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The Health Workforce Advocacy Initiative welcomes the opportunity to provide input on the HRH
Roadmap. We agree with GHWA that this will be a central output of the Forum, and will be a
critical tool for charting the way forward to resolve the HRH crisis and for holding governments
and other stakeholders accountable for the taking the necessary steps.

We expect that the Roadmap will adequately covers basic and well-understood elements of what
is required for resolving the health workforce crisis, such as the development of national health
workforce strategies and the need for priority disease initiatives to also invest in and contribute to
broader health systems strengthening, including HRH. We also expect and believe that the
Roadmap must cover key Northern country actions beyond those included below, including
setting targets and timelines on moving towards self-sufficiency for their own health workforces
and implementing ethical recruitment practices for both their public and private sectors.

Therefore, we will focus on this central point: the Roadmap must be embedded in and directed
towards the mosaic of government health-related commitments and obligationsl that cannot be
achieved with strengthening the health workforce, and should encompass the health workforce
related steps, including those that might be politically challenging, required to get there. We view
the following as top priorities:

(1) the need to develop health workforce plans that are targeted on the achievement of
MDGs and other health goals and commitments;

(2) the need for concrete frameworks and commitments on sufficient and sustainable
financing to implement national health workforce plans;

(3) the need to eliminate overly restrictive macroeconomic constraints that constrain
spending of needed domestic and external financing;

(4) the need to integrate a human rights perspective throughout the Roadmap, and;

(5) the need to develop a specific, ambitious yet achievable, branded target for the
Forum, such as 700,000 new health workers by 2012.

The Roadmap should not be shy in confronting such issues as sustainable financing and
macroeconomic constraints, even as these may require extra effort to receive buy-in from all
partners. They are significant components of what needs to happen, and therefore of a
meaningful Roadmap. Governments have committed to the ends, the ultimate goals, that these
elements are directed towards achieving. If these goals are to have any meaning, governments
and other entities must now commit to the financial means and flexibilities that will permit
realization of all health workforce-related goals.

HWAI views the following as key elements of the HRH Roadmap:

¥ In describing the HRH strategies that countries develop, the Roadmap should be
explicit that these plans should be designed to develop the health workforce b
including in numbers, distribution, skills mix, and competencies bBrequired to
achieve MDGs and other health goals and commitments.

! These commitments and obligations, including obligations under international human rights law, most
particularly the right to the highest attainable standard of health, include the MDGs; universal access to
comprehensive HIV/AIDS treatment, care, prevention, and support by 2010; universal access to
reproductive and sexual health services by 2015, and; universal access to essential health services, which
African Union countries have committed to achieve by 2015.



It is one thing to develop a health workforce strategy; it is another thing to develop a health
workforce strategy that is based on need and aimed at achieving the range of government
commitments and obligations. Certainly these strategies should be realistic. There is little point
in developing a plan that even with the best of efforts cannot be achieved. The plans must,
however, incorporate full efforts to achieve the MDGs and other goals, commitments, and specific
timed targets, based on the best available evidence of what it will take to secure these ends. ltis
the resgonsibility of all partners, domestic, regional, and global, to enable those efforts to come to
fruition.

Absent an explicit focus on achieving concrete health goals, plans may well be devised that have
little chance of leading to a health workforce that is capable of delivering on the MDGs and other
health goals. For example, Uganda® recently released health workforce strategy 2005-2020
would increase the number of health workers by 66% by 2020, yet Uganda® population is
expected to increase by 60% during this same period, leaving the underlying shortage essentially
the same over the next nearly fifteen years. The strategy is quite forthright in stating that its
scale-up is limited by sector budget ceilings that are especially tight in the health sector. Had
issues of sustainable financing and macroeconomic constraints been addressed, the plan would
not have been this limited.

The plans should be integrated into overall national health strategies, so that the health workers
produced and retained have the tools they required to do their jobs, and the good working
conditions that are central to retention. This is the approach that Malawi has taken, launching
both an Emergency Human Resources Programme and an Essential Health Package. Perhaps
even more significantly, is the approach foreseen by the African Union Health Strategy 2007-
2015, which calls both for a costed human resource strategy and for updated overall national
health strategies.

