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1. Health workforce benchmarks during the
Millennium Development Goals era (2000-2015)
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Health worker availability and survival
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WHR 2006: Countries with a critical HRH shortage

o' 0%® ©

I Countries with critical shortage ~ © %%L
|| Countries without critical shortage

5N
(i)Y World Health
W{{{ Y Organization

7

e
it
N~

¢
\
==

globe;l health
gﬁ;ﬁgce [Source] WHO (2006) World Health Report 2006. WHO: Geneva.



International migration compounding the
problem
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The WHO Code of Practice on International
Recruitment of Health Personnel

® Born out of an Alliance-
supported task force on
International migration

® Taken forward through WHO,
and approved at 64th World
Health Assembly in 2010

® A key milestone in tackling
health workforce migration
challenges

® First round of reporting in 2012-
13, review at WHA in 2015
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Linmitations of the 2.3 benchmark
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2. Health workforce for universal health
coverage: a new discourse
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What are the health workforce implications of UHC?
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The route to effective
coverage is through the
health worker: there are
no shortcuts

A high-level meeting on March 5-6
in Botswana is the culmination of
6 months of discussion on the
post2015 development agenda for
health. The hests (Governments of
Botswana and Sweden, with UNICEF
and WHO) and paricipants are
challenged to review the submissions
10 the glodal consuitation on health
and to consider an aspirational
inclusive, and yet politically palatable
vision for human health after the
Millenniom  Development  Geals
{MDG) expire in 2015. Their report
will be submitted to the UN Secretary
General's high-level pane! of eminant
‘personsand the findings considered in
the panel's publication in May, 2013,
That report will go 1o an even higher
high-level meeting at the UN General
Assembly in September 7013

Towards universal health covera

workforce fit for purpose a
James Cam pbell®

. jversal health coverage
The finality of uf;:{,]e to access the quality

ge:a health
nd practice

(UHC) is to ensure
health services they

health—described  elsewhere  as
"old wine in & new bettle™—and
will a high, higher, and even higher
governance process capture  the
needs of men, women, and children
who are seeking guality care from
local health workers? The evidence
exists on what i required in the
world we want. More than 100
global health experts presanted this
evidence in 2004 through a Joint
Learning Initiative.* Their conclusion:
the only route to achieve the
health MDGs is through the health
worker. The same is true for UHC
and post-2015, only this time with
deepar consideration of effective
coverage—ie, the difference between
the theoretical coverage implied by
the availability of the workforce and
the actual coverage resulting from
the quality of the werkforce. This
is the grand challenge on human
resources for health for all countries.

Could the Botswana consensus
therefore be the concept of “just
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w00

gt

themate
[

Universal health
coverage and the
post-2015 agenda
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Effective coverage: what it entails

CRUDE COVERAGE

EFFECTIVE
COVERAGE

ACCESIBILITY ACCEPTABILITY QUALITY
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* A midwife is available
in or close to the
community

* As part of an integrated
team of professionals,
lay workers and
community health
services
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+ Woman attends

* A midwife is available

* As and where needed
« Financial protection

ensures no barriers to
access

Woman attends

A midwife is available

* As and where needed

Providing respectful
care

Woman attends

A midwife is available
As and where needed
Providing respectful care
Competent and
enabled to provide
quality care.
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Bridging health workforce gaps to
achieve Universal Health Coverage

Population without access to well-
performing health workers

\

[
. Productivity gaps: require systems support, enablin
Performing HRH Y580 g . v : o 5
management, adequate incentives
. uality gaps: require enhanced pre-service and in-service
Quality HRH Quality gaps: req . A I
training, effective regulation, supportive supervision
. . Distribution gaps: require incentives for
Equitably distributed HRH . aeLs d
retention in under-served areas
. Numbers and skills mix gaps: require
Available HRH : £aps: req
adequate planning and investment
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A universal truth....

if P2
A UNIVERSAL TRUTH: | h

Campbell J, Dussault G, Buchan J, Pozo-Martin F,
Guerra Arias M, Leone C, Siyam A, Cometto G. A
universal truth: no health without a workforce. @
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Global Health Workforce Alliance and World Health g8y, World Health

