compromised – particularly where there are few resources and limited access to 
equipment and technology. The education system may also fail to ensure that 
competencies fulfil accepted intervention standards, such as in the training of 
skilled birth attendants.5

Finally, there is the possibility that most curricula are, in themselves, wasteful. 
Education programmes tend to include material that is not directly applicable 
or relevant to prevalent health problems. As a result, curricula are overly long 
and contain numerous redundancies. Rethinking, streamlining and focusing 
the curriculum with the objective of shortening overall duration of pre-service 
education programmes will result in accelerated production of health workers.

In scaling up we 
need to resist the 
temptation merely 
to create more 
of the same. We 
need to increase 
productivity and 
effi ciency by doing 
things differently, 
such as through the 
use of technology 
and a signifi cantly 
larger role for the 
private sector. 
Scaling up is not 
merely about 
numbers. 

Srinivas Venkatesh, 
National Institute 
of Communicable 
Diseases, India
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Reducing education and training time in Ethiopia
Improvement collaboratives can be used to make curricula more 
relevant. For example, the Millennium Medical School in Ethiopia tailors 
its education programme to meet Ethiopia’s health needs and reduce 
education and training time to three-and-a-half to four years from 
six years. 

Curriculum innovation can promote lifelong learning for health workers. 
Students may progress along a continuum through pre-service higher 
education institutions to certification, and then access in-service training at a 
pace and in a style that reflects the health needs of the people they serve. Such 
an approach enables workers to develop the competencies to meet the burden 
of illness of the population. The most effective interventions are likely to be 
those that can be used to develop the full spectrum of health workers, based 
on adult-learning principles and engaging students in the community. 

In addition to focusing on the acquisition of appropriate and relevant 
knowledge and observable clinical skills, the backbone of innovative curricular 
content includes grounding in communication skills, critical thinking, teamwork, 
human and patients’ rights awareness, and the contextual lessons of the social 
and behavioural sciences. Competencies allowing graduates to continually 
assess and analyse their community’s needs and to advocate on its behalf are 
also part of this curriculum. 

By creating opportunities to use shared teaching tools, non-traditional teachers 
and extended or year-round academic calendars, curriculum innovation can 
also contribute to significant efficiencies of scale. Due to increasing reliance on 
information and communication technologies in health worker education and 
in healthcare services, students need to become competent in their use.

Finally, given the paucity of teachers, it is important that the curriculum, 
particularly at the in-service level, prepares learners to teach those who follow. 
Including teaching as a core competency, as is the case in countries such as 
Australia, Canada, the United Kingdom and the United States, and providing 
learners with the opportunity to develop their teaching skills will add significantly 
to the stock of teachers. In Ghana, health practitioners are encouraged to spend 
a portion of their time on teaching, and receive an allowance for books and 
research for this.

Enhance quality through leadership and collaboration
Despite the challenges countries face in scaling up health workers, many 
talented and dedicated academic leaders work in less-than-ideal circumstances 
to create effective learning environments, and have established innovations in 
resource-limited contexts.

To continue doing so, they need resources, decision-making tools and 
institutionalized support.

Scale-up cannot 
happen without 
leadership 
from education 
institutions and 
professional 
societies, as well as 
from government 
and communities. 
We need long-
term commitments 
to secure 
sustainability. 
Outside voices 
will not motivate 
and sustain change 
in countries; 
leadership must 
come from within.

Nelson K. 
Sewankambo, 
Makerere 
University, Uganda
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Education institutions can use ideas from other sectors as a basis for innovation. 
Fostering communities of learning can be a particularly valuable approach 
in leading and managing country-level scale-up.6 The World Bank’s 80 
such initiatives provide unique opportunities for education leaders to share 
innovations in curriculum development and delivery, and to support each 
other’s efforts. A similar example of communication among stakeholders is 
Project UNI, which links 23 Latin American universities with local communities 
and public health services to implement systemic change.

There are many ways of improving collaboration and sharing of information 
among education leaders to stimulate and sustain innovation. These include, 
among others, networks of academic partners in developing and developed 
countries, ‘clearing houses’ for open consultation and advice on specific 
problems, and more systematic global partnerships for sustained linkages, 
learning and support. 

The International Finance Corporation’s Global Business School Network, for 
example, links business schools around the world, including in Africa and Asia. 
It aims to enhance the institutional capacity of business schools in emerging 
markets and strengthen the skills of managers by expanding opportunities 
for their education and training and sharing of knowledge and best practice. 
Health training institutions could replicate this model.

Another example is the quality collective, designed by the Institute for 
Healthcare Improvement and piloted in Malawi and South Africa by the United 
States Agency for International Development and the Quality Assurance 
Project. Originally designed to improve healthcare quality, these collectives 
can also improve curriculum renewal in education. 

The quality collective’s main advantages are its low cost and empowering 
process: the collective’s leaders help identify the specific problem to be solved 
and then assist as members determine the changes required through short 
peer-learning conferences. Between conferences, members return to their 
own work environments and use new insights to implement change. Regular 
progress reports refine goals and approaches as necessary, and resistance to 
change is diminished because the work is done by respected local experts.

There is scope for a wide range of different partnerships – between 
governments, academic institutions, nongovernmental organizations (NGOs), 
service providers and others. If strategic and sustained over the long term, they 
offer an excellent opportunity for shared learning, exchange of information and 
staff and mutual benefit to all agencies involved.7 

Key strategies
1. Reduce attrition among students and teachers, and 
improve accessibility
Attrition of health workers is a serious problem. In Zambia, for instance, rates 
have been estimated at between 25% and 50% over five years, with death 
and migration as major contributors.8 These rates are mirrored in education 
institutions, resulting in serious shortages of teachers for existing students who 
require clinical placements, and ultimately undermining efforts to replace health 
workers lost from the system. 

Why are there high 
levels of attrition, 
and how can we 
combat them? 
Health workers – 
actual and future 
– don’t see a 
meaningful future. 
They need to have 
confi dence in the 
system, feel that 
they can contribute 
meaningfully and 
be valued and 
respected. 

Moretlo Molefi , 
NEPAD e-Africa 
Commission, 
South Africa
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Student attrition is also high. In pre-service education, wastage ranges from 
10% to 40% annually in four sub-Saharan countries.9 Retaining more students 
through initiatives such as need-based financial aid and quality housing, 
may have a quick, cost-effective impact on health workforce scale-up. In 
South Africa, for instance, Walter Sisulu University has developed an attrition 
reduction programme by providing academic support for students with 
inadequate secondary school backgrounds.

An important factor in retention is accessibility to health-discipline careers. With 
appropriate support structures, admissions policies that promote the participation 
of students from disadvantaged backgrounds or the underrepresented gender 
will improve accessibility and will likely produce more graduates prepared to 
work in underserved communities,10,11 improving health-system equity for both 
providers and patients.12 Initiatives to improve the workforce’s gender balance 
will also improve the accessibility of careers in health. Increased scholarship 
opportunities may also promote equity in this area.

An additional accessibility factor is the location of education facilities. Most 
health worker education and training institutions are located in urban centres, 
as are most health-service facilities, and their focus on hospital-based 
instruction may not reflect the most prevalent community needs. The 
development of new higher education institutions and campuses of existing 
institutions distributed into rural and urban disadvantaged communities would 
improve access for both students and citizens needing health services.

Improving access with micro-schools in Venezuela
Venezuela’s Mission Barrio Adentro aims to fully embed health worker 
education in the local health system for the benefi t of students and 
patients. Dispensaries in underserved areas are staffed by Cuban health 
professionals to become micro-schools; their students (many recruited 
from disadvantaged backgrounds) receive supervised practical training 
in groups of fi ve to ten. Since 2005, the programme has created 10,000 
new educational places.

2. Integrate pre-service and in-service education and training
Pre-service curricula that emphasize lifelong learning and relevant health issues 
and competencies better prepare graduates for in-service work and ongoing 
training. Lifecycle, modular approaches to learning, which allow health workers 
to access training or join the workforce at different entry points, promote 
career ladders – a potentially important tool for enhancing health worker 
performance. 

Health workers generally enter pre-service education after completion of 
secondary school. It is necessary to ensure that there are enough qualified 
secondary school graduates to allow successful transition to tertiary education, 
on the one hand, and sufficient pre-service capacity in tertiary education 
institutions to receive the students, on the other.

But a health worker’s lifecycle of learning does not end with the completion 
of pre-service education. Lifelong learning requires a commitment to ongoing 
education and training and upgrading of skills and competencies. Indeed, 
in-service or continuing education over a 30-year career may exceed that of 
the three- to six-year pre-service segment. In-service education, then, is a vital 
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aspect of health worker production scale-up in both developed and developing 
countries, but the evidence for its effectiveness as currently organized and 
delivered is not clear.13,14

Improving health worker performance requires much more than knowledge 
and skill. In general, it appears that multifaceted interventions addressing 
multiple determinants of performance are likely to be more beneficial than 
single interventions. There is need for an international initiative to build the 
research base for beneficial, cost-effective approaches to achieve and maintain 
high-quality health worker performance.15

In-service training is often disease specific and not integrated with the broader 
health system. Frequently, health workers are educated off-site from their 
workplace, incurring high opportunity costs and disrupting care delivery for 
questionable improvements in long-term performance. Not infrequently, in-
service programmes are provided to correct skill deficits that should have been 
acquired during pre-service education.16 Redesign of the pre-service curriculum 
to reflect health needs will provide a more substantial base for effective, 
continuous in-service learning.

Providers of in-service education include higher education institutions, 
professional associations, NGOs, vertical programmes and the private for-
profit sector, including drug companies. At the very least, in-service education 
and training programmes require policy and supervisory environments to 
support the care delivery strategies they teach.17 Coordinated, multifaceted, 
institution-led and locally delivered continuing education programmes may be 
the best option to ensure quality in-service education that is integrated with 
national health system needs. They should provide some form of validation 
once completed, and should include ongoing recertification programmes 
that disseminate new and updated knowledge and promote participants’ 
progression along career ladders.

Continuing education in Bangladesh
Bangladesh is moving towards more comprehensive career ladders 
through a competency-based continuing education programme on 
emergency obstetric care. The programme, in which medical offi cers 
and nurses train in teams, can be counted towards further specialized 
degrees and requires participants to commit to two years of service 
in a rural area. Efforts are under way to expand the number of 
places, to harmonize this and other midwifery qualifi cations, and to 
better incorporate the courses into a ‘career ladder’ and certifi cation 
framework.

3. Develop common educational platforms for different types 
of health worker
A common educational platform refers to aspects of a curriculum that focus 
on the general knowledge and skills needed by more than one type of health 
worker, and that can provide a common knowledge base for students in all 
disciplines. These often use shared facilities and learning objects, teachers who 
can instruct and supervise different cadres, and curricular approaches that can 
be tailored to specific purposes. 
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At the pre-service level, many health worker schools currently train several 
cadres of health workers in relative isolation from one another. Common 
platforms, including multipurpose education institutions, can enable institutions 
to shift their teaching focus to support the changing needs of the health 
system. Incentives to stream students from the platform into particular cadres 
according to evolving need can contribute to this flexibility.18

The Xochimilco health sciences modular programme at Mexico’s Universidad 
Autónoma Metropolitana prepares students for work in primary care settings. 
It features a common intake year that focuses on general competencies before 
students opt for a specific focus on medicine, dentistry, nursing or nutrition. 
Jimma University in Ethiopia is using a team-based learning approach in which 
groups made up of more than one cadre are educated together (see box). Both 
examples help improve mutual respect and communication among workers, 
increase professionalism and help reduce errors. They are often carried out in 
district health centres under the most relevant supervisor, regardless of that 
supervisor’s profession or discipline. 

Team-based learning at Jimma University, Ethiopia
Team-based education has operated since 1990 at Jimma, where 
teams of 20 to 30 fi nal year students in medicine, nursing, pharmacy, 
laboratory science and environmental health are posted to district 
health centres. There, they deliver services ranging from nutrition 
promotion to primary care and basic laboratory services, becoming 
familiar with the health centres and with their fellow students’ 
disciplines in the process. The programme is managed by a central 
offi ce within the university. The school is also developing a geographic 
information system data centre to manage the epidemiological data 
gathered during these placements.

In-service education and training can also benefit from the use of common 
platforms, particularly through team-based scenarios or common teaching 
tools used in in-service courses for several cadres. And they can be useful for 
retraining health workers who have left the system, reducing the need for 
significant scaling up of pre-service education. 

The detailed understanding of different cadres that can be conveyed through 
common platforms may also facilitate changes to skill mix at the point of need 
(often called ‘task-shifting’).19,20 The use of competent and supervised alternate 
providers has been found to be highly effective. In Mozambique, the outcomes 
of caesarean sections carried out by trained medical officers were comparable 
with those carried out by specialist obstetricians. Strategies for task-shifting 
are most effective when they are embedded in effective systems of education, 
supervision and referral. For example, simply increasing the number of skilled 
birth attendants engaged in solo practice will not significantly reduce maternal 
mortality if access to the facilities and expertise needed to manage complicated 
deliveries is not also improved.

4. Move learning to the community, using modular education 
and action learning
Public health and primary care can act together as a unifying focus for 
curricular renewal. Education systems that are well integrated with health 
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systems mean that curricular design can respond better to local health needs. 
Higher education institutions using a distributed education model with satellite 
sites in rural and remote areas can also offer unique advantages.

The concept of community-based education and service (COBES) was 
developed at Ilorin University in Nigeria in the 1960s, and is now used by 
training institutions around the world, including in India, South Africa (see 
box) and Malaysia. COBES approaches prepare students to address the priority 
needs of local communities, emphasizing partnership, problem solving and 
health promotion. They allow students to progress gradually from basic health 
education activities to the provision of clinical health interventions. Key to their 
success has been support at the highest level of the institution; close, formal 
consultation with the community; and a commitment to serving rather than 
simply studying the communities where students work.21 

At the Faculty of Health Sciences at Moi University in Kenya, students work 
on existing community-based programmes, such as nutritional counselling 
or maternal health initiatives, as an integral part of their training. The final 
two years of the University of KwaZulu-Natal’s Bachelor of Nursing uses 
community-based courses for field placements. Other streams allow nurses 
to use full-time work experience to upgrade their qualifications. 