These plans should also be comprehensive. For example, they should provide for health worker
safety, and ensure that health workers are able to overcome special confidentiality and related
concerns to receive comprehensive HIV health services including treatment. They should also
develop or expand community-based health services. If these services are provided through
community health workers, the plans must provide them living wages and adequate support
systems.

¥ The Roadmap should create a framework of accountability for domestic and global
partners to provide sufficient and sustainable financing required to fully implement
national health workforce plans.

The health workforce crisis will not be resolved without significant increases in funding, which
should be sustained and predictable. A key element and goal of the Roadmap should therefore
be to stimulate the increased funding required to enable countries to fully implement their health
workforce plans.

With respect to African countries, the Roadmap can incorporate the Abuja 15% target, with a
deadline of approximately 2011 (or some portion of countries, at least 50%, achieving at least
15% of their budget to health by 2010, 75% achieving this target by 2011, and 100% by 2012).
While the Abuja target is central, other supplementary targets might be useful as well (including
for countries outside of Africa), such as a certain minimum portion of GDP that should be directed
towards the health sector in general or HRH in particular.

With respect to development partners, we recommend a multi-pronged approach:

2 The right to health requires states @o move as expeditiously and effectively as possible towards the full
realization ofCthe right to health. Committee on Economic, Social and Cultural Rights, General Comment 14,
The right to the highest attainable standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 31.



First, to further give meaning to these particular funding shares, the Roadmap should set a
specific global financing HRH target, at the least for Africa as the region both with the greatest
HRH crisis and fewest presently available domestic resources. This could be based on the
updated WHO HRH resource needs estimates, or better information that may emerge before the
Forum.® The target should be as specific as possible.

Second, the Roadmap should call upon development partners, collectively, to fill in resource gaps
in health workforce strategies, to enable the full implementation of national health workforce
strategies.

Third, to create accountability and give force to this collective goal, the Roadmap should itself
provide a roadmap on how this financing goal is divided among different partners, likely based on
the equitable financing share of bilateral partners rooted in their gross national income (GNI).
Several considerations for determining the overall resource need targets and shares for different
partners are included in an annex to this document.

An alternative approach to assigning particular resource levels to each major donor would be for
the Roadmap to call for, in a very short time, an agreed upon mechanism that would divide up the
share of resource among different donors. This would require a high-level mechanism with
strong political buy-in to be effective, and could be a collaboration between the G8 and
International Health Partnership, which collectively include most major donors, and any key
donors not otherwise included. Ideally, this mechanism would be limited not only to supporting
HRH spending, but would address overall health investment needs (or development spending
more broadly) required to achieve the MDGs and Universal Access. Preferably, this mechanism
would not only be part of the Roadmap but would actually be in established by the time of the
Forum.

Whatever the approach to dividing up international responsibility, whether through a formula or an
agreed mechanism, this division would represent an important advance for international health
financing, which is replete with global need estimates that are devoid of individual government
accountability. NGOs frequently ascribe particular financing responsibilities to their governments,
but what is truly needed b and what GHWA can help bring about P is a division of responsibility
that governments themselves will agree to and will meet total resource needs.’

Also, the Roadmap should call for improvements in collecting information on HRH financing.
Without such improvements, it will be difficult to track such spending and determine how
government practice measures up to their commitments and obligations.

¥ The Roadmap should directly address the need to overcome macroeconomic
constraints to the domestic and external financing required to fully implement
national HRH strategies.

Developing countries that require significant new investments in the health workforce (and
development more generally) may be unable to make these investments due to tight
macroeconomic policies, such as very low inflation targets and fiscal deficit targets. These may
prevent countries from making the necessary investments from domestic resources, or fully
utilizing available external resources, to develop the health workforce. International financial
institutions and ministries of finance will need to loosen these policies so that countries will be
able to make the necessary investments.

3 WHO recently developed annual estimates for HRH resource needs, building on the World Health Report
2006 estimates, under the direction of Tessa Tan-Torres Edejer (HSS cluster, WHO).

f government agreement proves impossible, advocacy from the full GHWA b and not only NGOs b as to
the need for translating a collective financial need into individual donor accountability and responsibility will
be a meaningful advance.



