Part 6. Strengthening the health
workforce in crisis countries
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Summary

Health workforce levels and quality are associated with
improvements in health outcomes. Fifty-seven countries,
36 of which are in sub-Saharan Africa, have a health
workforce crisis. The human resources for health crisis is a
threat to the delivery of health services and the attainment
of the Millennium Development Goals.

Many countries lack adequate capacity to train health
workers and have poor working conditions, unattractive
wages, limited professional development opportunities
and inadequate infrastructure for effective performance.
Healthcare facilities cannot operate without medicines.
The availability of both medicines and a pharmacy work-
force in adequate numbers with appropriate competencies
is crucial to ensuring a well functioning pharmaceutical
system.

Half of all medicines globally are inappropriately pre-
scribed, dispensed or sold to patients. Pharmacy work-
force shortages translate into gaps in the management of
the pharmaceutical system and the supply chain and pose
serious risks to patients.

Domestic training of the pharmacy workforce, together
with appropriate management of recruitment, retention
and attrition is required to redress shortages, imbalances
and improve performance.

Countries should develop comprehensive human resource
for health plans and strategies based on sound evidence
to sustainably address the global health workforce crisis.

6.1 The human resources for health crisis

Human resources for health are essential for health systems.
They are the cornerstone and drivers of health systems.

[1] Moreover, there is ample evidence that health worker
numbers and quality are positively associated with immuni-
zation coverage, outreach of primary care, as well as infant,
child and maternal survival.[2-4] However, health workers are
inequitably distributed throughout the world, with many lower
income countries facing a severe health workforce crisis. This
crisis in human resources for health is an important impedi-
ment to delivering quality health services and reaching all
health goals, including the Millennium Development Goals. [5]

The World Health Report 2006 estimated the global health
worker shortage to be 4.2 million, including more than 1
million in Sub-Saharan Africa.[6] Overall, 57 countries have
been identified with critical shortage, including more than 36
in Sub-Saharan Africa, as depicted in Figure 1.

Figure 1: Countries with critical shortage of health workers

Source: WHO, 2006 [6]

Sub-Saharan Africa is facing the greatest challenges. It has
11 percent of the world’s population, yet 24 percent of the
global burden of disease and only 3 percent of the world’s
health workers.[6]

Several factors have contributed to the marked health
workforce shortages.[6,7] They include some broad elements
like the lack of attention on this issue, economic conditions,
and changing disease patterns. More specific factors are
also playing a central role, such as the lack of health work-
ers being trained and educated. In addition, poor working
conditions, unattractive wages, lack of infrastructure and
medical equipment, mediocre management, and absence of
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professional development are all factors contributing to the
health workforce crisis. These factors can also exacerbate the
negative impact of internal or international migration.

6.2 Pharmacy workforce challenges: impact on
medicines access and use

The pharmaceutical system forms the back bone of the entire
health system as patients do not visit health facilities where
there are no medicines. The availability of pharmaceuticals
as well as pharmaceutical personnel both in numbers and
skills are vital in maintaining a well functional pharmaceutical
system. These personnel are responsible for improving ac-
cess to essential medicines that are safe, effective and used
rationally.[8]

Pharmaceutical human resources are utilised at various levels

in developing countries:

* Government Ministries of Health for planning and policy;

* Regional/provincial levels for policy implementation;

* Central medical stores for medicines procurement and
distribution;

* Health facilities, both public and private for medicines
acquisition and dispensing;

* Private pharmacy establishments (industry, wholesale and
retail);

* Pharmacy councils and professional associations to de-
velop pharmacy practice;

* Training and research institutions to train a pharmacy
workforce and conduction research.

Evidence from countries indicates that there is a shortage of
pharmaceutical human resources at each of the above levels
where pharmacists are needed. This situation could have
undesirable impacts on the roles to be played by pharma-
cists at each level, thus on the medicines supply system and
subsequently on access to medicines and their use.

Medicines worth the equivalent of almost US$1billion were
expired at the national medical stores in Uganda and an
additional half a million dollars was sought for destruction in
May 2008.[9] This could be linked to shortages in pharma-
ceutical human resource at one or more of the levels men-
tioned above to undertake adequate quantification of needs
and appropriately manage pharmaceuticals.

In Cameroon, the rural areas with a poor economic situation
are in short supply of retail pharmacies, leaving some popula-
tions without pharmaceutical services, giving room to the
proliferation of street vendors of pharmaceuticals from doubt-
ful sources in these areas. The extent of damage caused by
this situation has not been evaluated.

WHO supports countries technically and financially to devel-
op, implement and monitor their National Medicines Policies.
Working experiences with countries reveal that progress is
slow in the implementation of these medicines policies, one of
the contributing factors being inadequate supply of pharma-
ceutical workforce in the Ministries of Health and across the
whole pharmaceutical system.

To attain the maximum benefits from the use for medicines,
patients must receive the right medicines for their clinical
needs in the right doses and for an adequate period of
time, and at the lowest cost — this requires the intervention
of pharmaceutical personnel along the various levels of the
medicines supply system.[10] Unfortunately, it is estimated
that half of all pharmaceuticals globally are inappropriately
prescribed, dispensed or sold.[11]

In a study carried out in Tanzania in 2002, an average of
76% of drugs dispensed at health facility levels were not
adequately labelled.[12] Most of these health facilities do not
have pharmacists and this may explain the danger posed by
the 24% of drugs inadequately labelled and dispensed. The
proportion that was inadequately labelled could be a major
concern for patients achieving maximum benefits from their

medications.