COBES-based curriculum at Walter Sisulu University, 
South Africa
The medical school at the University of Transkei Unitra — now Walter 
Sisulu University — was established in 1985 with the mission to 
produce physicians with the necessary technical and social skills to 
provide healthcare in rural and disadvantaged communities. Realizing 
that traditional teaching approaches would not achieve their objectives, 
the medical school adopted a problem- and community-based 
curriculum, which is now being used throughout the parent Faculty 
of Health Sciences.

The school has developed extensive partnerships with the community 
– community members participate in curriculum development, student 
selection and evaluation, and community-based practitioners hold 
full faculty appointments. In addition to providing health services, the 
school and its students address other local development needs, such 
as access to basic education and safe drinking water.

Post-secondary education programmes are generally longitudinal. However, 
the practical goals of health workforce development mean that a modular 
education approach may be equally effective, in which modules of coursework 
are separated by periods of action learning or supervised fieldwork within a 
healthcare team. Modular education enables students to acquire increasingly 
complex competencies, including management skills, while gaining experience 
providing healthcare services. As in the Xochimilco programme outlined above, 
effective links between course modules and field placements are key to the 
success of modular education, so that the placement reinforces the lessons of 
one module and introduces new issues to be explored in the next. 
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5. Increase use of information and communication technologies 
Information and communication technologies (ICTs) are revolutionary tools in 
facilitating and promoting pre- and in-service education, including approaches 
such as COBES. The African Union Second Decade of Education has recognized 
the central role of ICTs in enhancing the quality of teacher training and the 
educational experience in general. The 2006 Latin American Conference on 
United Nations Millennium Goals and ICT stressed the role of ICTs as a tool for 
progress, to improve health system management and education accessibility.

Globally, 19% of the population had access to the Internet in 2007. This figure 
ranges from 4.7% in Africa to 70% in North America. Despite ongoing cost 
and speed barriers, growth of access between 2000 and 2007 in Africa and 
Latin America was, respectively, 3.5 and 2.2 times that of the world average. 
Africa also has the world’s highest ratio of mobile to total phone subscribers 
and a mobile subscription growth rate of double the world average.

In light of these numbers, ICTs represent an extremely promising approach 
to increase access to health worker education.22,23 Technologies such as the 
Internet, mobile phones and personal digital assistants (PDAs) are being used 
in developing countries in promising ways. The use of satellite technologies, in 
particular, will significantly increase access to broadband at decreased cost, and 
improving penetration into low-income countries may depend on initiatives 
that bring the public and private sectors together.

A benefit of ICTs is that national boundaries do not limit access and 
participation. Higher education institutions can increase the number of course 
offerings and expand the reach of existing teachers through synchronous and 
asynchronous distribution of audio and video streaming of lectures, small-
group teaching and other materials. A teacher in Ghana can teach the same 
material to students in any English-language school. In Brazil, using distance 
education approaches, PROFAE has trained more than 13,000 new teachers 
since 2000. Free and open-source learning materials and greater use of Web 
2.0 or social networking learning approaches – such as the People’s Open 
Access Education Initiative, which aims to build global public-health capacity24 – 
are becoming a cornerstone of distance and electronic education.

An additional benefit is that ICTs can be used for multiple purposes, ranging 
from the registration of births to teleconsultation and open learning. For 
example, Canada’s International Development Research Centre has partnered 
with the Mongolia National Medical University to introduce both telemedicine 
facilities and low-bandwidth continuing distance education for health workers.

Computer-based training in Uganda
A 1999 trial of a computer-based package, which included facilitated 
classroom sessions and hands-on clinical practice to train Ugandan 
health workers in the Integrated Management of Childhood Illness 
framework, resulted in achievement and knowledge retention equal to 
that of the standard in-service training course, while requiring fewer 
training days and facilitators (nine days vs. 11, and four facilitators vs. 
six) and costing nearly 30% less overall, excluding the costs of software 
development. Trainees were also enthusiastic about the approach. In 
this case, ICTs both improved learner satisfaction and lowered cost.25 
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The ability to dissociate time and distance from learning activities and the 
ability of learners to study while they deliver service are key features of RAFT, 
an Internet-based programme in francophone West Africa and of AMREF’s 
computer-based approach to training Kenyan nurses. ePortuguêse, a WHO-
sponsored portal for health-related institutions in Portuguese-speaking 
countries, offers comprehensive health information resources to improve 
health systems.

6. Improve education through quality assurance programmes
To improve quality standards, particularly in light of an increase in private sector 
educational provision during the past 20 years, several countries have instituted 
quality assurance processes. A wave of new national certifying bodies in Latin 
America during the 1990s and those currently emerging in many sub-Saharan 
African countries26 are part of this trend.

Quality assurance is a term given to the systematic review process that 
determines whether a higher education institution meets standards of 
education, scholarship and infrastructure. Approaches to quality assurance 
include academic audits and institutional or programme accreditation. The 
ultimate objective of quality assurance is to improve the educational process, 
the curriculum, the teachers and, ultimately, the graduates. It assures the public 
that a programme of study prepares competent practitioners for the country’s 
health priorities, provides institutional accountability and allows each institution 
to undertake self-assessment to guide future change. 

The presence of quality assurance mechanisms may allow governments to 
develop a more effective mix of public and private sector education providers 
by licensing only those that meet accepted standards.27 When performance 
does not comply, governments have the authority to impose stringent 
conditions to promote improvement.

 Quality assurance bodies may be run by government, as in El Salvador and 
Nepal, or by external third parties, as in Ghana and the Philippines. Because 
quality assurance is expensive to carry out in terms of both personnel and 
cost, countries might consider creating regional accreditation bodies as an 
economy of scale. Recent examples of initiatives within regions with similar 
health needs include the Caribbean Accreditation Authority for Education in 
Medicine and Other Health Professions, established in 2003. Through this 
initiative, Member States of the Pan American Health Organization (PAHO) 
committed to ensuring the accreditation of 70% of health worker schools by a 
recognized accreditation body by 2015. Another example is the nursing school 
accreditation framework developed by the East, Central, and Southern Africa 
College of Nursing. 

The World Federation for Medical Education and the Conférence Internationale 
des Doyens des Facultés de Médecine d’Expression Française promote 
international standards for quality improvement in medical schools and advise 
institutions on the development of accreditation standards. The International 
Pharmaceutical Federation has also developed a comprehensive set of 
educational standards for undergraduate or pre-service curricula.28 
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Accreditation initiatives may also prompt efforts to improve the credentialing 
of individual graduates. Fewer than 60% of developing countries require 
graduating medical students to pass national certifying exams. In Africa and 
South East Asia, this figure drops below 40%.29 Graduates of programmes 
that have been assessed against rigorous quality standards carry a stronger 
legitimacy in the workforce. The International Council of Nursing has 
developed a framework for such standards, identifying the key competencies of 
nursing graduates that can be used to gather data for analysing and comparing 
standards of education. 

7. Build institutional capacity
Health worker education and training institutions in many countries aim 
to scale up their capacities by expanding the number of qualified teachers, 
building on twinning and partnerships, and exploring regional approaches to 
their work. First and foremost are cost-effective approaches maximizing the use 
of existing capacity in the country. In the longer term, significant investment, 
with scope for novel approaches to financing and enhanced public–private 
partnerships is needed. 

a. Expanding teaching capability
One major obstacle to scaling up education in developing countries is the 
severe shortage of qualified teachers, which constrains the implementation of 
innovative learning approaches. These shortages exist for the same reasons as 
underlying health worker shortages: poor working conditions, low pay, limited 
career advancement and no access to study leave. Scaling up the numbers and 
capacity of teaching staff is a vital prerequisite for scaling up education. 

National and institutional policies that promote the use of non-traditional 
teachers from different backgrounds will increase the range of available 
instructors, as well as promote quality teaching within a new curriculum 
environment. Other options for scaling up teachers in low-resource 
environments include:

providing a supportive work environment through meaningful incentives • 
(in Malawi, one faith-based organization doubled its staff of nurse tutors 
by providing targeted salary supplements and free staff housing);

hiring part-time teachers from the clinical sector (for example, at Walter • 
Sisulu and Makerere universities);

recruiting teachers from the diaspora (as the Public Health Foundation of • 
India is doing for its institutions);

twinning institutions to create opportunities for teacher exchanges and • 
placements (ICTs-facilitated Master’s courses are offered at the University 
of KwaZulu-Natal by institutions in the United Arab Emirates);

encouraging developed countries to help build capacity in developing • 
countries;

using educational facilities for teacher training, in-service learning and • 
continuing education when students are not present; and

moving to a semester system that provides year-round instruction, reducing • 
overall training time.
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Other approaches include ‘train the trainer’ models (one person trains three 
people who train others in turn), chain education (skills teaching between 
cadres, for example, midwives teaching medical students), the development 
of multi-skilled teachers capable of teaching more than one cadre, peer 
teachers (students teaching each other) and simulated patients who double 
as evaluators. Including these human resources within a well-structured and 
evaluated teacher development programme will dramatically increase the 
number of teachers.

Training of trainers in Ethiopia
Training of trainers took place in Ethiopia in 2003 before the main 
Health Extension Programme to improve community-level health 
services began. The Ministry of Health selected 85 pre-trained faculty 
who trained more than 700 instructors in regional workshops, using 
existing physical infrastructure as training sites. These instructors, in 
turn, have trained more than 15,000 health extension workers. In 2007, 
37 centres in seven regions were being used. 

b. Fostering twinning and partnerships
Strategic and long-term institutional partnerships – facilitated by governments 
and development partners – can result in scale efficiencies and improvements in 
quality. There are many examples of beneficial partnerships between developing 
and developed country healthcare and higher education institutions, as well as 
between institutions within and across developing countries. 

The essential elements for successful twinning ventures are the similarity of 
institutional vision, the willingness to establish and promote long-term bilateral 
exchanges, the quality and depth of the interpersonal relationships and the 
development of institutional trust. Above all else, such partnerships must 
centre on the needs of the developing country institution as it defines them. 
Key outcomes of twinning arrangements include the delivery of education and 
training in the short term, the development and distribution of educational 
materials, the development of networks that facilitate and encourage best 
practice, and leadership training opportunities.

Education institutions, for example, could collaborate with government, 
the health system and business schools to offer short courses on leadership 
and management skills for existing health workers. Over the longer term, 
these offerings can migrate to full degree courses in evidence-based health 
administration and management. In countries where population health is 
closely linked to that of livestock, there is also scope for cooperation between 
the public health and veterinary sectors in designing curricula that respond to 
community needs.
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Examples of successful twinning and partnerships worldwide

Region South–South North–South

Latin America Cuban and Venezuelan 
governments, implementing the 
Barrio Adentro micro-schools

Universidade Católica 
de Moçambique and the 
Universidad de la Sabana, 
implementing COBES in the 
newer schools

Proyecto Magisterio, a three-
module programme to help 
improve the management of 
health worker schools, was 
developed by the Instituto 
Superior de Ciencias Médicas-
Habana and is now being 
implemented in Ecuador and 
El Salvador

Canada’s University of 
Manitoba and the Instituto 
Superior de Ciencias Médicas-
Habana, developing and 
strengthening graduate nursing 
programmes

McGill University in Canada 
and Peru’s Universidad 
Peruana Cayetano Heredia, 
strengthening preventive mental 
health programmes

Africa Formal participation by African 
universities, including Moi and 
Western Cape, in Makerere’s 
transition from faculty to College 
of Health Sciences

National School of Public Health 
(South Africa) offering advanced 
training to students from other 
schools

University of Leeds (United 
Kingdom) and Mbarara 
University Teaching Hospital 
(Uganda), improving nursing 
training

Multifaceted initiative between 
Leicester (United Kingdom) 
institutions and Gondar College 
of Medical Sciences (India)

Master’s in nursing programme 
developed at University of 
Ghana in partnership with 
University of Alberta (Canada)

Middle East Fellowship programme in 
which institutions in Tunisia and 
Morocco educate doctors from 
six countries in francophone 
Africa

Pre-service education and staff 
development for Somali students 
and teachers in Sudanese 
universities, particularly Shendi 
University

Collaboration between nursing 
schools: Afghanistan–Pakistan, 
Somalia–Jordan

University of Windsor (Canada) 
and Jordan University of Science 
and Technology, developing 
teaching and continuing 
education capacity for rural 
nurses

Université de Montréal 
(Canada) and Université Saint-
Joseph de Beyrouth, improving 
public health education and 
management capacity
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Examples of successful twinning and partnerships worldwide

Region South–South North–South

Asia University of United Arab 
Emirates and University of 
KwaZulu-Natal (South Africa) 
collaborating on distance 
education

James P. Grant School of Public 
Health (Bangladesh) providing 
places for students from a 
number of South East Asian 
and African countries

Maastricht University 
(Netherlands) and eight 
medical schools in Vietnam, 
strengthening medical 
education

Columbia University (United 
States) and Ben-Gurion 
University of the Negev (Israel), 
establishing Medical School for 
International Health

c. Maximizing impact through regional approaches
Institutions can profit from economies of scale by sharing responsibility for the 
education of highly specialized health worker cadres. While it may not be cost-
effective for a country or institution to develop neurosurgeons or public health 
experts, for instance, two or more countries might combine their resources 
to develop an academic programme that could meet the needs of all. The 
World Bank is partnering with medical schools in North America, Ghana and 
Nigeria to develop a regional medical centre in post-conflict Sierra Leone and 
Liberia.30 The James P. Grant School of Public Health in Bangladesh and the 
National School of Public Health in South Africa offer extensive opportunities 
for advanced training regionally and internationally. In the Southern African 
Development Community, some countries do not have medical schools. 
South Africa reserves 5% of its medical training places for students from 
these countries, who are not charged international fees. 

There is also scope for the development of regional professional networks. 
South Asian health worker education institutions, for instance, with support 
from the United Kingdom’s Royal College International Forum, established 
a common curriculum and competency framework for education in family 
medicine in 2003. The process has resulted in further regional cooperation in 
the development of health worker teacher training and evaluation. 

Economies of scale can also be gained through regional centres of excellence 
with specific expertise that supports scale-up, such as epidemiological data 
banks to inform public health training needs, or knowledge translation centres 
based on the Cochrane Collaboration. The Alliance for Health Policy and 
Systems Research has established several global research centres, including the 
Centre for Systematic Reviews on Human Resources for Health, which opened 
at Uganda’s Makerere University School of Public Health in 2007.