For this to happen, the IMF needs to revise its definition of macroeconomic stability that results in
unnecessarily restrictive fiscal and monetary policies.5 The IMF should recognize that
investments in health and education are productive, pro-development, and essential to the
preservation of human capital in low- and middle-income countries. In fact, alternative policies,
which would enable greater government investments in health, are also consistent with
macroeconomic stability. Further, the IMF will need to greatly restrict the use of wage ceilings.
Meanwhile, national governments (especially their ministries of finance and central banks) will
also need to recognize that alternative policies can enable both macroeconomic stability and the
increased investments required to meet health workforce and other health and development
needs.

The Roadmap should commit countries and the IMF to identifying and implementing
macroeconomic policies that are consistent with the levels of investments required to achieve the
MDGs and other development goals, including fully implementing health workforce strategies.

Specifically, the Roadmap could set benchmarks of: (1) countries reviewing multiple
macroeconomic policy scenarios, including ones consistent with the domestic and external
investments required to fully implement national health workforce strategies; (2) countries using
an inclusive process in reviewing strategies, including participation of civil society, and; (3)
countries selecting macroeconomic policies that are consistent with investments required to fully
implement national health workforce strategies. Also, the Roadmap should target no later than
the end of 2008 for ending or revising any wage bill ceilings that have limited investments in
health workforce wage bills.

¥ A human rights perspective should be integrated throughout the Roadmap,
including a focus on equity and people@ participation in health-related decisions.

The Roadmap should help guide countries towards fulfilling their obligations under the right to the
highest attainable standard of health and other human rights law. Human rights will be relevant
to many elements of the Roadmap, including national health workforce strategies, for which the
Roadmap should set standards that incorporate human rights principles.

These strategies must include plans for equitably distributing the health workforce, especially to
reach rural and other underserved and marginalized areas and populations. Notably, the African
Union Health Strategy 2007-2015 itself commits countries to health workforce plans that include
@evised packages and incentives, especialy for working in disadvantaged aress . . . .O The Roadmap
could have concrete indicators measuring the percentage of people with access to a nationally
defined package of essential health services in hard-to-reach areas and among underserved
populations, targeting 100% coverage by 2015. This is consistent with the African Union® own
commitments.® Such coverage depends on more than health workforce alone, but will only be
achieved if a skilled, supported, and motivated health workforce is deployed to these areas.’

®In practice, this will require the IMF, in conjunction with national officials and in collaboration with
independent economists, to present a wide range of macroeconomic policies options, and for an inclusive
set of stakeholders, including parliamentarians and civil society, to meaningfully participate in deciding on
the appropriate policies. With specific reference to the IMF® preferred deficit-reduction targets (fiscal policy)
and inflation-reduction targets (monetary policyN how higher interest rates may hurt GDP growth rates, thus
revenue generation and future potential of higher expenditures), evidence suggests there is a wider range of
still feasible and more expansionary policy options that could and should be considered by policymakers for
increasing public expenditure. In light of countriesChuman rights and other relevant commitments, countries
should select those policies that will enable the investments in health, education, and other sectors as
required to achieve the MDGs, to fully implement health workforce strategies, and to fulfill governments®
human rights obligations.

% The African Union® 2005 Gaborone Declaration on a Roadmap Towards Universal Access to Prevention,
Treatment and Care includes a commitment Go the achievement of Universal Access to Prevention,
Treatment and Care by 2015 through the development of an integrated health care delivery system based



To make the commitment to equity meaningful, we recommend that a substantial proportion of
the increases in health workforce b for example, 80% of the any numerical increased health
workforce targets (e.g., 700,000 by 2012 see below) D should be health workers who serve in
rural or other underserved areas. Along with attaching an equity component to the short-term
target, the Roadmap should, whether at a global or national level or both, target significant,
specific reduction in the disparities between better served and other underserved areas.’