Organization, 2013.
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Density of skilled health professionals per
10 000 population
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Human resources for health:
global challenges, global opportunities

FIGURE 4 \Norkforce to population ratios for 186 countries

@ Group 1: density of skilled workforce lower than 22.8/10 000 population and a @ Group 4: density is equal or greater than 22.8/10 000 and smaller than 34.5/10 000
coverage of births attended by SBA less than 80%

@ Group 2: density of skilled workforce lower than 22.8 /10 000 population and @ Group 5: density is equal or greater than 34.5/10 000 and smaller than 59.4/10 000
coverage of births attended by SBA greater than 80%

@ Group 3: density of skilled workforce lower than 22.8/10 000 population but no @ Group 6: density is equal or greater than 59.4/10 000
recent data on coverage of births attended by SBA

Source: \WHO. Global Health
Observatory Data Repository”®
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Estimates of shortages and deficits...

e = b4 English Francais Pycckui Espar

global health
workforce Health workers for all
alliance and all for health workers

— T

ce Global health workforce shortage to reach 12.9

million in coming decades < Shoro it

11 November 2013 | RECIFE, BRAZIL - The world will be short of 12.9 million

healthcare workers by 2035; today, that figure stands at 7.2 million. A World Health

Organization (WHQO) report released today warns that the findings - if not addressed Related links

now - will have serious implications for the health of billions of people across all Report: "A Universal Truth: No
regions of the world. health without a workforce”

More information on the meeting

The report, A Universal Truth: No health without a workforce, identifies several key e Breil
in Brazi

ralneas Thew inchirds an ansinn health warkforre with ctaff ratirinn ar leavinn far
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Different estimates of shortages and deficits

ILO — World Social Protection Report
(2014)

The ILO estimates that at least 41.1
health workers per 10,000 population
are necessary to prowde services to all
in need. The figure is based on
calculations of median values of the
density of health workers in countries
where socio-economic conditions and
health financing characteristics are
conducive to universal coverage.

| (al deficit:

Regional deficit Oce
27,000

Regional deficit Eurc
4,300

Regional deficit Asia
7,100,000

) bal ! Heélth Observatory.
;‘{RéssourceDown load.

http://www.ilo.org/global/research/globa
I-reports/world-social-security-
report/2014/lang--en/index.htm
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http://www.ilo.org/global/research/global-reports/world-social-security-report/2014/lang--en/index.htm
http://www.ilo.org/global/research/global-reports/world-social-security-report/2014/lang--en/index.htm
http://www.ilo.org/global/research/global-reports/world-social-security-report/2014/lang--en/index.htm
http://www.ilo.org/global/research/global-reports/world-social-security-report/2014/lang--en/index.htm

Health workforce for UHC: not just numbers

Services A Y axis represents
1 UM cute .
thatentail | direct costs,
acosttothe | opeificyly the
user .
proportion of all
health services not
Cansi requiring a fee at the
aps in . .
<. essential | PO of service.
services
I axis represents the
Population needing Population: Who is provided effective coverage proportion of essential
services but not services covered.
covered
-

X axis represents the population, specifically the percentage of the population covered by health services.
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Ratios of highest to lowest sub-national
density of physicians to national average

15
@ Ratio of high to average dansity ®

# Ratio of low to average dansity
B
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Assessing health labour market dynamics
for universal health coverage

Education sector Labour market dynamics

[ | —l

rag

l A . ”, ., | §
§ oo (SN o E=lnl
5 A workforce that %
deliveries quality o
x| Training in other services —
_ fields . ‘ 2
graton
| Unemploved £
—~
P I " Om:‘l:ebour 1~ ]
Abroad ;
Policies on production Policies to address inflows and outflows Polices to address maldistribution
*  oninfrastruchure and materiad * o addeess migration and emigration and inefficiencies
*  onenvolment * W atwract unemployed health workers * 1o improve productivity and per formance
= onsciocting students * o bring in health workers back into the health core sector o to improve skill mix composiion
*  on leaching statf * 10 retan health workers in underserved arean
Policies to regulate private sector
* 1o manage dual practice
* 1o improve quality of traning
* 1o enhance service delivery
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Health workforce labour market dynamics,
Togo