Networks of country-level observatories, for example, modelled on those of 
the PAHO (see box), can support development of the health workforce (see 
also chapter 8). India’s new National Health Systems Resource Centre aims 
to pool technical assistance from development partners, build an information 
repository, and create experience-sharing mechanisms with similar health sector 
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reform efforts in other low-income countries. Similarly, the African Union has 
established the development of national Educational Management Information 
Systems (EMIS), interconnected with regional and continental EMIS networks, 
to produce and analyse reliable statistical data for policy and monitoring 
purposes.

Observatory of Human Resources in Health, 
Latin America and Caribbean

The PAHO launched this set of observatories in 1999 to help assess 
the impact of healthcare reform on the workforce. Through permanent 
national bodies with a similar function, the observatory generates core 
data on labour regimes, education, productivity and governance in 
participating countries. Its wide aim is to help participating countries 
develop health worker competencies for new processes and health 
service models, and train personnel, including leaders and managers. 

d. Harnessing public–private partnerships
Medical schools are usually publicly funded because of their high costs. 
However, many private schools – for-profit, non-profit or faith-based – are 
of high quality and educate a significant proportion of health workers in the 
countries where they operate. In Uganda, for example, more than 60% of 
nursing education in rural areas is provided by the Uganda Catholic Medical 
Board. The Aga Khan Foundation operates several healthcare facilities in East 
Africa, each with medical education responsibilities. 

International not-for-profit organizations also have a role in scaling up 
by providing resources and expertise. For example, the Foundation for 
Advancement of International Medical Education and Research (FAIMER) 
funds leadership development programmes for health profession educators. 

In resource-constrained contexts, engaging the private sector may also prove 
to be crucial in securing the capital costs to develop new higher education 
institutions and campuses, or to upgrade the infrastructure – including 
dormitories, libraries, laboratories and so on – of existing ones. For example, 
the International Finance Corporation, a member of the World Bank Group, 
has partnered with the Saudi German Hospitals Group to build new facilities 
in Egypt and Yemen as part of a regional strategy to improve healthcare in the 
Gulf States. In the United Republic of Tanzania, the Bugando University College 
of Health Sciences, now called Weill Bugando, will produce a number of health 
worker cadres as a central part of its mission.31

Pharmaceutical companies, including Bristol-Myers Squibb, Merck and Pfizer, 
are investing in human and capital infrastructure to improve access to diagnosis 
and treatment for HIV/AIDS, malaria and tuberculosis. National business 
coalitions against HIV/AIDS are building important coalitions to support a 
strengthened response to the epidemic in dozens of countries.32,33 Merck, in 
collaboration with the International Council of Nurses, has developed and 
distributed an important mobile library for health workers.34 
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There are significant opportunities to build on examples like these, as well 
as similar programmes supported by companies in other areas of the private 
sector, to marshal skills and resources that can fill gaps in the education and 
training of health workers throughout Africa. The Global Health Initiative of 
the World Economic Forum and the Global Business Coalition Against AIDS, 
TB and Malaria are key focal points in the effort to build the business response. 
Working together with partners in communities and in the public sector, the 
private sector will continue to have an important role to play in scaling up to 
meet the health worker shortage. 

A 10-year plan for scaling up the education and 
training system for health workers
The focus of the 10-year plan set out in the table below is on building 
responsive national and regional education and training systems worldwide. 
It is intended as an example to assist countries and educational institutions in 
scaling up the production of health workers. Based on evidence from around 
the world and on the guiding principles and strategies outlined in this chapter, 
the plan aims to produce short-, medium- and longer-term results, and have an 
impact on health outcomes. 

The relative importance given to each outcome, and the target numbers of 
health workers and institutions, will be determined by each country, based on 
its goals, needs and existing resources. The magnitude of scale-up trends and 
their timeframe for implementation will be different, even among countries in 
the same region.

But every country will want to achieve some ‘quick wins’. The immediate focus 
of any plan must be to reduce the high rates of attrition among healthcare 
students and teachers, and to train more trainers. Consultation among 
stakeholders in a country will be important in deciding what other ‘quick wins’ 
to pursue, but those that produce measurable outcomes on their own, as well 
as laying the groundwork for future developments, might be a priority. 

The 10-year plan is aligned with and develops the World Health Assembly 
2006 Resolution 59.23 on the rapid scaling up of health workforce production, 
which urged Member States to affirm their commitment to, among other 
things, the use of innovative approaches to teaching, including the use of ICTs; 
promoting education and training in accredited institutions; and promoting 
partnerships between institutions in industrialized and developing countries, 
with exchanges of faculty and students.

The 10-year plan can lead to a measurable impact on health outcomes. The 
table below illustrates the relationship between the education and training 
strategies, scale-up outcomes and health outcomes. 
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 Quick wins
(1–2 years)

Medium-term outcomes
(3–5 years)

Long-term outcomes
(5–10 years)

Strategies

Reduce attrition 
among students 
and teachers, and 
improve accessibility

Implement support 
systems and admissions 
processes to reduce 
student and teacher 
attrition

Integrate pre-service 
and in-service 
education

Develop and sustain 
coordinated needs- and 
competency-based 
continuing education 
programmes for all 
cadres

Provide high-quality, 
integrated in-service 
education and 
training

Develop common 
educational 
platforms for 
different types of 
health workers

Develop curriculum 
from competency- 
based principles that 
refl ect country health 
plans

Implement new 
curriculum through 
public-, private- and 
community-based 
actors

Move learning to the 
community, using 
modular education 
and action learning

Incorporate distributed 
and modular education 
principles into 
curriculum

Increase use of ICTs Improve existing ICT 
infrastructure; use ICTs 
to expand teachers’ 
reach

Explore and deliver opportunities for broad, 
multi-purpose distance education

Improve education 
through quality 
assurance 
programmes

Implement quality 
assurance and 
accreditation processes

Complete fi rst round of 
accreditation

Use collaboratives to 
spread ongoing quality 
improvement activities

Maintain ongoing 
quality assurance 
activities

Establish national 
or regional quality 
assurance systems

Build institutional 
capacity

Improve existing 
infrastructure 
(classrooms, 
laboratories, libraries). 
Maximize use with 
after-hours or year-
round courses

Plan and construct new 
infrastructure in existing 
higher education 
institutions

Build and open new 
higher education 
institutions

Expand teaching 
capacity

Increase number of 
qualifi ed teachers

Use re-skilled health 
workers as classroom- 
or community-based 
teaching staff

Achieve and sustain 
country-specifi c increase 
in qualifi ed teachers 
through recruitment and 
continuous professional 
development
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 Quick wins
(1–2 years)

Medium-term outcomes
(3–5 years)

Long-term outcomes
(5–10 years)

Strategies

Foster twinning and 
partnerships

Develop 
institutional linkages 
(South–South and 
North–South)

Establish regional 
networks of 
institutions

Maximize impact 
through regional 
approaches

Implement improvement 
collaboratives to 
examine and guide 
change

Create regional resource 
centres to capture 
epidemiological and 
management data to 
inform health policy 
and health workforce 
education needs 

Regional centres to 
provide technical 
support for 
development plans, 
monitor outcomes and 
share learning

Develop knowledge 
management 
capacity to promote 
quality health 
interventions

Harness public–
private partnerships

Create policy and 
regulatory environment 
for private sector 
engagement in pre- and 
in-service education and 
training

Provide training through 
a managed mix of 
public and private (for-
profi t and non-profi t) 
providers

Scale-up outcomes

More community 
health workers

Larger community health worker classes complete pre-service education 
and enter workforce

More mid-level 
cadres

Larger mid-level classes complete pre-service 
education and enter workforce

More high-level 
cadres

High-level cadres 
complete pre-service 
education and enter 
workforce

Health outcomes

MDG 6: combat HIV/
AIDS, malaria and 
other diseases

MDG 4: reduce child 
mortality

MDG 5: improve 
maternal health

Chronic disease 
management: 
address obesity, 
addictions, heart 
disease and other 
public health issues
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Summary
Numerous policy commitments have been made at global and regional levels 
by health ministers and country leaders to improve health systems, including 
scaling up production of health workers. There are also many examples of 
country-level action. Given these commitments, why isn’t more happening to 
improve the crisis in human resources for health through a significant expansion 
in the education and training of health workers? 

There are three issues: 

Few countries have, to date, provided the necessary political support and • 
leadership needed to make addressing the issue a natio nal priority. 

High-level political commitment has not always been followed by the • 
fi nancial support necessary from the international community.

The country-level support that is offered from the international community • 
is usually not well coordinated or harmonized and therefore not as effective 
as it could be.

Several new international coordination mechanisms applying the Paris 
Declaration principles to health, in the context of country plans and priorities, 
provide an important opportunity. 

This chapter focuses on how international partners, including global health 
initiatives, can better support countries that are committed to achieving 
a large-scale increase in their health workforce, through education and 
training, including:

increasing and sustaining fi nancial investment in pre-service education • 
and training;

harmonizing and coordinating policies and programmes at country level, • 
to support country scale-up plans;

fostering shared learning and dissemination of best practices among • 
countries as they scale up;

creating international ‘enabling structures’ to support countries to improve • 
quality of education and training; and 

committing to review future global needs for health workers and • 
implications, to manage the effects of health worker migration and to 
increase domestic production.

What international action is 
needed to implement change? 6
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Aid architecture and coordinated 
in-country support
The growing degree of involvement by development partners in human 
resources, set out in chapter 2, is extremely positive but it raises two questions: 
is the funding and support enough, and is it as effective as it could be? 
Nonstrategic support and a lack of coordination and coherence of funds are 
among the main risks to the effectiveness of international support. However, 
there is clear scope, and emerging global consensus, on better coordinated, 
joint action on human resources for health – at an international level as well as 
in countries. The World Health Assembly 2006 resolution 59.23 emphasizes the 
need for this.1 

At their 2007 meeting, in a plea for coordinated action in Africa, African health 
ministers called upon development partners, including multilateral agencies, 
bilateral development partners and other partners in Africa’s development, 
to contribute to a coordinated response – to maximize the benefits and help 
prevent fragmentation and duplication. In particular, the ministers requested 
that partners ‘build their health contributions around the Africa Health 
Strategy’,2 and align financial and technical assistance and cooperation 
plans with national and regional priorities and plans, including sector-wide 
approaches. Countries in other parts of the world have made similar requests. 

The beginnings of a response among donors and development partners is 
emerging, with a broad consensus among donor countries and agencies on 
the scope for better coordination of aid and technical assistance for health, 
and much more effective and efficient use of existing funds. The 2005 Paris 
Declaration committed signatories to reform the delivery and management 
of aid, in the context of the Millennium Development Goals (MDGs), tackling 
issues of ownership, alignment, harmonization, results orientation and mutual 
accountability.3 

In 2007, G8 leaders committed to enhance coordination of bilateral and 
multilateral health partnerships with national health strategies, and to 
work with international partners, such as the World Bank, WHO, African 
Development Bank, the African Union and others, to support country-driven 
harmonization processes. The G8 also pointed to the need for donors to 
improve the efficiency of the increasing national and international funding.4 

A study in Rwanda, for example, found that administration accounted for 27% 
of total government and donor expenditure on health, due to the high costs of 
dealing with donor requests and ‘missions’ from overseas.5 There are already 
significant resources available through bilateral, multilateral and vertical funds, 
but there is considerable scope to reduce duplication and waste, coordinate 
funding and other assistance and better learn from experience through 
evaluation.

Another danger is that the available funds end up concentrated in some 
countries, while others are neglected. Some countries therefore experience 
serious coordination issues while others suffer a more acute lack of resources. 
There is some indication this is already happening. The table opposite shows 
seven countries receiving funds and support from three or more of the listed 
initiatives, which have some focus on strengthening health systems and 
human resources for health.

It is very, very 
frustrating having 
so many people 
working in different 
ways on the issue 
of human resources 
for health. Let us 
have a work plan, 
and work with all 
the stakeholders 
together, in a 
coordinated way.

Bience Gawanas, 
African Union 
Commissioner for 
Social Affairs, and 
Co-Chair of the 
Task Force
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Concentration of global health initiatives 

Ethiopia Kenya Mozambique
United 

Republic of 
Tanzania

Rwanda Zambia Cambodia

IHP x x x x

GHWA Pathfi nder x x

Doris Duke x x x x x

Catalytic Initiative x x x x x

PEPFAR x x x x x x

GAVI HSS x x x x x

Coordinating mechanisms
In this context, a number of ‘coordinating’ mechanisms and partnerships have 
been established, with the aim of improving the effectiveness and coherence 
of health funding within countries, aligned to country health plans and focused 
on health systems and human resources. The umbrella Global Campaign for 
the Health MDGs, launched in September 2007,6 brings together a number 
of initiatives involving a range of bilateral and multilateral partners, including 
the global health funds and UN agencies, as well as the Bill & Melinda Gates 
Foundation. The campaign aims to put Paris Declaration principles into practice 
and to reflect some of the wider principles agreed at G8 and the African Union 
to support country-led action towards attaining the health-related MDGs and 
strengthening health systems. It includes the following:

Deliver Now for Women and Children: a Global Business Plan for Maternal • 
and Newborn Health, initiated and led by the Prime Minister of Norway

Catalytic Initiative to Save a Million Lives, which is focused on reducing • 
under-fi ve mortality, led by CIDA and UNICEF

The International Health Partnership (IHP), launched by the United • 
Kingdom’s Prime Minister, which aims to improve the way international 
agencies, donors and countries work together in developing and 
implementing national health plans 

The Providing for Health Initiative, led by France and Germany, which aims • 
to improve sustainable and equitable fi nancing structures for health systems.

Japan’s focus on issues related to development and Africa, including the health-
related MDGs, health systems and human resources for health, under its G8 
Presidency in 2008 has also provided a context for improved coordination. 

What is needed at the international level? 
To achieve a massive increase in the global health workforce will require a 
coordinated and coherent international effort, with a focus on scaling up 
education and training. 