The Roadmap should also set standards for the process of developing health workforce strategies.9
The Roadmap should therefore be explicit that vulnerable, marginalized, and socially
disadvantaged populations should participate in the country action teams that are chiefly
responsible for developing and monitoring these strategies, and should be part of a broader
consultative process.™

In addition, we propose that the Roadmap specifically address the incorporation of human rights
education into the health worker pre-service and in-service training curricula, creating a timeline
for such inclusion. At the least, health workers need to be taught to respect the rights of the
diverse populations they serve, including populations that are especially at risk of facing
discrimination within the health services, including people with physical and mental disabilities,
people living with HIV/AIDS, and injecting drug users. Universal access will not be achieved if
certain groups of people feel unwelcome by health workers. Health workers will also have to be
trained in respecting their patients@ights, including sexual and reproductive rights and
confidentiality.ll

A commitment to equity includes ensuring that all countries receive the support that they require.
A critical initial step is ensuring that all countries receive any external support they may require in
developing solid, robust national health workforce plans. The Roadmap should point the way by
calling for the creation of a committee that includes the major providers of technical support in
developing health workforce strategies and regional HRH platforms. This committee could be

on essential health package delivery close-to-client.OAvailable at: http://www.africa-
union.org/root/au/conferences/past/2006/may/summit/doc/GABORONE DECLARATION.pdf.

"The Roadmap should also set standards for the process of developing these strategies. The right to health
includes the right to participation in health-related decision-making, which entails participation in developing
national health workforce strategies. This takes on extra import for traditionally marginalized and excluded
groups whose rights and needs might otherwise be overlooked. The Roadmap should therefore be explicit
that vulnerable, marginalized, and socially disadvantaged populations should participate in the country
action teams that are chiefly responsible for developing and monitoring these strategies, and should be part
of a broader consultative process. Other elements of the health workforce strategy (e.g., health worker
safety) are rooted in human rights as well.

8 This could take several forms, including a certain percentage reduction in equity between urban and rural
areas, setting the standard that no area (district?) should have deviate negatively from the national health
workforce density by a certain percent, or (borrowing for the late Director-General Lee) every village should
have a health worker who is able to provide certain essential health services.

° @ further important aspect [of the right to health] is the participation of the population in all health-related
decision-making at the community, national and international levels.OCommittee on Economic, Social and
Cultural Rights, General Comment 14, The right to the highest attainable standard of health, U.N. Doc.
E/C.12/2000/4 (2000), at para. 11.

1% Other elements of the health workforce strategy (e.g., health worker safety) are rooted in human rights as
well.

" The benefits to HRH could extend beyond respect for the rights of all populations. Potentially, such
education can also inspire health professionals to become actively engaged in promoting and monitoring
their governmentsGwn activities as they relate to the right to health. This accountability function will help
ensure that the Roadmap is implemented. Human rights education could also lead more health workers to
seeing their work through a lens of social justice and protecting the health and rights of the people they
serve, which could affect their motivation and willingness to serve in rural areas. Such an ethos could also
affect who is attracted into the health professions, namely, more people who are motivated primarily by the
desire to serve their communities, which could positively affect retention and service in underserved areas.




responsible for ensuring that technical support in developing or strengthening, as well as
implementing, national health workforce strategies is available to all countries that require it, and
could also monitor progress in developing strategies. The committee could identify countries that
are receiving inadequate technical support, determine what additional support is required, and
develop a strategy for making that support available, whether through mobilizing committee
members or other partners. Terms of reference should include a commitment to supporting the
development and implementation of strategies aimed at achieving the MDGs and other health
goals and commitments.*

¥ The Roadmap should include an overall numeric target for increased numbers of
health workers, especially in Africa.

We encourage the inclusion of a target on increasing the numbers of health workers, at least in
Africa due to the severity of the shortages there. Such a target can help raise the profile of the
Roadmap and serve as a useful, easy-to-grasp measure of overall progress. We would propose
as an initial target an increase of 600,000 or 700,000 new health workers in Africa by 2012. With
approximately eight years until 2015, and a shortage of approximately 1.5 million health workers
in the WHO AFRO region, an ideal short-term target might be a 3 year target (end of 2010) of
500,000 health workers, or & by 10.0 This is approximately one-third of the needed increase in
health workforce size over approximately one-third of the time until 2015.