Production

890 Concentrated in the capital city
- (20% of population):
Iiirn;i:nt-:: 75% of employed doctors

Employed full-tima in = — . )
the Government sector; —  Senving 80% of the population:
400 150 doctors
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e

Progress in improving availability, but
uneven and not fast enough
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Average exponential growth rate
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3. Sustainable Development Goals (2016-
2030): the health workforce implications
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Health workforce: the foundation for any
health target in the SDGs

|

By 2030

/Reduce A
MMR to less
than 70/
100,000

\_ J

/End

preventable
newborn
and under 5
deaths

\_

~

J

/End the

epidemics

malaria,
neglected
tropical
dlseases

\

of AIDS, TB,

i 1

4 )

Reduce by
1/3
premature
mortality
due to non-
communica

bIe dlseases

/Universal
access to
family

planning,
financial risk

protection,
\UHC,

\

J

Increase substantially health financing and the recruitment,
development and training and retention of the health workforce
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The Ebola Outbreak

® Global health security depends on resilient health systems

® A clear reminder that Human Resources for Health and
Health Systems Strengthening is a critical investment

‘\3 World Health
%1‘/ Organization
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Time to “rethink and improve”...

“The foundations for a strong and effective health workforce for the
future are being corroded in front of our very eyes by failing to match
today’s supply of professionals with the demands of tomorrow’s
populations.

To prevent this happening, we must rethink and improve how we
teach, train, deploy and pay health workers so that their impact can
widen.”

Dr. Marie-Paule Kieny, WHO Assistant Director-General for Health Systems
and Innovation.

25N
&@9 ;\J,World Health
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The building blocks of a fit-for-purpose
workforce in the post-2015 era

Education Incentives
— >

Fit for

SLlproEE Social

workforce Services
Links

Sustainable development
goals/Post 2015

w} ) World Health
%% Organization
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4. Evidence and data requirements for HRH
development at national level
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Dwindling health workforce intelligence

FIGURE2 Frequency of all country reporting of workforce data to WHO's Global Health Observatory
(1990-2012) and a focus on 57 low-density and low-coverage countries (2008-2012)

i ) o Data points for 57 low density/low coverage countries (2008-2012)
B Countries reporting midwives
go | M Countries reporting nurses @ Nodata
s B Countries reporting physicians @ 1 data point
:E: " @ 2data points
g @ 3datapoints
< i
5 0 4 data points
§ £ 5data points
1 © 6data points
2 7 data points
® sdata points

® odata points

0 “yogo 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

Source: Global Health Observatory Data Repository.?
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Inter-operable standard: “National Workforce Account”

Creating a workforce science

National Workforce Account

Minimum Data Set
for National Health
Workforce Registry

|




Maldives
Medical
Council

MoH

Payroll,
Retirement

Maldives
National
University

Maldives
Nursing
Council

Ministry
of Defense

Civil
Service
Commission

An example: Health workforce data sources in Maldives

Maldives

Board of Health

Sciences

Immigration
Xpat Online

Private
Hospital

HW data sources....

/ t';
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The HW Registry - concept

Health
Workforce
Registry

Maldives
Medical
Council

Maldives
Nursing
Council

Maldives
Board of Health
Sciences

MoH
Payroll,
Retirement

Ministry
of Defense

Immigration
Xpat Online

Maldives
National
University

Private
Hospital

Service
Commission

Need for
Unique Person
ID system

*using Minimum Data Set
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MDS — 10 key fields

N~ - I

|

f

Minimum Data Set for Health Workforce Registry HRH Information System
1 |dentification Number 6 Contact Information
2 Full Name 7 Professional License and Certification
3 Birth History 8 Employment Status
4 Citizenship, Country of Residence, 9 Employment Address

and Language ' o

10 Data Submission Institution

5 Address

N

/, "\ \
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Minimum Data Set

Identification Number

Full Name

Birth History

Citizenship, Country of Residence,
and Language

Address

Contact Information

Professional License and
Certification
Employment Status

Employment Address
Data Submission Institution

Data Elements
Unique Identification Number, Date of Issue, Date of Expiration, Place
of Issue
First name, last name, middle name, maiden name, other names