Success will depend on international support and cooperation, as well as 
national leadership. Although national governments will determine their 
own policies and their own pace of change, there are particular areas where 
countries may need support from international partners. 
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Increase and sustain fi nancial investment in pre-service 
education and training
Scaling up requires a very big increase in dedicated funding for education and 
training and for the subsequent employment of increased numbers of staff. The 
costs in each country will be determined by an assessment of need, including 
factors such as staff numbers, staff mix and pay. Although the starting 
point is support from within the country itself, support is also needed from 
development banks and development partners. This is addressed in chapter 7.

International partners, including the global health initiatives and 
nongovernmental organizations, also need to commit to redirecting funding from 
in-service to pre-service training and providing financial backing for scaling up 
education and training, sharing in-service training capacity, including staff and 
infrastructure, to help develop the overall health workforce. The salaries paid 
to health workers are an important determinant of the jobs they take. Donors 
should consider harmonizing the pay policies for the health workers they employ 
with government pay levels for equivalent health workers. 

In some countries, funding from disease-specific programmes can constitute 
a large proportion of the health budget and lead to unintended consequences, 
such as an overspecialized workforce focusing on specific health problems and 
reduced staff for general healthcare facilities. 

Therefore, all international funders, including the major vertical health 
programmes and other donor countries, need to be engaged as part of 
this international effort. Several, such as GAVI and the Global Fund, have 
developed funding mechanisms to address strengthening health systems. 
Sharing staff and infrastructure, as PEPFAR is beginning to do in some 
countries, will also help build capacity in the health workforce overall and 
could be developed further.

However, there is considerable scope to do more to support the overall 
expansion of the health workforce, to meet country health priorities and to 
reduce the wastage spent on duplication and focused in-service training, which 
can remove staff from the workforce for periods of time.

Harmonize and coordinate policies and programmes at country 
level to support country scale-up plans
There is wide recognition of the need to ensure that support and investment 
in countries is coordinated and strategic and aligned to country health plans. 
Existing coordination mechanisms, such as the umbrella Global Campaign for 
the Health MDGs, provide a context for this. 

However, there is scope for international organizations working in a country 
to strengthen health systems and build the health workforce, by improving 
their efficiency through better coordination and cooperation, and by aligning 
their education and training programmes with country health plans and 
priorities. This will help produce tangible results at country level and long-term 
sustainable capacity in the health workforce and infrastructure.

We recognize 
that more aid is 
needed... but we 
also recognize that 
more aid itself is 
insuffi cient. One 
of the biggest 
challenges we 
face is to devise, 
organize and 
manage healthcare 
as a whole, not just 
curing individual 
diseases, but 
to build overall 
healthcare systems 
that will serve the 
generations. Today 
we agree as donors 
to support national 
healthcare plans 
and poor countries’ 
health systems. 

Gordon Brown, 
Prime Minister, 
United Kingdom 
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Organizations need to have a ‘single conversation’ with the country 
government – with accountability and reporting mechanisms based on a single 
set of in-country-generated information, and in the context of the agreed 
country plan. Appropriate accountability processes will be important for 
all partners. 

Although there are several coordination mechanisms internationally, there 
is also a need for ‘coordinating’ bodies at country level. While sector-wide 
approaches may provide a mechanism for this in many countries, in some it 
might be an annual meeting of interested parties on health workforce training. 
Similarly, the Global Health Workforce Alliance (GHWA) could take a lead in 
coordinating health workforce partners internationally, perhaps through an 
international meeting of interested parties.

International coordinated action and support to strengthen the education 
and training capacity in developing countries can also include, for example, 
enhancing regional, South–South and North–South cooperation, engaging 
in joint research efforts on human resources for health, facilitating twinning 
arrangements, exchange programmes and other forms of cooperation between 
universities to help develop capacity at institutional and individual levels, and 
offering international scholarships for health students7 (see also chapter 5).

Foster shared learning and dissemination of best practices 
among countries as they scale up 
Many countries have already made human resources for health a high priority 
and are considering how to increase their production of health workers. In most 
countries, there is a gap between the aspirations and goals for scale-up and 
available funding (see also chapter 7). 

Focused financial support is needed for countries wishing to scale up their 
health workforce through, for example, existing international coordinating 
mechanisms such as the IHP, the Doris Duke pilots or the health system 
strengthening windows of the vertical funds. 

Countries with critical health workforce shortages who see scale-up as a priority 
need to be supported in implementing the Task Force proposals over a 10-year 
period, using a quality improvement model with shared learning, evaluation 
and dissemination of practice. This includes coordinated financial and technical 
support to fit with country-identified needs. 

Evidence-based improvements are needed rapidly, on a large scale, and 
involving several countries. There is also a need for more evidence but not the 
time to wait for lengthy research. With facilitated and funded coordination 
for continuous learning, countries could build on best practice and, with rapid 
feedback mechanisms, share developments and evaluation as they progress. 
Over the longer term, research in developed and developing countries will also 
be useful. 

The collaborative model used by the Institute for Healthcare Improvement 
provides an innovative strategy for taking improvements to scale and a suitable 
change methodology.8 

There is not a 
need for a new 
international 
body – human 
resources should 
be integrated into 
existing ones. 
Nothing can be 
done without 
people.

Sheila Tlou MP, 
former Minister of 
Health, Botswana
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Quality improvement models represent a low-cost way of rapidly collecting 
and disseminating evidence, while actively making improvements in human 
resources development. Such a model could be used at a national level, within 
countries, but also with a regional element to share practice between countries 
as they develop and implement their plans. Collaboratives have been widely 
used in developed country health systems and have brought about substantial 
improvements in workforce retention and recruitment. Several African countries 
have also implemented improvement collaboratives, with financial support from 
donors such as USAID, and reported credible and significant improvements in 
healthcare indicators.9

Such coordinated action and ‘real-time’ learning might reside within existing 
frameworks, such as the IHP, but also link to GHWA. Countries and partners 
with a key role in delivering education and training for health workers might 
come together in a ‘delivery and implementation group’, for example, with 
representatives of IHP partner agencies, developing countries and development 
partners and GHWA Pathfinder countries. 

Create international ‘enabling structures’ to support countries to 
improve quality of education and training
International ‘enabling structures’ are needed to help countries develop 
quality standards for service, accreditation systems for education and training, 
centres of excellence, and indicators of progress appropriate to the needs of 
the country. 

A robust evidence base upon which to make decisions is also needed. Available 
information on what works is improving, and lessons learnt from existing 
programmes need to be developed and communicated. A number of health 
workforce observatories are already being established around the world to 
provide a network for consensus building, catalyzing and coordinating action 
and sharing information. 

As chapters 5 and 8 show, there is also a need for international enabling 
structures and support from international organizations, such as WHO and 
UNESCO, to help develop systematic methods to achieve quality control. 
In particular, support could be developed to assist national governments in 
developing standards and accreditation systems, and to improve the quality of 
education and training as well as service provision.

Identifying data and information sources and baseline data, as well as indicators 
to measure progress and success, are also a key early action during country 
scale-up. There is a dearth of indicators on health workforce or education and 
training of health workers. Many of the global partnerships now have a strong 
focus on results, with the need for an established measurement framework and 
indicators that can be monitored to demonstrate progress in improving health 
outputs and outcomes. Evaluation of progress is also needed as countries scale 
up, so that lessons, including both process and outcome, can be shared. This is 
an area for global collaboration, and international organizations have a key role 
to play. 

Many new 
initiatives have 
been launched… 
all these activities 
need a health 
system and warm 
bodies to carry out 
the work.

Francis Omaswa, 
Global Health 
Workforce Alliance
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Commit to review future global needs for health workers and 
implications, to manage the effects of health worker migration 
and to increase domestic production
There is a need for a review of future global needs for health workers, with 
implications for training and education, and policies to manage the effects of 
health worker migration. 

As part of the solution to addressing the global shortage of health workers, 
it is important that developed countries look at increasing production and 
self-sufficiency of their own health workforce. For example, countries such as 
Norway have already begun to forecast their longer-term needs and establish 
policies to address this. Developed countries need to take a leadership role in 
mobilizing assistance to support the scale-up of the health workforce in those 
developing countries that are particularly hard-hit by emigration. The European 
Commission and OECD have also begun to look at the effects of health worker 
shortages and migration.

In the developing world, the shortages are severe already. The available 
evidence shows that even in the absence of migration, this dearth would exist 
in sub-Saharan Africa, and this is true for the entire developing world.10

To consider the best global options, an international dialogue is needed to 
review likely global needs, including education and training, as well as effective 
national policies to address the shortfalls. 

There is a need for international agreements on how to manage the flows and 
effects of migration of health staff from developing countries, between all 
countries, with an emphasis on shared responsibility between developed and 
developing countries to address the challenges of health worker education. 

Continued coordination
There is also a need for continued international attention and coordination on 
scaling up education and training of health workers, at both international and 
country levels. GHWA provides a global focal point for the health workforce, 
and it is critical that the focus on scale-up and education and training is not 
lost. There is a need:

to ensure international support for countries to implement the proposals • 
in this report; 

to enable countries to use the critical success factors at country level and • 
the guiding principles and strategies in education and training, and to use 
the learning from successes in other countries to inform the new scaling-up 
programmes; 

to facilitate shared learning and good practice, and improve provision of • 
education and training in a collaborative way; and 

to build country capacity to monitor progress for accountability purposes. • 

This will need the support of international partners and donors working 
together with countries in a sustained effort. The Task Force envisages that 
GHWA will have a continuing leadership role in this work. 

Great healthcare 
is not possible 
without an inspired 
and capable 
workforce, trained 
to meet the 
community’s needs. 
Excellence in the 
workforce goes 
hand in hand with 
quality of training 
and care. 

Don Berwick, 
Institute for 
Healthcare 
Improvement, 
Cambridge, 
United States
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Summary
Using the African Region as an example, this chapter provides an economic 
analysis of the costs of educating, training and employing health workers. 

It highlights that:

dedicated funding is needed for scaling up education and training and, • 
in most cases, to support the employment of staff;

national governments, development partners and international • 
organizations all need to contribute to this funding; and

funding levels need to be country-specifi c and based on an analysis of all • 
the factors affecting costs – such as the numbers and mix of staff, salary 
levels, training costs and attrition rates – and policy decisions about the 
trade-offs between them. 

At the aggregate level, the Task Force has calculated that, if the status quo 
is maintained and there are no changes in either the skill mix of the health 
workforce or the way education and training is delivered, it will cost about an 
extra US$26.4 billion, or an estimated US$2.64 billion each year over a 10-year 
period (over and above current growth in health expenditure) to educate and 
train the 1.5 million extra health workers that the World Health Organization 
(WHO) has estimated are needed in the African Region. The costs of 
employment would be additional to this. 

However, as Scaling Up, Saving Lives shows, there is a need, and the potential, 
to do things differently. There is enormous scope for countries to reduce overall 
costs substantially, by implementing the measures recommended in this report. 

Reductions in costs could be achieved through changes in skill mix to focus 
more on community- and mid-level workers, reductions in attrition and greater 
efficiency – for example in the way in which international organizations work 
together and coordinate their activities. These changes would all improve the 
efficiency and effectiveness of education, training and delivery. 

The International Monetary Fund (IMF), national governments and 
development partners need to provide a supportive environment that 
recognizes the contribution that health improvement makes to overall 
economic and social development, and the contribution that health workers 
make to improved health outcomes.

This chapter describes in broad terms the level of funding needed to educate, 
train and employ the additional health workers needed in the African Region. 
Accurate costs will need to be determined on a country-by-country basis. 
However, as Scaling Up, Saving Lives shows, there is already ample evidence 
of the need and scope for urgent international action.

The cost of producing and 
employing health workers 7
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Massive scaling up requires massive funding
A massive scaling up of health workers requires both considerable funding 
and an enormous political commitment from developing countries and their 
partners. Both will have to be sustained over the long term, and complex 
trade-offs will be necessary.

The political commitment and the subsequent funding needs to be based 
on a good understanding of the economic case for investment in health, as 
described in chapter 2.

The situation in each country is different, and the pace and policies of scale-up 
will be determined by each country’s own government. In economic terms a 
whole range of issues must be considered, including:

the numbers and mix of health workers needed;• 

the costs of education and training, including the need for capital • 
investment; 

the costs of employing more health workers on a continuing basis; and• 

the impacts on the country’s labour market and on other sectors of the • 
economy, and the availability of suitable people for training.

This chapter uses an economic analysis of WHO’s African Region – broadly, 
sub-Saharan Africa – to illustrate the cost of producing and employing 
health workers. This study was undertaken by the World Bank as part of its 
contribution to the Task Force for Scaling Up Education and Training for Health 
Workers.1 Earlier chapters recommend that countries develop 10-year plans for 
scaling-up, which for many would be fully implemented by 2020 if work began 
now. However, this chapter sets out scenarios for the 10-year period from 2005 
to 2015, because the most recent financial data available, which is used as a 
baseline, is from 2005. 

Projection of health expenditure in the African Region
Table 1 illustrates three different scenarios for the ways in which total health 
expenditure, both public and private, in the African Region may change in 
the decade between 2005 and 2015. It recognizes that countries across the 
region are striving to achieve economic growth and that they made a political 
commitment in 2001 to allocate at least 15% of total annual government 
expenditure to the improvement of the health sector.2 

The best-case scenario assumes 5% economic growth per annum and 
achieving the targeted 15% government spending on health by 2015, while 
the worst case assumes a decline of 5% in both the size of the economy and 
in the amount of government expenditure on health. The projection of current 
trends reflects a continuation of what actually happened during the decade 
from 1996 to 2005.1
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Table 1: Health expenditure scenarios

Scenario Annual economic 
growth (%)

Public health expenditures 
as % of government 
expenditures by 2015 (%)

Best case 5 15

Projection of current trends Country-specifi c 
average growth 
from 1996 to 2005

Country-specifi c average 
health expenditure from 
1996 to 2005

Worst case -5 -5 change

The implications of the different scenarios in terms of the total resource 
envelope available to the health sector are major. If all the countries in the 
African Region were to achieve the best-case scenarios, healthcare resources 
would increase year by year, more than doubling from US$27 billion in 2005 to 
US$57.5 billion in 2015 (see Table 2 below). The worst-case scenario, reflecting 
a slowdown in economic growth and lack of political commitment, could lead 
to a 41% drop in overall resources (from US$27 billion to US$15.8 billion). The 
projection of current trends leads to an increase in total health expenditure of 
57% or US$15.4 billion (from US$27 billion to US$42.4 billion).