However, as even the best of efforts that are initiated in 2008 to achieve such an increase might
not yield such an increase, especially because of the time it takes to train many cadres of health
workers, perhaps @ by 120or O by 12Ccould be an alternative and achievable goal. The goal
should be achievable through an ambitious, smart strategy, and not rushed measures that leave
health workers without adequate training, information, supervision, or support.

The target would be for increased numbers of health workers through all means, including
through increased training of health workers at all levels, improved retention, increased health
worker safety and access to health services, including for HIV/AIDS, and hiring unemployed
health workers. The target should be seen as linked to other parts of the Roadmap, achieved
through balanced, national approaches reflected in quality HRH strategies aimed at achieving
health goals and commitments. While this target should drive action, it should not distort action.

We acknowledge the imperfections of such a target. More precise health workforce numerical
needs will emerge over time. Creating a stronger health workforce also requires far more than
greater numbers, such as better distribution, management, training, and practice environments.
Special efforts are required to improve retention and to improve health worker motivation and
effectiveness. We have proposed a specific equity component of this target, and there may be
other ways to nuance this target or develop other targets that help ensure not only quantity, but
also quality and equity. Nonetheless, a central function of the Roadmap will be to inspire action
and garner attention. An attention-grabbing goal therefore has considerable value.

The Roadmap could also have a target for 2015, based on the World Health Report 2006
estimate. This could be revised as better information becomes available.

2 Another practical step could be the development (in 2008) of a high-level position at WHO or African
Union to monitor progress towards developing national health workforce strategies (and possibly overall
national health workforce strategies), unless the GHWA-supported AU Public Health Specialist position for
monitoring the African Platform on HRH suffices.



ANNEX ON DETERMINING HRH FINANCING TARGETS

Total HRH financing needs

The total financing need will change from the current WHO estimates, based on the work of the
Health Financing Task Force and, ultimately further information about actual need. The
Roadmap could include tentative annual resource needs from 2008 through 2015, while
recognizing and calling for a re-evaluation of the global financing target in 2009 and/or 2010. By
that time, all countries should have developed costed plans, so the resource gap should be
known with far greater precision. Alternatively, the initial, specified financing target should cover
only the next several years, with perhaps a very approximate 2015 target. Again, the Roadmap
would call for a re-evaluation of global financing targets to enable accurate resource need
estimates to be developed through 2015 (and possibly beyond).

If present WHO estimates are deemed inadequate for establishing even a short-term target, the
Roadmap should include a short-term financing target developed through other means, with more
complete and longer-term estimates to be developed in the near future. Perhaps the Health
Financing Task Force could assist with this, with the figure based in resource needs of the
growing number of costed health workforce strategies, while bearing in mind that the financing
target must be correlated as well as possible with plans that will achieving MDGs and other health
goals. Some existing strategies do not meet this standard.

Equitable donor contributions to HRH financing

There are several approaches to apportioning financing needs among development partners.
One approach would be define the donor pool as OECD countries,™® and assume that each
donor@® share is proportional to its present share of the global economy, based on Gross National
Income (GNI). This would encompass contributions through multilateral and bilateral channels.
Another approach, specific to Africa, would be to take the total financing need, reduce it by the
appropriate domestic share, defined by the share of the Abuja 15% that is directed to HRH (either
a normative figure or the actual average share of the health budget that is directed to HRH), and
then divvy up the remainder based on each OECD country® share of the total OECD GNI.

Either of these approaches could be modified by further breaking down the figures between
bilateral and multilateral contributions, and giving an appropriate share and figure for OECD
country and major multilateral funder. This could be based on the estimated multilateral health
financing through 2015 and the World Health Report 2006 recommendation that 25% of health
assistance be targeted for implementing HRH plans. In this case, bilateral OECD financing
responsibility would be reduced by 25% of the estimated total multilateral health funding, with this
reduced bilateral financing need divided among OECD countries based on their GNI. This 25%
target could also serve as a guideline for each major multilateral health donor.

Some such approach would be useful even if sufficiently comprehensive and grounded financing
needs have not been developed by the Forum. The Roadmap could ascribe approximate
proportions of the financing needs to the major development partners, based on one of the above
(or a different) approach, and such proportion could be translated into a dollar figure later in 2008
when better resource need estimates are developed.

3 The donor pool might be defined to include several other donors, such as Taiwan.