Date of Birth, Sex at Birth, Place of Birth, father's name and mother's
name, photograph

Citizenship at birth, citizenship at present, country of residence, ability
in spoken and written languages

Physical address

Telephone number, email address, emergency contact name

License and certification name, issuing institution, date of issue and
date of expiration, photograph
Employment status, employment title and occupational category

Full address of current employer
Name of the institution submitting data,; date and time of submission

global health
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MDS — standardized metadata

Every
Minimum
Data Set
item

One or
more data
element/s

Contains

Each data
element requires

!

Standardized metadata
representation

7 o\
global health é’@\g World Health
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Making use of HRH data for improved
efficiency of health spending

Payroll analysis in Dominican Ministry of Health eliminated
Republic revealed 10,000 ghost 2,717 ghost workers in the first
workers, representing more ‘ phases of payroll cleanup and
than $7.5 million per year in fully retired 1,090 people—
economic waste saving $6.2 million per year

Service coverage already Savings re-invested in

rising for early detection of HIV -hiring 2,511 new health workers
and syphilis, family planning -10% salary increase for doctors
(particularly for HIV-positive - and nurses,

women), and access to prenatal -raised health workers’ retirement
care for HIV-positive women. benefits.
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5. The Global Strategy on Human Resources
for Health
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Recife Political Declaration and WHA Resolution 67.24

Political demand from WHO Member States to develop a
global:strategy for Human Resources for Health.

"We as leaders are committed to attaining universal health coverage and
recognize that we need an improved health workforce to achieve it."

Recife Political Declaration (3rdGlobal Forum on HRH, Brazil, November 2013)

"The 67" World Health’Assembly. ENDORSES the call to action in the
Recife Political Declaration; ... REQUESTS the Director-General to develop
and submit a new global strategy for human resources for health”

WHA Resolution 67.24 (World Health Assembly, Geneva, May 2014)
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Global HRH strategy:
Key objectives and principles

Build on
evidence
and best
practices

Make
relevant to
needs of

all
countries Impactful strategy

accelerating HRH
action at national,
regional and
global levels in
the post-2015
period
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17th GHWA Board
meeting reviews drafts
of 8 thematic papers

GLOBAL HRH STRATEGY: KEY TIMELINES and gives feed-back to

the working groups
®

Third (final draft) of
8 thematic papers
reflecting inputs of

Consultation at public consultation
PMAC 2014: 8 and outcome of
thematic working UNGA 2014 —
groups established
Public
World Health consultation on
Assembly requests the 8 thematic
WHO DG to papers (launch
GHVV.A Baaid develop global at Cape Town
working group . strategy on HRH health system
on HRH strategy research

established

symposium)

16th GHWA Board
meeting decides to trigger
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Are health workers worth the investment?

16-fold ROI*

through investments in
midwifery education and
deployment to community-

based services.

*ROI in terms of lives saved and costs of
caesarean sections avoided

(State of the World’s Midwifery, 2014)
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Are health workers worth the investment?

Broader socio-
economic impact

through improved
education, career
opportunities for women,
and economic growth.
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Conclusions

HRH benchmarks in MDG era: significant inherent limitations;
substantive yet uneven progress

Universal health coverage and Sustainable Development Goals:
require greater level of ambition for HRH investment; relevant
for countries at all levels of socio-economic development

Standardized and inter-operable workforce data required for
effective planning and decision-making

Global strategy for HRH represents an opportunity to jointly
iIdentify and commit to a long-term agenda for HRH
development
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Further information

Health Workforce Department, WHO
&

Global Health Workforce Alliance
World Health Organization

Avenue Appia 20

CH-1211 Geneva 27

Switzerland

Email: ghwa@who.int

www.who.int/workforcealliance
www.wWho.int/hrh
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