Table 2: Health expenditure by 2015 in the African Region

Total health 
expenditure
(US$billion)

Per capita health expenditure 
(US$ per person, per year, 
weighted by population)*

Baseline (2005) 27.0 36.7

Best case 57.5 63.1

Projection of current trends 42.0 46.5

Worst case 15.8 17.0

*Total population for 2005 was estimated at 736 million, and the projection for 2015 is 
911 million.

The best-case scenario is very unlikely. Although GDP in the majority of 
countries is growing, it is at a slower pace than the desired 5%. Only six 
countries surpassed the target of achieving a 5% increase in per capita 
economic growth rate between 2000 and 2005. At the same time, about 
a dozen countries experienced negative growth.1 

Moreover, by 2007 only four countries – Burkina Faso, Liberia, Malawi and 
Rwanda – were spending at least 15% of the annual government budget on 
the health sector. While about half the countries in the region are moving 
towards this target, the rest have experienced erosion in political commitment 
to public spending on healthcare.1 

The cost of employing health workers in Africa
Within this context of health sector financing, estimating the number of 
workers that could be employed in a given country requires complex trade-offs 
among normative targets, expressed needs, competing priorities and economic 
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affordability. Here, for illustrative purposes, examples are given based on the 
existing labour cost structure (i.e. assuming that the ratio of the wage bill to 
total healthcare costs remain fixed) and existing skill mix. 

Allowances have been made for population growth, which would affect per 
capita ratios over time. Table 3 shows the estimated numbers of staff that could 
be employed under the different health expenditure scenarios. 

Table 3: Projected staffing levels in 2015 using different country resource 
envelope levels

Total staff (millions) Additional staff 
(millions)

Baseline 2005 1.6 0.0

Best case 3.3 1.7

Projection of current trends 2.2 0.6* 

Worst case 0.8 -0.8

Assumptions: fi xed labour cost ratio, no wage change and no skill mix shift

*The actual fi gure on current trends would be 648,000.

In 2005, there were about 1.6 million people employed as health workers in 
the African Region and the total annual health expenditure was US$27 billion.1 
On the projection of current trends, it would be financially possible for an 
additional 648,000 health workers to be employed from country resources 
in the African Region on a continuing basis for a total of 2.2 million. The 
proportion of annual health expenditure spent on health workers varies greatly 
by country, but this model assumes that, overall, the proportion remains the 
same. It also assumes that the current skill mix of health workers is maintained.

In the best-case scenario, if total health expenditure increases to US$57.5 
billion in 2015, the number of health workers employed could rise by an 
additional 1.7 million (from 1.6 million to 3.3 million). In the worst case 
scenario, however, the number of health workers that could be employed 
would fall by 800,000 (from 1.6 million to 800,000). 

WHO identified a current need for an additional 1.5 million health workers 
in the African Region in order to meet a minimum standard of health services 
(figures extrapolated from the World Health Report 2006*).3 This represents 
a need to almost double the health workforce (from 1.6 million to 3.1 million). 
Under current financial trends, only about 650,000 additional health workers 
could be employed, leaving a significant shortfall (about 850,000). Even 
under a best-case health expenditure scenario, which is very unlikely, only the 
employment costs of 1.7 million additional health workers would be affordable. 

 *The World Health Report 2006 estimated a global shortage of 4.3 million health workers. 
This represents a shortage of 2.4 million doctors, nurses and midwives, multiplied by 1.8 
the average ratio of total health workers – including community- and mid-level health 
workers, and management and other support staff – to doctors, nurses and midwives). The 
equivalent extrapolation for Africa means that there is a total shortage of 1.5 million health 
workers in the African Region alone. 
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None of the scenarios covers the costs of education and training. Therefore, 
significant additional funding will be needed, under all scenarios, for the scale-
up of the health workforce to meet a minimum standard of health services. 

The actual figures vary from country to country, with South Africa, for example, 
accounting for 108,000 and Democratic Republic of the Congo for 75,000 
of the total 648,000 increase projected on current trends. The total in this 
scenario for countries receiving World Bank support through the International 
Development Association (IDA) would be 427,000, with 221,000 for the 
countries not receiving this support. 

It is evident, therefore, that different countries will require different levels of 
financial support to reach their 2015 health worker targets. Some may be able 
to employ most of the additional workers they need from projected resources. 
Most will not.

The cost of educating and training health workers 
Financial means to employ additional health workers will be pointless 
without the funds available to educate and train them. The cost of pre-service 
education often comes out of the Ministry of Education rather than the 
Ministry of Health’s budget.4 Wherever possible, detailed country-level analyses 
have been used in this study, to estimate the cost of scaling up the pre-service 
education and training of the additional health workers needed. 

In general, the annual cost of educating and training doctors is about five 
times that for community health workers, and two times that for nurses. 
There is, however, considerable variation in costs between countries and some 
differences in the costing methodology. These figures must therefore be seen 
only as indicative of the likely cost levels and be treated with some caution.

In the African Region, the average attrition rate of students in the health 
professions is 30%. The migration rate of high-level graduates such as 
doctors, pharmacists, nurses and public health workers is 19%.5 Therefore, 
any calculation of costs needs to take into account that most countries have to 
educate and train a significantly higher number of students than their end-
target for scaling up of health workers. 

Using these assumptions, and no change in skill mix from the current situation, 
it would cost a projected total of about US$26.4 billion to educate and train the 
extra 1.5 million health workers that WHO estimates are needed to provide a 
minimum standard of service to the African Region. 

If these 1.5 million health workers were to be trained over a 10-year period, 
it would cost about an extra US$2.64 billion per year, if the total costs were 
divided equally over each of the 10 years.* 

The cost of infrastructure 
Assessing the overall investment needed to strengthen existing education and 
training facilities and build new infrastructure is even more dependent on the 
particular circumstances of the country. Recent pre-investment studies by the 

 *In reality, one would not expect the total costs to be divided equally over each of the 
10 years.
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World Bank in Ghana, Liberia, Rwanda and Sierra Leone, for example, indicate 
that the cost could easily range from US$10 million to US$50 million. In some 
larger countries this cost can be even higher, such as Nigeria with an estimated 
cost of US$100 million.1 

Costs vary depending on existing staffing levels and educational facilities, and 
the desired capacity of the education and training programmes. The state of the 
infrastructure impacts on costs as well; in post-conflict countries such as Liberia 
and Sierra Leone, the destroyed infrastructure must be rebuilt, for example. 

Doing things differently – and improving value 
for money
The earlier discussion describes the financial ability of African countries to 
employ more health workers and the likely costs of producing them through 
education and training, based on varying factors. Through both national and 
international action, there is enormous scope for increasing the number of 
health workers that countries can educate, train and employ, over and above 
these figures.

Traditional approaches have not worked and, as Scaling Up, Saving Lives 
shows, there is a need, and the potential, to do things differently. Several 
countries are leading the way, with changed skill mix and staffing models 
designed to meet their specific health needs, along with new and innovative 
approaches to education and training. Both can offer improved affordability 
and value for money.

This section looks at the trade-offs between different expenditures available to 
countries and international agencies in order to achieve the goal of scaling up 
the education, training and employment of more health workers. It addresses 
a range of options in four main areas: staff mix, innovations in delivering 
education and training, improvements in service management and greater 
collaboration and investment from international agencies. (See chapters 3, 4, 5 
and 6 for more details of the Task Force’s proposals in these four areas.) 

Staff mix: The analysis presented is based on the assumption that staff 
mix remains constant (that is, the same as it is now). Data on this in Africa 
is very poor, and varies by country. However, it is acknowledged that 
paraprofessionals, including community- and mid-level workers, are probably 
not being utilized as much as in other contexts, such as Brazil for example.6 
The evidence for the impact of these cadres on health outcomes is outlined in 
chapter 4, and the Task Force recommends a massive increase in community- 
and mid-level health workers alongside the expansion of education and training 
for more specialized health professionals.

The economic analysis supports this. It is possible to more than double the 
number of staff a country can afford to employ, simply by varying the mix 
of staff groups. The World Bank’s analysis shows that if there were a greater 
concentration on community health workers, the number of additional staff that 
could be employed for the same funding under the current trends scenario might 
increase – from about 650,000 to more than 900,000. In contrast, if there were 
a greater concentration of doctors, the additional number of health workers who 
could be employed for the same funds decreases to less than 400,000. 

If there were a greater 
concentration on 

community health 
workers, the number 

of additional staff that 
could be employed 

for the same funding 
under current trends 
might increase from 

about 650,000 to more 
than 900,000.
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Innovations in delivering education and training: The costs of delivering 
education and training may be reduced in many ways, through, for example, 
reducing attrition rates during training; employing a more ICT-based approach; 
redesigning the system so that it is more locally based; and taking a more 
regional approach, including establishing regional centres and sending students 
to lower-cost destinations abroad (see chapter 5).

Improvements in service management: There are also obvious areas in the 
health system where improved management would increase efficiency of 
operation. Improving working and employment conditions in order to reduce 
the ‘push’ factors that lead staff to migrate, would involve cost. However, a 
significant reduction in migration of the most highly trained workers from the 
current rates of 19% would reduce the overall education and training numbers 
and the costs associated with turnover. Efficiencies can be gained through 
increasing and improving management and leadership capacity in all areas, 
from logistics to human resources. 

Closer collaboration with nongovernment sector providers of all kinds, 
including faith-based, private sector and individual practitioners, can also 
benefit operations (see chapter 3).

Greater collaboration and investment from international agencies: The 
international community also faces some decisions in order to achieve 
maximum efficiency in delivering increases in educated, trained and employed 
health workers (see chapter 6). For instance, closer collaboration, better 
coordination and greater investment in pre-service education will reduce waste 
and effectively earmark funds for scaling up the health workforce. International 
action to reduce the impact of migration and manage its consequences is 
an area being addressed in detail by the Global Health Workforce Alliance’s 
(GHWA’s) Health Worker Migration Policy Advisory Council.

The need to do things differently – and improve value for money – is confirmed 
by Richard Scheffler and colleagues in a paper on forecasting the global 
shortage of health workers, which estimates the differences between what is 
needed and what can be afforded, based on traditional assumptions. The gap 
can only be closed through the sort of actions described in this report.7

National and international economic policy
National and international economic policy will determine what scope, in 
practice, health ministers have for action. Frequently, their biggest issue is to 
get their government – and the Finance Minister in particular – to support 
their plans. 

This support is not always forthcoming. Indeed, there is evidence in some 
countries that as international aid grows, the total resources available for health 
stays the same or declines.1 There are also concerns in many countries that the 
International Monetary Fund (IMF) and the world monetary framework militate 
against adequate investment in health.
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Health ministers will need to:

demonstrate the impact that improving health will have on their country • 
economically and socially, using both international and local studies;

establish good joint-planning arrangements with the fi nance and other • 
ministries and together use the economic modelling described in this 
chapter; and

demonstrate good management as well as good planning – showing that • 
the country’s health system has the ability to implement plans effi ciently and 
effectively.

The role of the IMF, the World Bank and regional development banks in 
contributing to or constraining the overall resource envelope available to the 
health and other social sectors, has been the topic of intense debate since the 
adjustment era of the 1980s. Today, achieving the Millennium Development 
Goals (MDGs) is a central mission of the World Bank and many of the other 
international finance institutions. All are firmly committed to ensuring that fiscal 
policies contribute to both economic growth and poverty alleviation. 

However, there is still a widespread perception that IMF policies inhibit 
employment in the health system and in some cases have actually led to the 
reduction of staffing and consequent worsening of services. The health and 
other social sectors comprise a large and increasing share of the public budget. 
They are, therefore, particularly vulnerable to changes in fiscal policy.

Given the importance of overall economic growth on the total resource 
envelope available to the health sector, any sectoral policy that increases the 
size of the labour force or wage bill in the public sector must be carefully 
managed to ensure that it is consistent with overall fiscal policy. 

Against this background, it is clear that – at the very least – there needs to 
be better communication and understanding of the relative roles of the IMF 
and national governments and that health and education ministers need to be 
involved in fiscal policy discussions. It is also essential that the IMF explores all 
possibilities for providing greater flexibility with its partners.

A concerted international effort to scale up the education and training of 
health workers – and thereby improve the health and economic capacity of 
populations – requires a supportive international economic environment.

As the analysis in this chapter shows, more financial support is needed. 
The world’s rich countries have repeatedly committed to increasing their 
development assistance budget to 0.7% of gross national product (GNP). 
First pledged in a 1970 General Assembly Resolution, the 0.7% target has 
been affirmed in many international agreements over the years, including 
the March 2002 International Conference on Financing for Development in 
Monterrey, Mexico, and at the World Summit on Sustainable Development 
held in Johannesburg later that year. However, as of June 2005 only five of the 
22 donor nations had met or exceeded the 0.7% target: Denmark (0.84%), 
Luxembourg (0.81%), the Netherlands (0.80%), Norway (0.92%) and Sweden 
(0.79%). Six other countries have committed to reaching this target before 
2015: Belgium, Finland, France, Ireland, Spain and the United Kingdom.8,9
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Next steps
Increasing the number of health workers on the scale necessary to address 
the global shortfall, requires a very large increase in dedicated funding for 
education and training and, in many developing countries, some funding for 
the employment of the extra staff.

This funding needs to come from all the relevant parties – the national 
government, development partners and all international organizations, 
including nongovernmental organizations, that work in the country.

It also requires an economic environment – created on the national level by 
finance ministers and on the international level by the IMF – that supports 
long-term development and recognizes the role improved health can play in 
the social and economic development of a country. 

This chapter has described in broad terms the level of funding needed to 
educate, train and employ the additional health workers needed in the African 
Region. These cost estimates are broadly consistent with those produced by the 
Commission on Africa, which called for annual aid for health to be increased 
by US$20 billion by 2015.10 The World Health Report 2006 recommends that 
50% of all development aid for health should be spent on strengthening health 
systems, with 50% of that figure spent on emergency health workforce plans.

Accurate costs can only be determined on a country-by-country basis, and will 
be influenced by the policies of the country’s government on all the relevant 
issues such as staff mix, pay rates, health worker attrition and so forth.