WHO is currently developing and piloting tools to analyse the
pharmacy workforce situation in Nigeria, Ghana, Tanzania,
Rwanda and Sudan. It is anticipated that this study will pro-
vide insights into the extent of the pharmacy workforce short-
ages and identify key issues which need to be addressed to
strengthen the pharmacy workforce.
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6.3 Strategies

Various strategic areas of focus are to be considered when
addressing the global health workforce crisis.

Domestic training is an important area to focus on as one of
the central objectives of workforce development is to produce
sufficient numbers of health workers with the appropriate
competencies. Increasing domestic training is one of the
most direct means to expand the health workforce. For that
purpose, active planning and management of the health
workforce production pipeline is required, and in order to be
successful, such a strategy has to account for the long edu-
cation cycles to ensure that health worker training is matched
with the population health needs, and that health workers go
where they are needed. The case for scaling up the health
workforce has been made on numerous occasions.[13]

Another important area of focus consists of making a better
use and mobilization of existing workforce skills through a
portfolio of policies, such as improving retention of health
workers particularly in remote and rural areas, attracting
health workers to shortage specialties, developing more ef-
ficient skill mix, recruiting health workers who left the profes-
sion and improving productivity. [14]

Moreover, limiting health worker attrition is also a key area as
unplanned or excessive exits may cause significant losses

of health workers.[15] In some regions, worker illness, deaths
and migration together constitute an overwhelming exit flow.
[6] Strategies to counteract workforce attrition include manag-
ing migration, promoting health as a career of choice, and
stemming premature retirement, and improving health care
access for health workers themselves.

6.4 Remote and rural workforce development

Approximately half of the global population live in rural areas,
but these areas are served by only 38% of the total nursing
workforce and by less than a quarter of the total physicians’
workforce. At the country level, imbalances in the distribution
of health workers are even more prominent.[16,17] Availability
of well trained and motivated health workers closer to where
people live will improve access to needed health services to
achieve the health MDGs, and will also contribute to address-
ing health inequalities and social determinants of health within
the framework of renewed primary health care.[6,18,19]

From the current evidence, several approaches have shown
some good results in improving the recruitment and retention
of health workers in remote and rural areas. These strategies
can be grouped into three major categories: education and
regulatory interventions, financial interventions, and manage-

ment, environment and social support interventions.[20]

Studies from developed countries have consistently shown
that health professionals from rural backgrounds are more
likely to practice in rural areas; clinical rotations in a rural
setting may influence medical students’ subsequent decision
to work in an underserved area; and adapting curricula to
include rural health issues improves competencies to work
in rural areas and creates more interest to work in these

areas.[21]

Some countries have instituted compulsory service require-
ments in rural areas as a strategy to improve retention, but the
effectiveness of this approach has shown to be inconclusive,
because the strategy may address imbalances in the short-
term, but it may also encounter difficulties in administration
and enforcement. [22-25]

Direct financial incentives to practice in rural areas are one

of the most frequent strategies that countries have used to
address this problem. Experiences from developed countries
have shown that rural allowances and other types of finan-
cial incentives may encourage rural practice.[26,27] But in
developing countries, the issue of long-term sustainability for
this type of incentives is of critical importance, because these
schemes are usually dependent on external financial support.
[28,29]

Very few countries have put in place strategies to comprehen-
sively address the issue of good management, supportive
supervision, professional networking, and improving living
conditions and local infrastructure. Thailand has a long
history of a comprehensive approach to rural retention of
doctors, which combines regulatory interventions (compul-
sory contract of three years of public work after graduation),
financial incentives within the context of a rural development
programme, educational approaches (rural recruitment and
training in rural health facilities, including the development of
community medicine), and improving of personnel manage-
ment.[23] In Mali a programme run by a non-governmental
organization placed young doctors in remote and rural areas
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through a comprehensive approach that included community
medicine education and training, financial incentives, an
installation kit, and the establishment of a professional
network for rural doctors.[30]

There are however a number of challenges in implementing
these strategies. Often times the various schemes are
proposed without a baselines study to understand the factors
that influence health workers’ decisions to come to, stay in or
leave remote and rural areas. Sustainability is also a critical
element that needs to be considered, both from financial

and mid-long perspectives. Many interventions start as pilot
experiments in a region or district, often driven by specific
donor initiatives, with little capacity for scaling up or for sus-
taining the interventions for a longer term. Also, the various
interventions do not work in isolation, hence the need for a
combined or “bundled” approach, that addresses the multiple
aspects of education, recruitment, and management. And
finally, evaluations of the impact and effectiveness of different
strategies are still lacking.

WHO has recently launched a programme of work to increase
access to health workers in remote and rural areas through

pillars: building the evidence base, supporting countries to
implement and evaluate effective strategies, and producing
evidence-based recommendations to improve health work-
ers retention in remote and rural areas. The consultative
process for developing the recommendations is inclusive of
academics, policy makers and professional associations’
representatives, and it is expected that the recommendations
will be launched in 2010.

6.5 Conclusion

Overall, strong national strategies based on both solid
technical content and a credible political process, as well as
global solidarity, are essential to successfully address the
global health workforce crisis.
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