The GHWA Health Financing Task Force will build on this analysis to create a 
more detailed model for calculating costs, assessing the overall costs of scaling 
up the education and training health workers and supporting the increased 
employment levels. This work will need to look at the profile of spend and the 
longer-term management of increased education and training capacity overall, 
as well as implications for countries. 

However, as Scaling Up, Saving Lives shows, there is ample evidence of the 
need and the scope for urgent action to be taken internationally, even before 
detailed financial calculations have been made.
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Summary
Case studies have shown that as countries scale up the education and training 
of health workers, they use the information available to assess their needs, 
develop plans and set targets. Monitoring and evaluation is key to measuring 
progress – by countries, institutions and international partners – against scale-
up plans, and requires good information systems. 

This ideally involves accurate and timely data from health, education and 
labour markets. In many cases, strengthening these reporting systems is 
fundamental to scaling up, and to measuring progress and the impact of efforts 
and investments. 

The following broad principles for monitoring progress are applicable across 
all countries. 

Use and build upon existing in-country monitoring processes, information • 
systems and established indicators and benchmarks, and align these within 
countries. For example, there may be established mechanisms to evaluate 
progress in implementing health workforce plans.

Fully utilize data sources from education, health and labour markets, • 
refl ecting the nature of education and training of health workers. 

Follow the SMART principles (specifi c, measurable, attainable, relevant and • 
time bound) for baseline data collection, for ongoing measurement of each 
process and outcome indicator, and for analysis of progress against periodic 
targets and strategic objectives. 

This chapter proposes specific indicators designed to be useful to national 
governments, education and health bodies and development partners. The 
indicators have been developed to reflect the detail of the proposals in Scaling 
Up, Saving Lives, and facilitate joint accountability. They build on existing 
country systems and complement earlier recommendations and indicators for 
human resources for health, including those from the Global Health Workforce 
Alliance (GHWA). They are important because what gets measured is more 
likely to get done.

International support is also needed in the development of systems to 
measure progress, and health workforce observatories could provide a 
forum for exchange of data from different sectors to support evidence-based 
policy making. 

Measuring success 8
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Developing information systems
In most parts of the world, health workforce information systems are 
inadequate, and the ability to track education and training is particularly weak. 
A 2004 study by WHO Regional Office for Africa showed that 22% of Ministry 
of Health workforce departments did not have computer facilities, 45% had 
no electronic mail access, and fax machines were available in only 32% of 
the surveyed departments.1 Another study, supported by the Health Metrics 
Network, found that tracking the output of health education institutions was 
the weakest link among a set of core health workforce indicators.2 

Even a modest investment in strengthening health workforce information 
systems could, therefore, yield significant returns. Rigorous monitoring and 
evaluation, as well as building national and regional capacity in information, 
need significant investment. In the context of improving the health system 
generally, the International Health Partnership, for example, has recommended 
that between 5 and 10% of the overall scale-up funds should be set aside for 
monitoring performance, evaluation, operational research and strengthening 
health information systems.3

The data and information to measure scale-up of the health workforce need 
to be integrated into existing census, survey and administrative register 
instruments. However, at present, most of the latter focus on a few health 
occupations, underreporting many other occupations that contribute to the 
delivery of health services. Health workforce observatories are being established 
around the world to assist in developing and standardizing information systems.

At an international level there is a need for indicators monitoring not only the 
level of international support on strengthening health systems, but also its 
appropriateness, coordination and effectiveness, as reflected in the principles 
of the Paris Declaration on Aid Effectiveness. Harmonized monitoring and 
evaluation efforts can also help ensure that commitments on accountability and 
impact by development partners are translated into functional, strengthened 
information systems within countries. The Health Metrics Network is 
coordinating work to this end.4

Overall, however, there are few current international benchmarks for human 
resources for health. 

Useful indicators and benchmarks at national level
Chapter 3 sets out the critical success factors for scaling up the education and 
training of health workers at a country level. The following table suggests 
some potential indicators and benchmarks for each of these factors. Some use 
objective quantitative data; others are more qualitative. They build, in particular, 
on the indicators recommended in the Douala Plan of Action, which was 
adopted at a GHWA sub-regional conference in June 2007.5

A main message 
is that there 
is inadequate 
information on the 
health sector, and 
a need for more 
work on indicators 
and benchmarks 
in the longer term. 
This presents an 
opportunity to 
build research 
infrastructure 
within institutions 
... to invest in 
research on the 
direct impact of 
human resources 
for health on 
health outcomes. 

Delanyo Dovlo, 
World Health 
Organization
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Critical success 
factors

Potential indicators and benchmarks

Political 
commitment, 
including 
sustained 
government 
involvement and 
support

Indicator: Existence of an operational national human resources for 
health strategic plan, appropriate budget allocation, synergy with 
broader ministry and government priorities.

Benchmark: Explicit objectives, indicators and targets relating to 
health workforce planning and development laid out in the plan and 
referred to in broader umbrella documents (e.g. health sector plan, 
PRSP).

Collaboration 
around a 
country-led 
health plan

Indicator: Existence of a coordinating mechanism to lead 
development, implementation and monitoring of the national human 
resources for health plan. 

Benchmark: Regular meetings and consultations between 
stakeholders steering plan implementation. A functional and 
resourced unit to implement the plan.

Signifi cant 
fi nancial 
investment

Indicator: Existence of an operational budget for implementation of 
the national health workforce strategic plan. Additional governance 
indicators include, for example, percentage of health budget allocated 
to training health workers by the Ministry of Health and Ministry of 
Education, percentage of development assistance used for the health 
workforce. For example, the World Health Report 2006 recommends 
devoting 50% of all international health aid to health systems, with 
half of that funding devoted to strengthening the health workforce.

Benchmark: Use of budget is itemized, secured and tracked at the 
national and sub-national level.

Commitment 
to short-term 
and long-term 
health workforce 
planning

Indicator: Existence of a national human resources for health strategic 
plan with data from information systems utilized in rigorous modelling 
of current and future health needs and health worker requirements, 
with plans based on these.

Benchmark: Explicit short- and long-term objectives, indicators and 
targets relating to health workforce planning and development set 
out. Decision-making processes in each of the strategic areas for 
scaling up education and training for health workers infl uenced by 
evidence.

Commitment 
to produce 
appropriately 
trained health 
workers to meet 
health needs

Indicator: Production of a variety of health worker cadres, changes 
from historic (supply-led) proportions of different workers, use of 
community- and mid-level workers. 

Benchmark: Targets for particular cadres (number or proportion of 
total health workforce).
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Critical success 
factors

Potential indicators and benchmarks

Signifi cant 
expansion of 
pre-service 
education 
and training 
programmes

Indicator: Educational expansion can be measured using a number 
of indicators (e.g. number of new teachers or students; percentage 
increase in number of entrants compared with last academic period, 
by type and level of training). Existence of an accreditation agency for 
health education and training institutions.

Benchmark: Targets set out in national human resources for health 
plan. National or sub-regional capacity to perform self- and external 
evaluations of existing health educational institutions, ensuring a 
transparent and accurate accreditation process based on agreed 
standards (professional licensing, qualifi cation and regulation for 
different cadres).

Good 
information 
systems for 
health workforce 
and education, 
with monitoring 
and evaluation

Indicator: Existence of an information and monitoring system that 
produces timely and consistent data for monitoring the indicators and 
targets outlined in the national human resources for health strategic 
plan. 

Benchmark: Information and monitoring system populated with 
comprehensive data at the sub-national and national levels, and 
validated and updated on a regular basis (e.g. quarterly/annually).

Effective 
management 
and leadership

Indicator: Existence of health service management and training 
programmes, and size of intakes.

Benchmark: Targets set out in national human resources for 
health plan.

Labour market 
capacity and 
policy to absorb 
and sustain 
an increase in 
health workers

Indicator: Health labour market absorption can be monitored 
using quantitative indicators on deployment and retention (e.g. 
unemployment and underemployment rate by occupation).

Benchmark: Targets set out in national human resources for health 
strategic plan.

Education and training indicators
Chapter 5 sets out guiding principles and strategies for education and training 
of health workers, in the context of a suggested 10-year plan. In planning and 
implementing the scale-up of health worker education and training, both the 
capacity and output of institutions and courses need to be considered, to be 
able to identify and address specific bottlenecks. For example:

at a basic level, it is important to know how many people are being trained • 
and what types of health worker, and their characteristics (including pre-
service and in-service training); 

the quantity and type of annual output need to be aligned to current and • 
future requirements, especially if reforms are being considered; and 

the equitable distribution of health workers, their cultural and linguistic • 
appropriateness, whether the skills gained in training are meeting needs, 
their responsiveness to clients and their productivity, can all be measured.
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The table below describes a set of suggested indicators to measure progress 
against the education and training strategies in the example 10-year scale-up 
plan (see page 61). 

Education 
and training 
strategies

Potential indicators

Reduce attrition 
among students 
and teachers, 
and improve 
accessibility

Percentage of entry students who graduate. 

Teacher/student ratios.

Proportion of students recruited from rural and disadvantaged 
populations. 

Proportion of health workers recruited from their own communities.

Integrate pre-
service and in-
service education

Percentage of health workers with demonstrable competencies in 
meeting population health needs.

Percentage of continuing education and training programmes that 
align with country health plan and reduce time waste.

Develop 
common 
educational 
platforms for 
different types of 
health worker

Percentage of health worker education and training institutions with 
increased emphasis on public health and primary care competencies 
for all health worker cadres, aligned with community health needs.

Percentage of institutions with inter-professional education and 
training strategies.

Move learning to 
the community, 
using modular 
education and 
action learning

Proportion of education and training occurring in community settings.

Number of opportunities for students to participate in action learning 
activities that develop skills and competencies in supervised clinical 
settings.

Increase use of 
information and 
communication 
technologies

Percentage use of information and communication technologies to 
deliver library resources and learning opportunities on demand. 

Proportion of lectures delivered using interactive distance-based 
technologies, and percentage use of distance learning methods in 
pre-service and in-service education and training.

Improve 
education 
through quality 
assurance 
programmes

Number of institutions with a quality assurance programme.

Percentage of health worker institutions that are accredited by a 
recognized accreditation body (national or regional).

Proportion of graduating students who pass national certifying or 
licensing standards.

Build institutional 
capacity

Number of training places for each type of health worker.

Proportion and capacity of institutions with education and training 
programmes that are aligned with country health workforce 
scale-up plans. 

Total budget for education and training for health workforce, and 
proportion that is aligned to the country health plan, coordinated 
and sustained.
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Education 
and training 
strategies

Potential indicators

Expand teaching 
capacity

Number of qualifi ed teachers and trainers.

Proportion of health workers who have also been trained to teach.

Foster twinning 
and partnerships

Number of twinned institutions, networks and partnerships with 
defi ned objectives that support developing country needs.

Maximize impact 
through regional 
approaches

Number of regional centres and collaboratives for shared education 
and research in human resources for health, health systems 
strengthening and management.

Harness 
public–private 
partnerships

Proportion of education and training provided by private and other 
nongovernment sectors.

Amount of investment by private and other nongovernment sector 
providers in education and research, and proportion of total budget.

Scale-up outcomes

More 
community 
health workers

Number of primary healthcare teams with a broad range of 
competencies, which systematically include community health 
workers, to improve access, reach out to vulnerable groups and 
mobilize community networks. 

Percentage of existing health workers who have upgraded their skills.

More mid-level 
cadres

Number of enrolled nurses, midwifery assistants, clinical offi cers and 
health technicians who provide fi rst-level referral and supervision for 
community health workers.

More high-level 
cadres

Number of nurses, midwives, public health offi cers and medical 
offi cers, etc., who provide referral support and supervision for mid-
level and community health workers.

Number of trained managers who provide management expertise for 
effective operation of the health system.

Total density of health workers per head of population.

Potential data sources for these indicators include the Ministry of Education, 
Ministry of Health, education and training institutions and professional 
bodies. However, data are often of poor quality or not widely available, and 
many countries do not keep data on the capacity of education and training 
institutions. 

Education and health ministries may have some data on pre-service budgets 
or on numbers of workers trained. Education and training institutions may 
have data on physical, technical and operational capacity, but this is often not 
formally kept. Similarly, they may have year-on-year data on the recruitment 
and selection of students, but applications are not always archived and statistics 
on the process often not gathered or analysed.
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Professional boards usually collect certification and licensing information, 
although this may contain information only from the public sector and is not 
always up to date. In addition, the lack of unique personal identification numbers 
makes it difficult to track individual students and health workers when they move 
up the cadre ladder, from enrolled nurse to registered nurse, for example.

Health workforce observatories
Currently, health workforce observatories exist in various countries 
in Africa, the Americas and the Eastern Mediterranean Region. They 
provide a single mechanism to improve information and knowledge and 
to facilitate dialogue for policy development and monitoring, and can 
help bring together researchers, policy makers, service providers and 
managers. Observatories can contribute to:

 developing national capacity for evaluation and monitoring of the • 
health workforce situation and trends;

 providing information and evidence for the formulation of human • 
resources for health development policies, strategies and plans; 

 providing a forum for partnership, sharing of experience and • 
advocacy in human resources development; and 

 facilitating dialogue and the use of health workforce data for • 
informed decision-making at all levels of the health system. 

Measuring impact on health outcomes
The ultimate goal of scaling up the health workforce is to contribute to 
improved health outcomes. The health Millennium Development Goals 
(MDGs), namely MDG 4 to reduce child mortality, MDG 5 to reduce maternal 
mortality, and MDG 6 to combat HIV/AIDS, malaria and other diseases, along 
with reductions in chronic disease, are outcome targets. 

Because many of the intermediate indicators for the MDGs also relate directly 
to contacts with healthcare providers, they could be used as a proxy for scaling 
up the health workforce. 

For example, the intermediate indicators for MDG 5 include: 

percentage of pregnant women with any antenatal care; and• 

percentage of births with skilled birth attendant and/or institutional delivery.• 

The intermediate indicators for MDG 6 include: 

percentage of patients with a sexually transmitted infection who are • 
appropriately diagnosed and treated; and

percentage of patients with uncomplicated malaria who receive treatment • 
within 24 hours of onset of symptoms.
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Conclusion 
The shortage of health workers is a global problem. Scaling Up, Saving Lives 
sets out proposals for concerted action on a massive scale to make sure 
everyone has access to a suitably trained and motivated health worker as 
part of a functioning health system. It recommends that:

national governments draw up and implement 10-year scale-up plans;• 

education and training curricula are focused on the health needs of the • 
country, are community- and team-based, and institutions make greater use 
of innovative means to increase education and training capacity; and

development partners and international organizations provide dedicated • 
long-term funding for education and training, with much better 
coordination and cooperation.

Strong information systems are needed on human resources for health and 
health worker education and training to support the development of plans 
and to measure progress on all these levels – by countries, institutions and 
international partners. Strengthening information systems, drawing from 
both education and health sectors, and government as well as institutions,
are a priority.
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Country case study summaries

Bangladesh: Training health workers to reduce maternal mortality

Medical doctors and nurses in Bangladesh are concentrated in urban secondary and tertiary 
hospitals, whereas 70% of the population lives in rural areas. This situation has created a 
major challenge for the national health system, particularly for reducing the high maternal 
mortality rate. Fewer than 20% of births are attended by a skilled birth attendant. To 
address this issue, the Prime Minister signed the Declaration of Safe Motherhood in 1997. 
A number of national programmes and strategies, such as the Health and Population Sector 
Programme of 1998 and the National Strategy for Maternal Health of 2000, also supported 
this declaration.

The government created two nationwide human resource development plans: one to train 
emergency obstetric care (EmOC) teams to work in district and subdistrict hospitals (336 
medical offi cers and 775 nurses) by 2004, and another to train 17,000 skilled birth attendants 
to work at community level by 2015. The Directorate General of Health Services manages the 
two complementary initiatives. However, limited government budgets mean education and 
training activities require signifi cant technical and fi nancial support from a large number of 
international partners. 

The training approach evolved throughout the EmOC initiative. Medical offi cers were 
initially sent to Nepal for training, while capacity was built in Bangladesh. After developing 
nationally accepted curricula, Bangladesh medical college hospitals took over the training of 
emergency care providers. Midway through the initiative, a shorter, 17-week, competency-
based course was introduced to train emergency care providers in teams, and an 
orientation programme was launched for facility managers, with an overriding objective to 
institutionalize competency-based training. 

At the community health worker level, family welfare assistants and female health assistants 
are being trained in a six-month, competency-based course for skilled birth attendants, and 
are then certifi ed and registered by the Bangladesh Nursing Council.

Plans to employ and retain the EmOC providers were embedded in the EmOC initiative, 
which included a bonding period at designated facilities after training. However, by the end 
of 2004, the government had reached only 47% of its training target, and funding for the 
initiative had decreased. Without increased investment and training capacity, another 20 
years would be needed to suffi ciently staff all services. In addition, the attrition rate, both 
within and after the bond period, was about 35%. Major challenges were faced in attracting 
medical offi cers, particularly females, to work in remote rural areas, where working 
conditions are poor and there is no clear path for career advancement after training.

Skilled birth attendants are being trained by an array of partners through separate projects, 
without any attempt to integrate the courses into the Family Welfare Visitor Training Institutes 
or Nursing Institutes. At the same time, Nursing Institutes continue to produce nurse-
midwives, who are typically not allowed to provide midwifery services. Efforts are needed to 
link this initiative to the national health strategy, with the goal of improving the education, 
training and placement of these cadres of workers.

To strengthen management capacity, a joint plan was developed in 2007 between the 
Government of Bangladesh and WHO to conduct training courses for programme managers 
at all levels of the health system, as well as provide quarterly monitoring and supervision 
visits to EmOC staff and skilled birth attendants.

Note: Country case studies are available at www.ghwa.org
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Brazil: Scaling up for universal access

In the late 1980s, it was recognized that Brazil’s system of specialized, urban-centred, 
hospital-based medical care was failing to meet the needs of the many families who could 
not afford, or could not access, services. At the same time, a shortage of vocational schools 
had led to more than 200,000 workers taking on nursing and technical functions without the 
qualifi cations required by law. 

In 1988, the government decentralized the national health system with the goal of achieving 
universal access to primary healthcare for all citizens. To meet the human resource needs of 
the new system, the Ministry of Health adopted a strategy of training family health teams to 
provide care for the country’s entire population (the Family Health Program). Each team, 
which looks after 2,000 to 3,500 families, is composed of one physician, one nurse and up 
to six health aides, such as auxiliary nurses, community health workers and other technical 
support workers. 

The strategy benefi ts from political commitment that extends to the presidential level and from 
the strong engagement of the ministries of health and education. A wide group of stakeholders, 
ranging from international agencies to community associations, supports and ensures its 
implementation. In 2007, this broad collaboration was strengthened through a Presidential 
Decree to establish an Inter-Ministerial Commission on Health Professions Education.

A range of policies and programmes, backed by national legal resolutions and signifi cant 
fi nancial investment, was developed to scale up the health workforce, with a reorientation 
towards family health. Activities were undertaken to strengthen education, training, 
regulation and certifi cation of human resources, as well as to monitor labour market trends 
through human resources observatories. Ambitious objectives were set to upgrade the 
qualifi cations of more than 200,000 auxiliary nurses by 2005 (PROFAE) and then to expand 
this to other technical areas (PROFAPS). The aim was ultimately to establish 40,000 family 
health teams throughout the country by 2010. To achieve this, the government budgeted 
more than US$700 million between 2000 and 2009.

Innovative bidding approaches were used to create new education and training institutions 
and to infl uence existing institutions to reorient and strengthen their curricula. With 
the involvement of municipal- and state-level authorities, proposals were requested for 
strengthening or building technical schools, both public and private, in every state 
of Brazil. 

Successful projects received funding to develop physical infrastructure, teaching faculty and 
competency-based programmes for nursing and other technical personnel. At the same time, 
a national accreditation system was established to assure the quality of the programmes. The 
government also requested proposals from medical, nursing and dental schools to reorient 
curricula towards primary healthcare, with a particular emphasis on active student learning 
at all levels of the health system. In the fi rst round of bidding, more than 90 proposals were 
selected for substantive fi nancial support.

By 2006, the auxiliary nurse workforce was fully trained and certifi ed. By 2007, approximately 
25,000 health teams covered about 60% of the Brazilian population. To better manage the 
changes promoted by the family health strategy, an additional programme was launched to 
train 100,000 local health managers to support municipal-level health services.

All new or upgraded workers have been readily absorbed by the health system (public or 
private) and improved conditions and methods of education have raised morale and retention. 
However, health workers are still unevenly distributed across the country, and although 
signifi cant progress has been achieved, the supply is not yet fully meeting needs. 
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Ethiopia: The Health Extension Programme 

Ethiopia suffers from an acute shortage of health workers at every level, and rural areas, 
where 85% of people live, have been particularly chronically under-served. In working out 
the best approach to tackle health workforce issues, the Ministry of Health calculated that 
60–80% of the country’s annual mortality rate is due to preventable communicable diseases 
such as malaria, pneumonia and TB. HIV/AIDS is also a growing concern. The Ministry 
therefore chose to begin by focusing on community-level provision, initiating the Health 
Extension Programme in 2004. This is outlined in the current Health Sector Development 
Plan (2005–10), which focuses on both human resource development and the construction 
and rehabilitation of facilities.

The Health Extension Programme aims to train 30,000 new Health Extension Workers 
(HEWs) to work at local health posts and to provide a package of essential interventions 
to meet needs at this level. To train the HEWs, a training-of-trainers approach was used: 
700 faculty members were trained in regional workshops by 85 master trainers, and they in 
turn are now delivering the one-year course. A national network of 37 existing vocational 
institutes is being use for this purpose. Five thousand additional health offi cers will be trained 
by 2009; they will supervise the HEWs and provide more specialist care for those needing 
referral. Twenty hospitals are currently involved in hands-on training programmes for the 
health offi cers. 

Some improvement has been observed in health indicators over the last fi ve years; for 
example, infant mortality in 2005 was 77 per 1,000, down from 97 in 2000. However, this 
cannot be attributed to the HEWs because the fi rst graduates of the programme were only 
deployed in 2005. More time is needed before their impact can be fully evaluated. 

Scale-up is now being widened to include the expansion of pre-service training capacity for 
doctors and nurses. Ethiopia aims to increase its annual medical student intake from 250 to 
1,000, and in 2007 the new St Paul’s Millennium Medical School was opened to assist with 
this. It will use an accelerated curriculum focusing on training doctors to meet Ethiopia’s 
health needs. 

In planning and implementing this phased approach to scale-up, strong political leadership 
from the Ministry of Health, cross-government cooperation, fi nancial support and effective 
collaboration with development partners has been essential. The GAVI Alliance Health 
System Strengthening window and the Global Fund to Fight AIDS, Tuberculosis and Malaria 
are funding approximately one-third of the Health Sector Development Plan costs, and the 
Health Extension Programme is included within this. Due to uncertainties regarding fi nancing, 
three cost scenarios have been modelled: one to fully implement the Health Extension 
Programme, one to increase the coverage of health centres and one to reach the Millennium 
Development Goals.

Scale-up efforts include plans to strengthen Ethiopia’s health system monitoring and 
evaluation. Incentive packages, career ladders and training are being included in the Health 
Extension Programme budget. Early evaluations have analysed HEWs living conditions, 
resources and supervision – all factors that affect the retention of the health workforce and 
therefore the maximizing of returns on investment in education and training. Complementary 
efforts are being made to improve the management of the health system. Through the Civil 
Service Reform Programme, regional authorities are developing health workforce management 
plans, and a simultaneous expansion of primary healthcare infrastructure is taking place to 
ensure there are enough posts to allow newly trained staff to enter the labour force. 
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Ghana: Implementing a national human resources for health plan 

Ghana has recognized the need to address its serious health workforce shortage and 
consequent issues with health service delivery. A new human resources strategic plan has 
been developed to guide scale-up from 2007 to 2011. This fi ts into the broader health-
sector plan, which prioritizes health workforce development, increasing access to quality 
healthcare and tackling malaria and HIV/AIDS. It is also consistent with the President’s vision 
of bringing the country to middle-income status by 2015 – a goal that requires a healthy 
population. A review of the 2004 programme of work in the health sector found that 
failure to achieve improved health outcomes was often tied to issues of poor morale and 
distribution of the health workforce. After an in-country health workforce forum in 2005, 
the Ministry of Health carried out a needs assessment, which underpins the current plan. 

The plan is backed by strong political will and is being implemented jointly by the Ministry 
of Health and the Ghana Health Service. A particular priority is being placed on the scale-up 
of mid-level health workers, which is based on experience on the ground and evidence from 
elsewhere in sub-Saharan Africa demonstrating their cost-effectiveness, improved retention 
and acceptance of rural postings compared with doctors. Three funding scenarios have been 
modelled for the plan, allowing for variations in the macroeconomic context and donor 
behaviour. Funding is provided through the health sector-wide approach but current resources 
remain insuffi cient for full implementation. 

The Community-based Health Planning and Services (CHPS) programme was initiated 
in 1999 to place community health offi cers (typically specially trained enrolled nurses or 
fi eld technicians) in rural and deprived communities to work with health aides from the 
community. Given that the aim to serve every district has not yet been met, the new 
human resources plan includes strengthening this programme. Bottlenecks to overcome 
include insuffi cient incentives for staff to accept rural postings and lack of true community 
ownership.

Training institutions are being encouraged to increase their intakes of all cadres, but without 
simultaneous increases in available resources this is causing some problems, particularly 
with class sizes and the availability of tutors. To ensure capacity is available for the scale-up 
process, accredited private schools are being used for some training, under supervision 
from regulatory bodies. Practising health workers are being encouraged to take on teaching 
responsibilities, with budgets provided for books and research. New training sites are 
planned and over the long-term every hospital is expected to have some training capacity. 

Mid-level cadre training is being expanded at the fastest rate. A programme has been 
initiated to train a new cadre of health assistants to carry out auxiliary tasks. A new 
programme for medical assistants (previously specially trained registered nurses) has also 
been implemented, and it now takes school leavers. The goal is to double the output of 
medical assistants over two years and to give them enhanced and delegated skills to replace 
some physician functions. 

In terms of retention, salary levels are increasing and incentive programmes involving 
housing and rural bonuses, as well as bonding schemes, are being formulated. In recognition 
of the importance of effective health-service management, Ghana is working with both 
the World Economic Forum and World Bank on a health management training programme. 
The current health workforce strategy also includes plans to strengthen information and 
monitoring systems. It is too early for the effects of the increase in production of health 
workers to be felt and evaluated, as students are yet to graduate. 
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India: Scaling up production of health workers to better serve 
rural populations

A general shortage of medical and public health personnel in India has been intensifi ed by 
the poor distribution of health workers throughout the country. More than 80% of India’s 
medical and paramedical professionals work in the for-profi t private sector in higher-income 
urban areas. To increase the number of staff for public health activities in rural areas, the 
Prime Minister launched the National Rural Health Mission (NRHM) in 2005 and the Public 
Health Foundation of India in 2006. The government has committed to increase public 
spending on health from 0.9% of GDP to 2–3% of GDP, in a phased manner, corresponding 
to the absorptive capacity of the states. 

After consultation with stakeholders, and a review of national surveys and studies, the 
NRHM advisory body developed a strategy and seven-year plan based on three pillars: 
decentralized planning, community ownership of health services, and intersectoral 
collaboration. The plan set a goal to produce and recruit more than 700,000 health workers 
at village and subdistrict level by 2013. The central government will bear the cost of training, 
incentives and supplies for approximately 400,000 village-level workers. For other activities, 
funds from international donors, government and private sources will be pooled and 
managed by state-level resource centres. 

NRHM will work with the country’s large education and training network of more than 2,400 
public and private institutions to strengthen state and district capacities for developing multiple 
competencies among primary-level workers through in-service training, and for reforming 
pre-service education to ensure a rural orientation. A national medical education task force 
was set up to provide recommendations for reforming medical curricula. The government 
also considered developing alternative shorter courses, such as two- to three-year certifi cate 
and diploma programmes for mid-level workers. However, the Medical Council of India Act, 
which prohibits biomedical practice by anyone not trained through a full university degree, will 
need to be amended, or a Public Health Act developed, if primary healthcare training is to be 
expanded to non-university cadres, such as mid-level health workers.

To complement NRHM, the Public Health Foundation of India was created to redress the 
limited institutional capacity for strengthening training, research and policy development 
in the area of public health. It is a public–private partnership with multisector government 
support. The Foundation has estimated that more than 9,000 additional public health 
professionals would be needed by 2010, requiring a substantial increase in the country’s 
average output of 400 public health graduates per year. The Foundation will accelerate 
the production of public health graduates by reinforcing existing schools of public health, 
including the establishment of an accreditation agency, building new institutes of public 
health, and developing new academic programmes. It will cost about US$100 million and 
take fi ve years to establish a network of fi ve to six institutes of public health.

Monitoring and evaluation are fundamental components of both the Foundation and 
NRHM. The latter also emphasizes the importance of human resource management and 
retention at all levels of its decentralized framework. By the end of 2006, approximately 700 
accountants, business school graduates and information technology (IT) experts had been 
recruited to state- and district-level programme management units. And a management 
information system network, linking all districts of the country, had been set up to facilitate 
the decentralized planning process with IT-enabled monitoring of NRHM’s progress. In 
addition, a number of strategies, such as career-linked incentives for postings in diffi cult 
areas, were proposed for recruiting and retaining health workers in rural areas.
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Kenya: Addressing its health workforce challenges

Kenya is experiencing an overall defi ciency of health workers, but with acute maldistribution 
between urban and rural areas and between public and private sectors. Although health 
worker to population ratios in some urban areas are reasonably good, many rural postings 
are unfi lled and a signifi cant number of qualifi ed health workers are unemployed or working 
in different areas. 

Data collected by the Ministry of Health and Social Welfare showed the extent of labour 
shortages in relation to health-system capacity. These shortages range from 12% for nurses 
in the faith-based sector to more than 70% for pharmacists in the public sector.

Kenya’s second Health Sector Strategic Plan (HSSP) (2005–10) is focused on developing a 
health system that places a priority on individuals’ health needs and a health workforce that 
is more demand driven. The plan takes an innovative life-cycle approach, aiming to improve 
continuity of care by grouping interventions according to an individual’s needs at each stage 
of life. 

In addition, the plan sets out indicators for measuring progress in several areas, including 
human resource development. The health ministry is collaborating with various partners, 
including the Ministry of Education, Science and Technology and training institutions, on a 
specifi c health workforce strategic plan. 

The aim is to meet the human resource requirements to provide universal access to essential 
health interventions and services by 2015. The comprehensive package of measures in the 
health workforce strategic plan includes, among other things, needs assessments, curriculum 
development to increase pre-service training capacity, and two initiatives that are described 
in this case study. 

Human resource management to improve health worker performance and minimize loss 
from the system is another particular focus. A process to decentralize programmes and 
budgets is taking place, which should help with implementation. The Ministry of Health 
and Social Welfare is working with the Public Sector Reform and Development Secretariat 
spearheading the introduction of results-based management in the public sector.

Current workforce activities include implementation of the Emergency Hiring Plan (EHP) 
with PEPFAR and other partners. This is helping to alleviate staff shortages by bringing 
unemployed health workers back into the system; it has involved the accelerated 
hiring and deployment of more than 800 health workers to public facilities in areas of 
particular need. 

Another initiative is a computer-based distance education programme to upgrade the 
qualifi cations of 22,000 enrolled nurses to registered nurse status. It is being led by the 
Ministry of Health and Social Welfare in partnership with the African Medical and Research 
Foundation (AMREF) and Accenture, a global consulting fi rm. 

The results of both have been measurably positive, suggesting that a coordinated and multi-
pronged approach to scale-up, owned by political leaders and supported by development 
partners, can have a concrete impact.
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Malawi: Emergency Human Resources Programme

Human resource shortages in Malawi are among the severest in sub-Saharan Africa, even 
though political commitment to address the crisis has been strong since the late 1990s. 
Limited fi nancial support of the country’s 1999–2004 human resource development plan 
prompted the Ministry of Health to focus specifi cally on pre-service education, with an 
emergency training plan beginning in 2002. 

Shortly afterwards, development partners began to recognize staffi ng as a key bottleneck 
that required special attention, and this allowed the Ministry of Health to launch a more 
comprehensive programme in 2004. The six-year Emergency Human Resources Programme 
(EHRP) was developed based on a situational analysis, consultation with key stakeholders 
and lessons learnt from domestic and international experiences concerning working 
conditions, industrial relations and the use of different cadres. 

The EHRP is one of six components of the Joint Programme of Work for the health 
sector-wide approach (SWAp), drawn up for the period 2004–10; it focuses on retention, 
deployment, recruitment, training and tutor incentives for 11 priority cadres (doctors, nurses, 
clinical offi cers, medical assistants, pharmacists, laboratory technicians, radiographers, 
physiotherapists, dentists, environmental health offi cers and medical engineers).

Due to the tight fi scal conditions in Malawi, major funding for the programme comes from 
the United Kingdom’s Department for International Development (DFID), the Global Fund 
to Fight AIDS, Tuberculosis and Malaria, and the health SWAp. Despite traditional donor 
concerns regarding the sustainability of funding salaries, partner support includes salary top-
ups due to the acute need to improve retention, along with other incentive measures and 
the cost of training itself. The non-profi t Church Health Association of Malawi is providing a 
signifi cant proportion of training places. 

The initial goal of the EHRP is to scale-up staffi ng to Tanzanian levels, which are below 
WHO minimum standards but thought to be a more attainable goal. The programme 
includes both short-term ‘quick wins’ and longer-term interventions. The former includes 
attracting unemployed or retired staff back into service, the use of expatriate staff to fi ll gaps 
temporarily, and the initiation of salary top-ups and in-service incentives, particularly for rural 
services (housing, transportation, priority for professional development training and so on). 

Scaling up of pre-service training is a longer-term goal, as the impact is not felt immediately 
due to training lag-time. The plan is to expand overall pre-service training capacity by 50%. 
A detailed model links staffi ng targets for the priority cadres with current recruitment and 
training levels. 

The EHRP is reviewed twice a year and the intention in 2008 is to adjust the targets to focus 
on implementation of the Essential Health Package. The plan includes the strengthening 
of information and monitoring systems, and some preliminary results are available to 
demonstrate the programme’s impact. There is, for example, some evidence to suggest a 
reduction in nurse migration and an increase in medical school applications, potentially due 
to improved future salaries. Management capacity remains an issue within the health system, 
and four zonal support offi ces have been established to improve supervisory structures. 
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Pakistan: The Lady Health Worker Programme

Pakistan’s health sector is characterized by urban–rural disparities and an imbalance in the 
health workforce, with insuffi cient numbers of health managers, nurses, paramedics and 
skilled birth attendants. Through the Prime Minister’s Programme for Family Planning and 
Primary Care, the government created the Lady Health Worker cadre in 1994. The aim was 
to provide essential primary healthcare services in the community and fulfi l the unmet health 
needs in rural and urban slum areas. 

The programme set out to select, train and deploy 100,000 female community health 
workers, known as ‘Lady Health Workers’, throughout the country by 2005. These workers, 
who are residents of the community in which they work, are each responsible for an average 
of 1,000 people. 

The government spent US$155 million during the fi rst eight years of the programme, of 
which only 11% came from external donors. The initiative became part of the government’s 
wider efforts to defi ne and meet health workforce needs at all levels of the system, which 
has included an increase in the number of doctors trained. 

Each Lady Health Worker is attached to a government health facility, from which she 
receives training, a small allowance and medical supplies. Candidates must be recommended 
by the community and meet a set of criteria, including having a minimum of eight years 
of education. 

They are trained for 15 months in the prevention and treatment of common illnesses: three 
months in the classroom, followed by 12 months of practical on-the-job training. After 
training, provincial and district coordinators monitor and supervise this cadre.

An external evaluation of the programme in 2000 found that the population served by Lady 
Health Workers had substantially better health indicators than the control population. It was 
estimated that 150,000 Lady Health Workers are needed to cover the country. By the end 
of 2006, there were 96,000 in the system, with another 14,000 to be trained through an 
extension of the programme to 2008. 

While numbers are growing, the coverage is imbalanced. And in some areas the entry-
level qualifi cations are too high, resulting in few or no candidates. Adjustments to entry 
criteria, and careful targeting of underserved and poor areas, are being considered as the 
programme expands. 
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United Republic of Tanzania: Doubling the health workforce

The United Republic of Tanzania declared its health worker shortage a crisis in 2005 
after experiencing problems with fi nancing and implementing previous human resources 
for health (HRH) plans. The Ministry of Health established a task force, which included 
representatives from government ministries and development partner agencies, to provide 
advice on approaches to tackling this problem. Research fi ndings have been utilized, 
and a broad stakeholder consultation carried out, to inform drafting of the new HRH 
strategy (2007–12). 

This has been designed to run simultaneously with the Primary Health Service Development 
Programme (2007–12) and fi ts into the existing Health Sector Strategic Plan (2003–08), 
which also focuses on developing primary healthcare. The HRH strategy has high-level 
political support and has been endorsed by the Minister of Health and the President.

The HRH strategy used WHO minimum standards and factored in logistical and fi nancial 
constraints to arrive at country-specifi c targets amounting to a doubling of current health 
staff, broadly distributed across all cadres. Initiatives to better manage, motivate and retain 
existing staff are also major aspects of the programme. Public-sector salaries have been 
increased but are still insuffi cient, and an offi cial bonding policy for new health graduates 
is currently under discussion. Rural–urban disparities are a recognized issue and incentive 
packages are being developed. 

At the pre-service level, all health-worker training institutions are being encouraged to 
increase their intake and to use innovative measures such as distance learning and the use 
of adjunct faculty. All cadres are included, and the government does not want to neglect 
higher-level professionals at the expense of community-level workers or vice versa. Analysis 
has found that there are many largely untrained auxiliary workers in the workforce (e.g. 
maternal child health aides) and a programme has begun to upgrade their skills. 

A Touch Foundation initiative to increase training capacity at Weill Bugando has expanded 
training capacity to approximately 700 students, who are studying medical, nursing and 
paramedical courses. The Touch Foundation has a Memorandum of Understanding with 
the government and is looking to support the government’s country-wide plans to expand 
the health workforce. A master training plan has been developed, but is not yet costed. 
The Ministry of Health receives basket funding for health through its health sector-wide 
approach and additional funding has been mobilized from bilateral donors, the World Bank, 
PEPFAR and the Global Fund. However, funding gaps remain. 

Plans to create integrated continuing professional development and management training 
programmes are outlined in the HRH strategy and are starting to be implemented with 
technical support from development partners. Plans to improve monitoring and evaluation, 
including the development of workforce observatories, are also outlined. 

In the meantime, many individual organizations are carrying out independent programmes 
with their own monitoring and evaluation processes. Coordination of efforts remains one of 
the most signifi cant challenges of the scale-up programme.
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 Venezuela: Mission Barrio Adentro serves the urban poor

Public investment in health in Venezuela dropped signifi cantly between 1970 and 1996, 
resulting in a rapid expansion of the private health sector and leaving an important part of the 
Venezuelan population without access to health services and social insurance. Ratifi cation of 
the country’s new constitution in 1999 sparked the collective construction of a new economic 
and social model, which affi rmed that health is a fundamental social right. Within this context, 
the President set the objective of providing health services to the poor population living in the 
urban areas of the country, where more than 83% of Venezuelans reside.

Mission Barrio Adentro was launched in 2003 as a humanitarian project in one neighbourhood 
of the capital city of Caracas. Through the Mission, more than 50 Cuban physicians, 
specializing in comprehensive general medicine, were recruited to work at community clinics 
in poor urban areas. A year later, the Ministry of Health expanded the goal of Mission 
Barrio Adentro to provide one comprehensive community physician to every 1,250 to 2,500 
inhabitants throughout the country. Led by the ministries of health and education, a long-term 
objective was set to produce 20,000 Venezuelan comprehensive community physicians within 
10 years. In the short term, the government continued to recruit Cuban physicians and other 
health personnel to work in underserved areas until replaced by Venezuelan health workers. 
Funding for the Mission is being allocated from the national health budget, which increased 
from 6% of the national budget in 2000 to 26% in 2006. 

With assistance from the Cuban Medical Mission, the government began to scale-up the 
production of Venezuelan physicians and other health workers. The scale-up focused 
on creating new academic programmes and on developing more teachers and more 
educational facilities. Newly created community health centres have been transformed 
into micro-schools, providing on-the-job training for fi ve to 10 students of post-graduate 
comprehensive general medicine and dentistry. In this way, more than 10,000 new 
educational spaces have been created. The Ministry of Health invited all physicians in 
Venezuela to apply for the training as part of its national training plan. In addition, new 
undergraduate programmes in comprehensive community medicine, nursing and dentistry 
have been established, applying a learning model based on primary healthcare. 

In 1996, the annual production of Venezuela’s 10 public and private universities was 2,900 
health professionals. With Barrio Adentro, production capacity has tripled, with no indication 
of migration or attrition. The Mission has ensured the retention of graduates by recruiting 
them from the communities to be served and offering them future employment in their 
own communities. By 2006, approximately 13,000 Cuban and Venezuelan physicians 
were working in community health centres throughout the country, covering 73% of the 
estimated national population. All 24 states had a ratio of one physician to fewer than 
2,000 inhabitants, meeting the coverage goals set by the Ministry of Health. Over the next 
10 years, graduates of the new educational programmes will be absorbed into the labour 
market by replacing Cuban health professionals, who will either return to Cuba or move on 
to provide humanitarian medical assistance in other countries.
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The Task Force for Scaling Up Education and Training for Health Workers will develop practical 
proposals for action to massively increase the production of health workers, with special attention 
to developing countries, and will champion the issues to help secure new and signifi cant 
investment from governments and donors. 

It will:

learn from current and past experience, determine how to replicate successes and estimate the • 
resources needed to do so

design a road map to assist countries in the expansion of health-worker education and training • 
as part of wider health-sector plans and labour-market strategies

create a set of guiding principles and strategies for education and training bodies to use in their • 
plans to increase the production of health workers

secure international commitment to practical solutions by engaging donors and fostering • 
partnerships between developing and developed countries.

Many countries, developing and developed, are already looking at ways to increase the production 
of health workers. The Task Force will build on this.
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